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Introduction to the Personalized Cognitive Counseling (PCC)
Intervention

Personalized Cognitive Counseling (PCC) is a single-session counseling intervention designed
to reduce unprotected anal intercourse [UAI] among men who have sex with men (MSM) who
are repeat testers for HIV. PCC focuses on the person’s self-justifications (thoughts, attitudes,
and beliefs) used when deciding whether or not to engage in sexual behavior that can transmit
HIV. This 30- to 50-minute intervention is conducted as the counseling component of
Counseling, Testing, and Referral Services (CTRS) tfor MSM who are screened eligible for PCC.
Male clients that present for HIV counseling and testing who screen eligible to receive PCC, are
those who:

* Previously tested for HIV,
» Result showed seronegative on that test,
» Had UALI since their last test,

= with a male who was not their primary partner, &
= that partner’s serostatus was positive or unknown.

PCC is for those who already have a basic understanding of how HIV is transmitted.
Additionally, while a moderate degree of denial of risk does not mean a client cannot participate
in PCC, men who truly do not feel at risk or know how HIV is transmitted are not suitable for
PCC. An educational or other behavioral intervention like RESPECT or prevention case
management like CRCS would be more appropriate in these cases.

The goal of PCC is to help clients avoid future episodes of unprotected anal intercourse with
partners of unknown or positive HIV status. PCC encourages the client to explore his reasons or
self-justifications (thoughts, attitudes, and beliefs) for engaging in risky sexual behaviors and to
develop strategies to avoid future episodes of UAI with partners of unknown or positive HIV
status. The process of PCC is to identify the specific thoughts used by the client when he decided
to engage in UAL aid him in reconsidering those thoughts, and create an opportunity for him to
plan for safer ways to think about and behave in future sexual situations.

Once the client is determined eligible for PCC, the counselor assists the client in selecting a
recent memorable episode of UAI (Step 1). With this specific episode in mind, the client is asked
to complete the PCC questionnaire, which generally assists the client in recalling thoughts
related to the UAI episode (Step 2). After the client completes the questionnaire, the counselor
helps the client talk about the UAI episode in detail, including his thoughts before, during, and
after the UAI episode (Step 3). Throughout this narrative, the counselor asks questions to make
the story clear and begins identifying the thoughts and feelings that may have affected the
client’s behavior. The counselor helps the client to identify the thoughts and feelings he was
having and how they are associated with his decision to engage in the UAI episode (Step 4).
Finally, the counselor asks the client what he will do in the future and supports his constructive
plans (Step 5).
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Development of PCC

PCC was developed and tested at the AIDS Health Project (AHP), a major provider of HIV
testing and counseling services located in San Francisco. By the mid-1980s, the AHP’s program
data showed that many MSM who were counseled and tested for HIV were getting tested
multiple times and receiving prevention counseling each time but were continuing to engage in
high-risk sexual behavior. Data on seroconversion showed that the rate of new HIV infection
among the men who were testing repeatedly was almost three times that of men who had not
received multiple HIV tests. The AHP recognized the need to provide a different counseling
approach for repeat testers who engaged in risky behavior. With a team of researchers including
AHP staff, the agency developed and tested PCC, which was shown to significantly reduce high-
risk sex among repeat testers.

Conceptual Framework of PCC

Development of the PCC intervention was based on the work of cognitive psychologist Ron
Gold and colleagues (see references in Appendix 1). Gold studied how people make risky
decisions in spite of knowing the risks. He hypothesized that the decision to engage in high-risk
sex is allowed to happen when the person rationalizes the potential risk through “self-talk” that
minimizes the known risk, which is referred to as self-justifications.

Gold proposed that during on-line thinking—thinking in the moment during a sexual encounter—
individuals use self-justifications to rationalize giving themselves permission to engage in risky
sexual behavior. In off-line thinking—thinking that occurs away from the immediacy of a sexual
encounter—the individual’s thinking is more realistic about risks and their consequences.
Cognitive theories of behavior suggest that helping an individual consider his on-line self-
justifications in an off-line state may help prevent future risky behavior in the on-line state.
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Research Findings

Two randomized controlled studies at the AHP have established that PCC reduces episodes of
UALI in the target population of MSM repeat testers. In the first study (Dilley et al., 2002), PCC
was delivered by licensed mental health professionals trained in the intervention. Participants
included 248 MSM. Seventy-six percent of the men were Caucasian and 24 percent were men of
color (Asian, African American, Latino, and Other). Each of the men had a history of at least one
previous negative HIV test result and self-reported UAI in the previous 12 months with non-
primary partners of unknown or discordant HIV status. Two intervention groups received
standard HIV counseling and testing plus PCC, while two control groups received only standard
HIV counseling and testing. Follow-up was at 6 and 12 months. The results showed that men
who received the single session of PCC significantly reduced their number of episodes of UAI
more at both 6 and 12 months than did men who received the standard HIV counseling and
testing alone.

Recognizing that most CBOs do not have the resources to hire mental health professionals, the
researchers designed a second study (Dilley et al., 2007). In this study, PCC was conducted by
paraprofessional counselors who had bachelor’s-level education, training in HIV prevention
counseling, were certified in HIV counseling and testing, and had a minimum of one year’s
experience providing HIV counseling and testing. Before providing PCC, the counselors went
through extensive role-play training in conducting the intervention.

Participants included 305 MSM. Sixty-seven percent of the men were Caucasian and 33 percent
were men of color. All men had a history of at least one previous negative HIV test result and
self-reported UAI in the previous 12 months with non-primary partners of unknown or
discordant HIV status. Participants were randomly assigned to standard HIV counseling and
testing plus PCC or standard counseling and testing alone. Follow-up was at 6 and 12 months.
The results confirmed that paraprofessional counselors using PCC could bring about the same
results as the first study: men who received PCC plus standard HIV counseling and testing had a
greater reduction of UAI episodes than men receiving standard HIV counseling and testing
alone.

Reprints of the original publications describing the two studies are included in Appendix 1 of
the Implementation Manual.

How PCC Is Different from Other HIV Prevention Counseling

Using PCC requires not only the learning of new skills, but the “unlearning” of certain routines
and assumptions that go with other types of counseling but do not fit with PCC. When learning
the intervention, it is useful to highlight what PCC is, and also what it is not. This helps clarify
how PCC fits into the continuum of interventions an agency can provide. It also helps counselors
adjust their own expectations of what they are expected to do and how they are to do it. The
following summaries describe how PCC is different from other HIV prevention counseling
interventions.
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Not primarily educational. PCC is designed for men who already have a basic understanding of
how HIV is transmitted, and know that UALI is risky. Clients who do not understand the basics of
HIV transmission are not appropriate for PCC and should receive an educational intervention
instead. While some educational information may be provided, if needed, PCC’s last step
emphasizes helping clients use, rather than ignore, what they already know about HIV
transmission.

Not an unstructured session led by the client. Sometimes the term “client centered” is used to
mean a counseling approach where the client’s feelings and concerns guide the session. In
contrast, PCC structures the session to address risk-related thinking. The client’s feelings and
concerns are important in PCC, and are drawn out and addressed by the counselor, but primarily
as they relate to the PCC steps.

Not directed at soothing any negative feelings the client may have. Counselors sometimes
feel a sense of responsibility to make clients feel better in the short term. While PCC counselors
are empathic and concerned about the client, their goal is not to soothe the client. The goal of
PCC is to help the client change his future behavior by reflecting on and reconsidering the
thoughts that he used to justify risky behavior. The intervention may result in the client getting in
touch with his reality-based anxiety—that is, his anxiety that if he takes risks he may get HIV.
This anxiety is seen as constructive because it helps motivate the client to avoid future risk
behavior.

Not completed by the counselor handing the client a solution. The PCC session closes with

the counselor asking the client what he will do in future high-risk situations and supporting any
constructive plans he mentions.
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PCC Core Elements

To achieve outcomes similar to those found in the original research, agencies implementing PCC
need to retain the Core Elements of the intervention. Core Elements are critical components of an
intervention’s conceptualization and design that are believed to be responsible for the
intervention’s effectiveness. Core Elements are essential and cannot be discarded, added to, or
changed, in order to maintain intervention fidelity and intent.

Based on the original research studies, the following seven Core Elements are considered
responsible for the effectiveness of PCC:

Core Element 1: Provide one-on-one counseling focusing on a recent, memorable high-
risk sexual encounter.

Core Element 2: Provide the service with counselors trained in HIV counseling and
testing and in the PCC intervention.

Core Element 3: Use the PCC questionnaire specifically tailored to identify key self-
justifications used by clients in the target population.

Core Element 4: Using the questionnaire and discussion, identify specific self-
justifications (thoughts, attitudes, beliefs) used by clients in making the decision to
engage in the specific high-risk behavior.

Core Element 5: Explore the circumstances and context for the risk episode in detail
(before, during, and after event).

Core Element 6: Clarify how the circumstances and self-justifications are linked to the
decision to engage in high-risk behavior.

Core Element 7: Guide the clients to re-examine the thinking that led to their decisions

to have high-risk sex and identify ways they might think differently, and therefore have
protected sex in future potentially risky situations.
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PCC Key Characteristics

While Core Elements must be maintained, Key Characteristics are parts of an intervention
(activities and delivery methods) that can be adapted to meet the needs of the agency or target
population. PCC has the following:

Key Characteristic 1: Conduct PCC in the context of HIV testing and counseling.

When the original research was conducted at the AIDS Health Project, which was already
serving the target population, PCC was implemented within an HIV testing program.
Participants were screened when they first requested HIV testing, and then received PCC
in the interval between giving a blood sample and receiving the result. However, PCC
also seems particularly well suited to the following settings: Comprehensive Risk
Counseling and Services (CRCS), mental health services, or primary medical care.

Key Characteristic 2: Counseling staff can be paraprofessionals or mental health
professionals as long as they are, as specified in the Core Elements, trained and
experienced HIV test counselors who are also trained in PCC.

Key Characteristic 3: Complete the intervention in one 30- to 50-minute session.

The PCC intervention is designed to be conducted in a single 30- to 50-minute session.
However, the intervention could be longer than 50 minutes when needed.
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GETTING STARTED
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Assessing Agency Capacity

Before an agency plans implementation of PCC, two activities are necessary: assessing
agency capacity and developing the budget. These activities do not happen strictly in the
order they appear in the Implementation Manual—they may happen at the same time.
These activities appear in this order in the Implementation Manual because they build on
one another: capacity issues lead to discussions around budget development.

Agency Capacity Issues

Capacity issues are focused on assessing agency readiness and securing the buy-in of
stakeholders. For PCC, capacity issues focus on agency culture and facilities, staff skills
and training, and client referrals and screening.

The following Agency Readiness Checklist can assist an agency in deciding if they are
able and ready to conduct PCC. The results of this assessment will help your agency
develop an action plan and identify the best use of resources to ensure successful
implementation. The PCC Agency Readiness Checklist includes six key areas:

Client Referrals and Screening
Agency Commitment to Implement PCC

1. Mission and Organizational Culture
2. Facilities

3. Training and Supervision

4. Staffing

5.

6.

Agencies can use this checklist to identify gaps in their readiness to implement PCC and
assess whether they can address these gaps through training and technical assistance. If
all of your responses are in the first two columns, your agency may well be suitable for
implementation of PCC. If any of your responses are in the last column, you should
consider whether your agency is a good candidate to implement PCC and whether
training and technical assistance can address these issues.

Following is the PCC Agency Readiness Checklist.
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PCC Agency Readiness Checklist

1. Mission and Organizational Culture

No, and
Not now, but this can change is not
PCC Requirement Yes be addressed feasible

Nonjudgmental regarding
MSM. Can we provide
counseling services to men
who have sex with men in a
nonjudgmental, supportive
way?

Cultural competence. Do
we provide services to
each of the racial/ethnic or
cultural groups within the
target population we will
reach?

Sex positive. Are we
comfortable assuring
clients that they can
continue to have very
satisfying sexual
experiences while
promoting safer behavior?

2. Facilities

No, and
Not now, but this can change is not
PCC Requirement Yes be addressed feasible

Do we have private
office(s) where PCC can be
conducted? (Sessions are
up to 50 minutes, so at
least one office is needed
per client per hour during
the hours PCC will be
provided.)

3. Training and Supervision
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No, and
Not now, but this can change is not
PCC Requirement Yes be addressed feasible

Do we have regular,
ongoing cultural
competence training?

Are our staff members
available for 2 days to
attend the PCC training?

As staff turnover, will new
staff be available to be
trained?

Through contracted or in-
house staff, can we provide
regular clinical supervision
meetings to PCC
counselors by PCC-trained
clinical supervisor(s)?

Do agency policies and
procedures enable staff to
be mandated to receive
training and clinical
supervision?

4. Staffing
No, and
Not now, but this can change is not
PCC Requirement Yes be addressed feasible

Do we have trained and
certified HIV test
counselors?

Do we have staff with at
least one year experience
providing HIV test
counseling?

Do we have HIV test
counselors who possess a
bachelor’s degree in a
helping field (such as
psychology or social work),
or at least two years of
college plus two years of
pertinent experience or
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have work experience in
these fields?

Do these staff members
have knowledge and
experience with the target
population(s) to be served?

Are these staff members
committed to providing
culturally competent
services?

Are these staff members
comfortable with and
knowledgeable about men
who have sex with men?

Are these staff members
comfortable discussing sex
frankly using everyday
language?

5. Client Availability

No, and
Not now, but this can change is not
PCC Requirement Yes be addressed feasible
Do we have ongoing
access through “inreach,”
outreach, and referrals to
clients who are MSM, who
have already had at least
one previous HIV test, and
who have had high-risk sex
since the last test?
6. Agency Commitment to Implement PCC
No, and
Not now, but this can change is not
PCC Requirement Yes be addressed feasible

Do we have an
“‘intervention champion?”
(defined on page 16 of this
document)

Do we have commitment
from our community
advisory board, and board
of directors?
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Do we have commitment
from our senior
management staff?

Do we have commitment
from coordinator/line staff
supervisors?

Do we have commitment
from line staff?

Do we have commitment
from other key partners if
applicable (funders, partner
agencies, etc.)?

Buy-In and the Intervention Champion

Getting “buy-in” is crucial because it assures the support of agency administration and
allows agency resources to be used for intervention implementation. Buy-in is done best
with an intervention champion. The champion is often the program manager but could be
a counselor or a team of people. Regardless of the number of champions, the main issue
is convincing the agency that implementing PCC would make the quality of its
prevention services better and that the agency is capable of implementing PCC.

A champion is someone within the agency who serves as a link between the
administration and staff. The champion needs to be good at answering questions and
helping make any changes in organizational structure. The champion can serve as a
negotiator of any necessary trade-offs or compromises. The champion becomes the
intervention’s spokesperson, anticipates the reservations of the staff, and answers
questions about the intervention needs and resources. The champion must have excellent
knowledge of the intervention including its costs, Core Elements, and Key
Characteristics.

The champion can use the marketing materials available in the intervention package,
information presented in the Implementation Manual, and the rest of the package to
address any questions or concerns about PCC.

Your agency’s intervention champion can use the following stakeholders checklist to get
support for implementing PCC. The stakeholders include people on your board of
directors or executive board, in your community, agency, your staff, or your funding
source who have interest in the successful implementation of your intervention.
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Stakeholders Checklist
STEP 1: Find out whether or not the community will support PCC.

STEP 2: Identify your stakeholders. These will include:
Your agency’s board of directors/executive board/advisory board

Staff members from your agency who will have a role in the operation of the
intervention

Administrators who will get support

Supervisors who will oversee the intervention

Staff who will interact with clients at any level

Other likely stakeholders are:

o

Local agencies from where you could recruit clients, counselors, or
both

Agencies with support groups for MSM
Health care providers and mental health professionals serving MSM
Social service agencies reaching MSM

Organizations of MSM and organizations that may have members who
are MSM

Organizations that can provide assistance or other resources

Agencies, merchants, printers, publishers, broadcasters, and others
who can advertise the intervention

Agencies that can provide transportation
Advisory board to help adapt an intervention to a population
Partner agencies that can give information for resource packets

Agencies that your agency needs to keep good community or
professional relations with

Local health department
Local medical and mental health associations
Your funding source(s)

Others

STEP 3: Get stakeholders informed, supportive, and involved by:

PCC Starter Kit
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A. Informing stakeholders about the intervention:

» Decide in advance what specific roles you want each stakeholder to play, e.g.,
who will you ask to:

o Give financial support?

o Refer MSM to the intervention?

o Serve as an intervention counselor?

o Be aresource that you can refer clients to?

o Join your community advisory board?

o Help tailor the intervention for your target population?

o Provide a room where the session can be held?

o Speak supportively about PCC in conversations with their associates?
» Send letters to stakeholders to tell them:

o About PCC and its importance,

o Your agency will be making the intervention available,

o What specific role(s) you think they might play in the success of the
Intervention, and

o Offer a chance for them to learn more.

» (Call in two 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 and answer questions.

B. Getting their support:
» Describe several specific roles they could play.

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

* Invite them to commit to supporting PCC by taking on one or more roles.

Keep track of commitments.

C. Getting them involved:
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» 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
it 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
support.

* Hold periodic celebratory meetings for supporters to show your appreciation
for valuable contributions, update them on the intervention’s progress, and
keep them engaged.
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5 Developing a Budget for PCC

The second getting started activity is developing the budget. It is expected
= F that PCC will be embedded within an organization already conducting

HIV testing and prevention counseling. For these agencies, PCC will be an
enhancement of services that will entail additional costs. The budget can be done either
for the additional costs only, or for the entire costs of the PCC portion of the agency’s
budget. Since the latter is the approach most agencies are likely to take, this is the type of
sample provided below.

The cost depends on a number of factors, including:

How many PCC sessions do you expect to deliver annually?

From this, you can determine how many counselor hours will be needed, how
much space you will need, and how much supervisory time and other expenses,
including how much of your agency’s operating expenses and overhead should be
included in the PCC budget.

Does your staff have the qualifications to deliver PCC?

You may find that you have to pay staff a higher wage to meet educational and
training requirements. (Staff qualifications are detailed on page 36 of this
document.)

Do you have a clinical supervisor at your agency?

You will either need to contract with a qualified clinician (contact your CDC
program officer for potential resources), or allocate time from a clinician already
at your agency. An in-house clinical supervisor would need to be paid to attend
the PCC training, and to meet weekly with each PCC counselor.

Do you have a data entry clerk or another staff person who will do the required
data entry, or will counselors do their own data entry?

Assuming the CDC funds your PCC program, you will need staff who record
program data on each client. Many agencies find it works best to have the
counselors enter the data at the end of each shift. If you choose this option, you
will want to add more time to your estimate for the counselors’ time. If a data
entry clerk or other person will do the entry, they should be represented in the
budget.
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Do you have regular cultural competence training at your agency or do you have
access to trainings?

This is necessary for agencies delivering PCC. If staff members are not
comfortable and experienced in counseling MSM, additional training in this area
will also be required.

Do you have a private space for conducting PCC sessions? Is there enough time
available in the space you have?

PCC sessions take longer than most other HIV testing counseling, so you may
need to increase your private counseling space, or there may be special scheduling
required, which could have cost implications.

Will there be any new outreach to conduct at your agency’s expense?

If you are not already conducting sufficient outreach or receiving clients through
referral, you may want to consider starting outreach efforts. Outreach to MSM is
necessary to recruit the target population into your program. This includes
meeting with organizations, meeting with community stakeholders, and
conducting outreach in bars, religious organizations, and social organizations that
serve MSM. This special outreach may have additional costs, particularly in
personnel time.

Will the number of HIV test encounters increase?

If the number of HIV tests your organization conducts will increase when you
implement PCC, you will want to estimate the expenses of additional HIV testing
kits and lab expenses.

Following is a list of categories and methods of calculating a budget that may help
you consider all the budgetary requirements of PCC.
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Costs of Implementing the PCC Intervention

The following categories are given as a starting point. Use the staffing and payment type
appropriate for your agency. If the budget you are developing is for a funding application,
thoroughly review the budgeting requirements of the funder, and modify the categories
below as needed.

Adjust the staffing to make it appropriate for your agency and your procedures. For
example, if an administrative assistant will conduct the required data entry, include this
job function in your time estimate for the administrative assistant. If a counselor or
another staff person will do the data entry, include additional time for the counselor or
other staff person in the budget.

Some costs shown may not be included in your budget depending on your agency. For
example, you may not have a Program Coordinator. The individual items in this budget
outline should be adapted to your agency.

Salaried Service Staff

# staff Y% time Salary
Clinical Supervisor(s) X =
X

PCC Counselor(s)

Or, if clinical supervisor and PCC counselors are contractual at your agency:

Contractual Staff
# staff #hrs/year Cost/hr, Contractual cost

Clinical Supervisor(s) X
PCC Counselor(s) X

Other Supervisors, such as:

# staff %time  Salary ~ PCCsalary

Program Director X
Project Director X =
Program Coordinator X =
Other management X
Other Salaried Managerial Staff
# staff Y% time Salary PCCsalary
Admin. Assist o X =
Clerical/Secretary X
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Outreach Workers X =

Training Costs

Cost of travel to training, lodging, per diem
Extra hours for contractual employees, such as clinical supervisor

Other Costs

Volunteers

Other contractual staff

Facilities (rent)

Travel

Supplies (office, HIV testing, etc.)

Other expenses and overhead (utilities, telephone,
photocopying, insurance, administrative fees)

TOTAL COST
Total all the costs for PCC from this and the previous page.

Time for Counselors and Supervisors

For PCC counselors’ time, estimate one hour per client and estimate the number of
clients per week per counselor. Then, estimate supervision time (about one hour per
week), training, meeting, and record-keeping time, which could average about one to two
hours per week depending on the number of clients and extent of record keeping.

Once you have the hours per week, you can determine the percentage time. For example,
if full-time counselors work 40 hours per week, and will meet with four PCC clients per
week and spend two hours on related activities (such as supervision and record keeping),
they will spend 6 of their 40 hours per week on PCC, or 15 percent time. Total costs of
salaried staff are then determined by multiplying the number of staff at each salary level
by the percent time by the salary, and then totaling the costs for the entire staffing
category.

Contractors and Consultants

If necessary, include costs related to the use of contractors and consultants. For example,
you may want to contract a licensed mental health professional to conduct clinical
supervision. You will need to include these costs in your budget. (If you are funded by
the CDC, first ask your program officer if clinical supervision resources are available.)

Training

The CDC provides a 2-day training of counselors at no cost to implementing agencies
through its Diffusion of Effective Behavioral Interventions (DEBI) project. However,
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your agency is responsible travel related expenses (travel, lodging, and meals). Travel
expenses and staff time (salaried or contractual) will need to be included in your budget.

Facilities

Estimate the proportion of your clients that will be PCC clients to determine the total
amount of the facilities to charge to the PCC budget. For example, if 10 percent of your
clients are anticipated to be PCC clients and annual office rent is $30,000, then the rental
cost charged to the PCC budget would be $3,000. If additional private meeting spaces
need to be rented exclusively for conducting PCC sessions, this amount would go into the
budget as well. If your agency conducts HIV testing and counseling at more than one site
and you plan to reach PCC clients at those facilities, calculate the cost for each facility.

Travel

Travel to recruit clients and travel to provide PCC at alternate sites should all be included
in your budget when applicable, and include travel expenses to professional conferences
for staff, where appropriate.

Supplies

HIV test kits and other testing supplies for PCC clients would ordinarily be a separate
budget item. Other office supplies and equipment directly connected with implementing
PCC may go in the supplies or equipment categories, or included in “Other Expenses and
Overhead,” as described below.

Other Expenses and Overhead

If ten percent of your clients are anticipated to be PCC clients, if permitted by your
funding agency you may decide to apportion your other expenses, such as photocopying,
utilities, telephone, maintenance, insurance, and other overhead to the PCC project.
Laboratory fees and transport fees may be included in this category as well.
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PCC Sample Budget

Following is one example of a PCC budget. This is for the purpose of illustration only—
every agency will have a different budget, so use your experience to develop a budget
that is accurate for your agency. Remember to thoroughly review the budgeting
requirements of any agency you may be applying to for funding.

This budget assumes a moderate level of salaries and program costs. Obviously, salaries
and other costs will vary from program to program depending on your geographical area
and other variables. In your budget, use realistic costs—higher or lower than the
example—based on the true costs of operating an agency in your geographical area.

Salaried Service Staff

# staff % time Salary/Benefits | PCC portion
PCC Counselor |2 15% 2 @$45,000 = | $13,500
$90,000

Notes: In the example above, the budget is determined with the expectation that full-time
counselors work 40 hours per week, and will be seeing four PCC clients per week and

spending two hours on related activities such as supervision and record keeping, they are
6/40 time on PCC, or 15 percent time.

Contractual Staff

# staff Hours per year | Cost per hour Contractual
cost

Clinical 135 $100 $13,500
Supervisor(s)
Other Salaried Managerial Staff

# staff % time Salary/Benefits | PCC portion
Program 5% $85,000 $4,250
Director
Program 15% $60,000 $9,000
Coordinator
Other Nonsupervisory Staff

# staff % time Salary/Benefits | PCC portion
Receptionist 1 15% $40,000 $6,000
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Training Costs

PCC trainings are provided at no cost through the CDC’s DEBI project; however,
transportation, meals, and lodging have to be figured into the budget.

Travel for four staff @ $250 each $1,000
Lodging, two nights, for four staff @ $100 each $400
Per diem and misc. expenses for 4 staff @$200 each $800

Rent and Utilities

Rent $3,600
Utilities $540

Note: This is calculated by apportioning 15 percent of the testing program’s rent and
utility expenses to PCC. The total rent is $24,000 and the total utilities are $3,600.

Costs Except for Overhead

$13,500 for counselors
$13,500 for clinical supervisor
$6,000 for receptionist
$4,250 for program director
$9,000 for program coordinator
$2,200 for lodging and travel costs related to training
$3,600 for rent
$ 540 for utilities
Subtotal: $52,590
Overhead
Overhead $7,888.50

Note: Includes insurance, office supplies, bookkeeping, routine travel, etc., and
calculated as 15 percent of total personnel, rent, utilities, and supplies.

Total cost: $60,478.50
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Introduction to Pre-Implementation

Once your agency has completed assessing agency capacity and developing the
budget, you can begin the pre-implementation phase, which prepares the implementing
agency to conduct the intervention. It is during this period that your agency should
develop a timeline for implementation, identify or hire the appropriate staff to implement
PCC, compose a community advisory board, develop a monitoring and evaluation plan,
and make changes to the intervention to fit your agency’s target population, if needed.
Each of these topics is discussed in this section.
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PCC Implementation Timeline

(Times suggested are approximate and will vary from agency to
agency.)

1. Conduct agency readiness assessment (Months 1-2)

The Agency Readiness Checklist (pages 13-16) identifies
issues that should be addressed before implementing PCC.

2. Select or hire staff to be trained, (Months 3-5)

The Staff Qualifications, included on page 36 of this document, spell out the skills
and education needed to be a PCC counselor or a clinical supervisor.

3. Acquire or schedule additional office space, if required (Months 3-5)

Because the PCC intervention takes longer than many HIV test counseling
protocols, agencies may need to arrange for additional private counseling space.

4. Plan additional efforts to find clients, if required (Months 3-5)

If the Agency Readiness Checklist identifies a need for additional efforts to reach
more PCC clients, your agency may need to work with other agencies to get
referrals or conduct outreach to recruit clients for PCC. A plan on how to do this,
including how you will do “inreach” (reaching into your current client pool and
drawing out those eligible for PCC) needs to be developed.

5. Train counselors and clinical supervisor (Month 6)

Once the arrangements have been made to offer PCC and the staff members are
available, counselors and the clinical supervisor must attend a PCC Training of
Counselors (TOC).

6. Orient other staff and agency partners (Months 3-6)

Before PCC is instituted, other agency staff members (receptionists, nurses,
outreach staff, staff conducting monitoring and evaluation, etc.) need to know
about PCC. They may be providing information to clients, and/or screening and
referring clients. Likewise, agency partners and stakeholders—those who refer
clients, and those who provide other needed services in tandem—need to be
informed about the new service.

7. Begin implementation of PCC (Month 7, then ongoing)

Following training, implementation should begin as soon as possible, to take
advantage of the momentum provided by the training, and to reinforce the
learning provided by the training.
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8. Implement quality assurance (Month 7, then ongoing)

Quality assurance consists of 1) weekly supervision sessions, supplemented by
Q&A and troubleshooting as needed; 2) use of the PCC Steps Checklist (on page
90 in the Implementation Manual); and 3) use of the PCC Satisfaction
Questionnaire (on page 91 in the Implementation Manual).

9. Check-in for “course adjustment” and troubleshooting (Month 8, then ongoing)

For the first three months of implementation, or longer if needed, the agency’s
entire PCC team should meet semi-monthly to identify any issues that need to be
addressed. Consultation with your CDC Project Officer and/or submitting a
request for capacity building assistance (CBA) can be initiated when needed.

10. Implement any needed adjustments (Month 8, then ongoing)

Anticipate that some fine-tuning and problem solving will need to take place in
the first few months of implementation.

11. Finalize implementation of PCC with standard level of clinical supervision
(Ongoing)

About six months into implementation, it is anticipated that the initial problems
will have been identified and corrected, the staff will be familiar and comfortable
with delivering PCC, and the referral processes will be in place. The frequency of
supervision sessions can be reduced to monthly, and the use of the PCC Steps
Checklist can be reduced to every fourth client, if desired. The PCC team check-
in can become a part of regular staff meetings. Regular ongoing training in
cultural competence should still continue.

12. Train new staff as needed (Ongoing)

Staff turnover will necessitate arranging training for the new staff from a PCC
trainer, and more intensive supervision for the new staff will be required for their
first three months of work. Contact your CDC Project Officer or health
department liaison to schedule training. In the mean time, new staff should
become familiar with the PCC Implementation Manual. Counselors should not
conduct PCC until they are formally trained.
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PCC Sample Timeline (Actual time required will vary from agency to agency)

Note: A solid bar means the activity stops at the end of the indicated period. A bar that has an arrow on the right indicates an ongoing

activity.

. Conduct agency readiness assessment

. Select/hire staff to be trained

. Acquire/schedule office space

. Plan client-finding efforts

. Train counselors and clinical supervisor
. Orient other staff and agency partners

. Begin implementation of PCC

. Implement quality assurance

O 00 3 &N L A W N =

. Check-in for “course adjustment”
troubleshooting

10. Implement needed adjustments

11. Finalize implementation of PCC,
with regular supervision

12. Train new staff as needed
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PCC Intervention Implementation Summary

The Implementation Summary provides you with an overview of the resources, activities, and
deliverables needed to successfully implement PCC. It can be useful in planning your
implementation and also in verifying that the intervention has been implemented completely.

Inputs

Inputs are the resources
needed to operate a program
to conduct the intervention
activities.

Activities

Activities are the actions
conducted to implement an
intervention.

Outputs

Outputs are the deliverables or
products that result when activities
are conducted. Outputs provide
evidence of service delivery.

PCC-specific screening
protocols and system to
integrate the PCC
intervention into flow of
client in HIV testing program
services

Screen all male clients who
present for HIV testing services
for selection criteria: MSM,
previous HIV testing, HIV-
negative, and unprotected anal
intercourse since last test

At least 90% of all male clients
requesting HIV testing services are
screened for counseling with PCC

Private space to conduct the
one-on-one PCC intervention

Counsel PCC clients in a private
space

100% of all clients counseled with
PCC rate their counseling session
as having taken place in a private
space

30 to 50 minutes dedicated

time for counseling each
PCC client

Counsel each PCC client in a 30-
to 50-minute one-on-one PCC
session

90% of all clients counseled with
PCC completed the counseling in
not less than 30 minutes and not
more than 50 minutes

PCC counselor(s) and clinical
supervisor of PCC
counselor(s)

Ensure competency of HIV test
counselors to conduct PCC in the
context of HIV testing, including
ongoing review of counseling
sessions by a PCC clinical
supervisor

30% of PCC sessions are reviewed
by the PCC clinical supervisor and
80% of the sessions reviewed
receive a satisfactory rating by the
client and the counseling supervisor

Time for supervision of PCC
counselors

PCC clinical supervisors provide
30-minute review of sessions and
guidance to PCC counselors for a
subset of all clients counseled
using PCC

PCC clinical supervisors and PCC
counselors conduct a weekly
supervision session lasting at least
60 minutes reviewing at least 25%
of each counselor’s PCC sessions

Sensitivity to issues involved
in working with MSM, and
cultural competence with
populations served

Counselors distribute post-
counseling client satisfaction
form; provisions made for clients
to return this anonymously

60% of clients report a high level of
client satisfaction with services
received

PCC Implementation Manual
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Implementing PCC in an Existing Service Agency

Embedding

Because the PCC intervention is intended to be offered along with HIV testing, it should
be embedded within a service called “counseling and testing.” As recommended by CDC
guidelines, these services often include additional components such as consenting
processes, referral processes, partner notification services, and individual or group
education programs. In addition, local laws and organizational policies will be applied to
regulate the PCC intervention.

To effectively use this package, providers are encouraged to embed the PCC intervention
within their service or program in a way that minimizes disruption and changes to the
protocol.

New Programs

If PCC is to be implemented as part of a completely new service program, the complexity
of the process is greatly increased. It is beyond the scope of the PCC Implementation
Manual to describe how to set up and operate an HIV testing and counseling program
from the ground up. It is recommended that you contact the CDC and/or your state and
local health department for assistance.

Enhancement

Many agencies that will implement PCC will already be serving the target population and
will have most of the required systems in place, including ongoing cultural competence
training, regular supervision of counselors, and a referral network and/or outreach
program that brings in members of PCC’s target population.

Implementation of PCC will involve enhancing the agency’s services through training the
counselors and clinical supervisor(s) in PCC, adding additional quality assurance
(supervision, fidelity forms, and client feedback form), and in some cases, increasing
recruitment of clients eligible for PCC.

Screening

If all HIV test counselors who provide services to MSM are trained in PCC, they can
conduct the screening in the initial risk assessment and then seamlessly transition into
providing PCC. If only some of the counselors are trained in PCC, those who are not
trained need to learn how to screen clients, and then make a referral to a PCC counselor.
This may not be practical when a PCC counselor is not immediately available. It may
then be necessary for the counselor to provide a conventional HIV counseling and testing
session instead of PCC. The client may not want to defer his testing, and it is important
not to lose the opportunity to provide the service. If the client appears to be genuinely
motivated, it may be possible to postpone the testing until a PCC counselor is available;
this would be a case-by-case call.
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Quality Assurance

PCC comes with a quality assurance (QA) component, including a checklist to be
completed by counselors and a feedback form to be completed by clients. Integrating this
into the agency’s existing QA plan will take some thought. For example, if you already
have clients completing a satisfaction survey, you will want to consider whether you want
to substitute the PCC form, or combine the information on one form for these clients.

Funding

It may be necessary to think through the funding implications of PCC. If the agency is
being funded on a per-session basis, additional funds for PCC will probably be necessary,
since the session is usually longer and hence costs a little more to deliver than
conventional HIV counseling and testing.
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Staff Qualifications, Training, Roles, and Responsibilities

Counselors’ Qualifications and Training

Based on the research projects in which PCC was tested, the necessary qualifications for being a
PCC counselor are:

Training as an HIV antibody test counselor.
At least one year of experience providing HIV test counseling.
Training and experience in a helping field (psychology, social work, counseling).

Experience with and dedication to pursuing cultural competence with the populations
of clients to be served.

Comfort with and knowledgeable about men who have sex with men.
Comfort with discussing sex frankly using everyday language.
Completion of training to learn the PCC intervention.

If counselors are to enter required M&E data, they will need training on this.

Counselors’ Roles and Responsibilities

Screen clients for the PCC intervention. Other staff may also screen clients.
Conduct the PCC intervention.
Complete PCC Steps Checklist (on page 90 in the Implementation Manual).

Provide clients with PCC Satisfaction Questionnaire (on page 91 in the
Implementation Manual) and inform clients on the importance of returning completed
questionnaires.

Review returned PCC Satisfaction Questionnaires from clients.

Record and enter the NHM&E DS data. Other staff may also enter data.

Clinical Supervisors’ Training and Qualifications

Master’s level training as a counselor, social worker, or therapist with a degree in
psychology, social work, counseling, or a similar helping field.

At least one year of experience as a clinical supervisor.

Completion of training to learn the PCC intervention. (PCC Clinical Supervisors may
be available through the CDC or the CDC can provide names of qualified agencies or
people with whom your agency can contract.)
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Clinical Supervisors’ Roles and Responsibilities

Provide one hour a week or more of clinical supervision to counselors. Clinical
supervision includes review of sessions recordings, discussion of issues raised in PCC
sessions, review of the PCC Steps Checklist, review returned Satisfaction
Questionnaires, aiding counselors in understanding and dealing with feelings raised
by PCC sessions, and providing feedback and advice to optimize service fidelity and
quality.

Program Director/Executive Director/Clinic Manager/Coordinator/etc. Training and
Qualifications

Management staff may have different titles, as well as different types of education and training.
There is no specific educational background required. The key qualifications are:

Ability to manage an HIV-related counseling program.
Knowledge and experience with the target population.

Overall understanding of PCC including knowing the target populations,
qualifications of staff needed, need for clinical supervision, and relationship to HIV
testing.

Program Director/Executive Director/Clinic Manager’s Roles and Responsibilities

Provide leadership and oversight of the implementation of PCC.

Conduct the implementation steps described in the Implementation Manual, and/or
delegate them to others; monitor progress of activities delegated to others and take
corrective action as necessary.

Oversee the other staff and make sure they are performing their duties, i.e., that the
PCC counselors are counseling clients, the clinical supervisor is meeting with
counselors weekly, the bookkeeper is recording expenses.

Ensure that PCC counselors and other staff have the resources necessary to perform
their duties. These resources include training, space, time, and day-to-day guidance.

Oversee budgeting and track expenditure of funds.
Review process and outcome data and make corrections as necessary.

Assist with quality assurance through review of data, direct observation, and
consultation with staff.

Administrative Staff such as Receptionist, Data Entry Clerk, Bookkeeper’s Qualifications
and Training

Past experience in the job or a job with similar duties.
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* Data entry clerks, if any, should have training on entering any required M&E data.

» The bookkeeper should be oriented as to which expenses are to be assigned to the
PCC budget.

» The receptionist should have training in cultural competency and be knowledgeable
about and comfortable with the target population. If the receptionist is to aid with
screening, he or she should have training in the PCC screening criteria.

Administrative Staff Roles and Responsibilities

» The data entry clerk attends data training to enter any required M&E data using any
required software (unless this responsibility is assigned to the counselors).

* The receptionist welcomes clients and orients them to the testing procedures, telling
them where to wait, how long they will wait, and answering related questions. In
some agencies, the receptionist may conduct part of the PCC screening and direct the
clients to PCC counselors or schedule PCC appointments.

» The bookkeeper tracks and accurately records the PCC-related expenses.
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Finding Clients: “Inreach,” Outreach, and Referrals

This section reviews how to find clients and improve your current
efforts. PCC was originally developed as an enhancement of an
existing HIV testing and counseling service that already served the
target population. It is assumed that your agency already has MSM in
the target population coming to the agency for HIV testing, and that
you will be able to reach into this pool of clients and identify
candidates for PCC. This is called “inreach.” You also may choose to
build your organizational linkages to receive more referrals of PCC-
eligible men from other agencies. Finally, you may also wish to
conduct outreach directly to identify appropriate clients.

Publicity and organizational linkages

When you implement PCC, it is a good time to review your existing marketing and publicity as
well as organizational linkages. These are some of the ways that you communicate your mission
and programs to the larger community, and recruit members of the PCC target population. Some
important aspects of this are discussed below.

Web sites

» Web sites are increasingly important in disseminating information to the public. You
will probably want to revisit your own Web site, along with any other Web sites that
describe your services. In addition to the hours for HIV testing and counseling and
location where the service is offered, the Web site content should emphasize
confidentiality, sensitivity to the needs of MSM, all races and ethnicities are
welcome, and a nonjudgmental attitude.

*  You may want to state explicitly, “If you are a man who has sex with men, and you
are worried about some things you have done since your last HIV test, we would be
more than happy to provide another HIV test. Our test counselors do not judge or
criticize.”

*  We do not recommend trying to explain PCC directly to the public or target
populations because it is a counseling intervention that requires training to fully
understand. However, the nonjudgmental stance and sensitivity to needs of MSM are
worth emphasizing wherever possible.

Brochures and directory listings

» The same kind of language described above should be included in brochures and in
print directories. Directories put out by other organizations may be out of date, so it is
worth making a special effort to seek them out and update them if necessary.
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Where to conduct outreach

» Bars, bathhouses, sex clubs, and areas in gay neighborhoods are all places outreach
can be conducted. Sending outreach staff to religious, sports, and recreational events
that are frequented by MSM is also a productive strategy. You may also want to place
advertisements in both gay and general-readership publications. Some agencies find
that posters and flyers are helpful. For more information on outreach to MSM,
including guides, materials, and other resources, visit
http://www.cdcnpin.org/scripts/hiv/outreach.asp

Linkages

» Linkages to other organizations are a key source of getting a stream of referrals. In
addition to outreach programs and medical services, organizations that serve or
represent MSM can be important partners. Traditionally, bars, clubs, and bathhouses
have been important partners in spreading the word about HIV prevention services,
including testing. Other organizations that can be good partners include gay sports
clubs, political groups, and religious organizations. If your agency is not in touch with
these groups, consider recruiting a community advisory board that has these
connections. Their input will aid in terms of sensitivity, as well as help you build
linkages in the community.
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Planning How to Integrate PCC into the Testing/ Counseling Session

Before your agency begins to offer PCC, you will need to decide how
you want to integrate it within the process of intake, testing, and
counseling that your agency uses. The time to make this plan is after your
staff counselors have been trained and are fully conversant with the PCC
intake requirements and the PCC steps.

Below are some examples to consider as you plan. You can fit PCC into
your service sequence in a variety of ways depending on what works best
for your agency. However, if your agency offers PCC, remember that the clients need to be
screened, and have time for a private session (some may last up to 50 minutes), and the session
needs to be with a trained PCC counselor.

Example #1

The two agencies that tested PCC during the REP project (case study agencies) found it fairly
easy to integrate PCC into their systems. In both, clients who present for HIV testing are already
asked screening questions to assess risk. The customary risk questions will establish if the client
has had UALI since his past HIV test, and if this UAI was with an HIV-positive person or
someone whose HIV status was unknown. When this is true for a client, the only remaining
question to ask for the purposes of PCC is if the UAI was with a boyfriend or regular partner (for
detail and definitions, see the discussion of screening, beginning on page 57 in the
Implementation Manual).

At the case study agencies, the same counselor who does the screening conducts the counseling,
so once the client is identified as appropriate for PCC, the counselor initiates the session. At
these sites, the PCC session is conducted before the client is referred to the lab, where the HIV
and other STD tests are conducted. So the PCC takes place immediately before the actual test is
given and before the results are given.

Example #2

Another procedure is followed at the AIDS Health Project RNA testing program. At this site,
clients who test negative on a regular HIV rapid test, but who have had UAI recently (according
to RNA test guidelines) are offered RNA testing. In the process of determining the HIV risk, the
PCC screening questions are asked. Then clients who meet PCC’s entry criteria and RNA testing
criteria are oriented to the RNA test procedure. The clients are told they will give a blood
sample, and then return for the results on a later day. The clients are also informed that at the
time they get the RNA test results, the prevention counselor will talk with them for about 30
minutes.

Then, when clients return for the RNA test results, the PCC counselor first gives them the results
and then conducts the PCC session.
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This procedure has been very well received by clients. Some have wondered if clients would be
willing to stay for a counseling session after having received the results, but this has not been a
problem.

Options

There are reasonable options that have not yet been tried. For example, if a receptionist or
outreach worker conducts the screening, they could identify the clients appropriate for PCC and
then introduce them to the PCC counselor. Agencies choosing to do this will want to think
through how the introduction will take place so that it will be comfortable and convenient for the
client.

Another option is to conduct the PCC session in the waiting period between taking an oral swab
or blood sample and reporting the results. While the PCC session could delay receiving the
results for some minutes, this was not identified as a problem by PCC counselors.

Write it down

Before implementing PCC, it is recommended that each agency write down its plan for
integrating PCC into its service sequence, and that all staff involved be brought together in
person to become familiar with the plan. Then, several role-play walk-throughs should be
conducted to ensure everyone knows what will happen when and what they will say to the client
at each step.

Adjustments

As PCC is implemented, it is likely that some questions and exceptions will come up, so the
service sequence should be revisited weekly until everything works smoothly. Adjustments to
the procedure should be documented so that everyone understands them and new staff can be
oriented.
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Community Advisory Board

The advisory board is made up of individuals from the
community your agency serves, who understand the various
needs of the community, and who know the best way to
effectively communicate with the target population. The
advisory board is not absolutely necessary to successfully
implement PCC. However, because of the members’ unique
insights into your target population, the advisory board can be
helpful in modifying PCC for your agency and facilitate
making organizational linkages. Assembling an advisory
board is not a long or extensive process, and the size of the
board will vary. Your agency can pilot the intervention with

the board, and the members’ feedback can help your agency improve the quality of delivery.
Some other ways that the advisory board can assist your agency are by providing ideas about
marketing and recruiting. The advisory board may be a valuable resource in making PCC a
culturally appropriate intervention for your community.
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Adaptation of PCC

PCC has been proven to be a successful intervention for MSM, and has been tested with
hundreds of MSM. However, no two communities are exactly alike; therefore, PCC may need to
be modified to fit the needs of your community and agency. Before making any adaptations to
the program, your agency is strongly encouraged to deliver the intervention as written with no
changes. This will give your agency a better sense of how the session flows, how MSM respond
to the program, and how the intervention works for your agency. You may find that the
intervention fits your needs perfectly as written. Or, you may find that you will need to adapt
PCC to fit the specific needs of your population.

Considerations to keep in mind when adapting the intervention include the needs of your
population, the capabilities and resources of your agency, and the intervention’s Core Elements.
Adaptation should improve the delivery of the intervention and make the information more
accessible for the clients. Adapting does not and should not alter, delete, or add to the Core
Elements of PCC. Working closely with your CDC Project Officer, local or state health
department, or requesting CBA services will help your agency to make the most appropriate
adaptations. Some areas where adaptation may be necessary include:

Populations

When agencies are considering adapting PCC for other populations, they should take into
account the populations’ sexual risk behaviors. PCC was designed and shown to be
effective with MSM engaging in UAI with non-primary partners. Thus, the PCC
questionnaire reflects the self-justifications MSM may have in this type of sexual
encounter. If PCC were to be adapted to other populations, extensive background
research would be required to identify the self-justifications used by the target population
when engaging in unprotected sex. If the findings indicate different self-justifications, the
questionnaire would need to be modified and tested through focus groups and other
means.

Settings

PCC has been delivered by a community-based organization in their STD testing clinics
and by a public health department in a space made available in a gay bathhouse. A
mobile van testing facility equipped with an area that is private and soundproof, with
trained HIV counselors who are culturally appropriate to the target population, could
provide an appropriate setting as well.

A mental health center or prevention case management program with trained HIV

counselors, who are culturally appropriate to the target population, and MSM clients
requesting HIV testing could also provide an appropriate setting for PCC.
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Program Review Board

If CDC will be funding all or part of your agency’s implementation of PCC, 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” (Appendix 6). You also must
submit the intervention session, content, and information collection forms you plan to use for
approval by a local Program Review Board (PRB). The PRB’s assessment will be guided by the
CDC’s Basic Principles found in 57 Federal Register 26742. If all of your funding for PCC is
from another source, check with that funder for their PRB approvals policy.

It is recommended that you first find out what the local PRB’s procedures are and work within
them. The PRB may not want to review every page. Your PRB may want an abstract or
executive summary of the intervention session to accompany submission of all or part of the
materials. If so, copy the section “Introduction to the Personalized Cognitive Counseling (PCC)
Intervention” from the Implementation Manual. Attaching this text to a copy of the research
article (found in Appendix 1 of the Implementation Manual) 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 obtain results similar to those of the original research. Be
prepared to answer questions, to provide clarification, or refer PRB members to sections of the
package materials for information.

Monitoring and Evaluation

To achieve the best performance and outcome for PCC, agencies should plan to conduct
evaluations of the intervention. There are four types of monitoring and evaluation that are
relevant to your PCC program: formative, process monitoring, process evaluation, and—when
possible—outcome monitoring. Formative evaluations are performed during the pre-
implementation phase to assess the needs of the target population for PCC. The other three types
of monitoring and evaluation—process monitoring, process evaluation, and outcome
monitoring—are performed in the Maintenance phase, after the program has been delivered.
More information, including guidance on how to develop a monitoring and evaluation plan, on
the types of monitoring and evaluation, including sample tools, can be found in the PCC
Monitoring and Evaluation Field Guide.
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Appendix: CDC Required Materials

* CDC Statement on the ABC’s of Smart Behavior

* CDC Fact Sheet for Public Health Personnel: Male Latex Condoms and Sexually
Transmitted Diseases

* Program Review Panel Guidelines for Content of AIDS-related written materials,
pictorials, audiovisuals, questionnaires, survey instruments, and educational sessions
in Centers for Disease Control and Prevention (CDC) Assistance Programs (Interim
Revisions June 1992).

* Program Review Panel Instructions for Form 0.113

* Form0.113

» CDC Statement on Nonoxynol-9 Spermicide Contraception Use, May 10, 2002
* CDC Statement on Study Results of Product Containing Nonoxynol-9
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https://en.wikipedia.org/wiki/Abstinence,_be_faithful,_use_a_condom
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https://www.cdc.gov/condomeffectiveness/docs/condomfactsheetinbrief.pdf

PCC Starter Kit Page 48



https://www.cdc.gov/condomeffectiveness/docs/condomfactsheetinbrief.pdf
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https://www.cdc.gov/condomeffectiveness/docs/condomfactsheetinbrief.pdf
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https://www.cdc.gov/hiv/basics/prevention.html
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https://www.cdc.gov/condomeffectiveness/index.html
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https://www.cdc.gov/condomeffectiveness/index.html
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https://www.govinfo.gov/content/pkg/FR-2004-06-16/pdf/04-13553.pdf
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https://www.govinfo.gov/content/pkg/FR-2004-06-16/pdf/04-13553.pdf
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https://www.cdc.gov/mmwr/preview/mmwrhtml/mm4931a4.htm
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https://www.cdc.gov/mmwr/preview/mmwrhtml/mm5118a1.htm
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https://www.cdc.gov/mmwr/preview/mmwrhtml/mm5118a1.htm
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https://www.cdc.gov/mmwr/preview/mmwrhtml/mm5118a1.htm
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	Introduction to the Personalized Cognitive Counseling (PCC) Intervention 
	Introduction to the Personalized Cognitive Counseling (PCC) Intervention 
	Personalized Cognitive Counseling (PCC) is a single-session counseling intervention designed to reduce unprotected anal intercourse [UAI] among men who have sex with men (MSM) who are repeat testers for HIV. PCC focuses on the person’s self-justifications (thoughts, attitudes, and beliefs) used when deciding whether or not to engage in sexual behavior that can transmit HIV. This 30- to 50-minute intervention is conducted as the counseling component of Counseling, Testing, and Referral Services (CTRS) for MS
	• 
	• 
	• 
	Previously tested for HIV, 

	• 
	• 
	Result showed seronegative on that test, 

	• 
	• 
	• 
	Had UAI since their last test, 

	L
	LI
	Lbl
	ExtraCharSpan

	with a male who was not their primary partner, & 

	LI
	Lbl
	ExtraCharSpan

	that partner’s serostatus was positive or unknown. 




	PCC is for those who already have a basic understanding of how HIV is transmitted. Additionally, while a moderate degree of denial of risk does not mean a client cannot participate in PCC, men who truly do not feel at risk or know how HIV is transmitted are not suitable for PCC. An educational or other behavioral intervention like RESPECT or prevention case management like CRCS would be more appropriate in these cases. 
	The goal of PCC is to help clients avoid future episodes of unprotected anal intercourse with partners of unknown or positive HIV status. PCC encourages the client to explore his reasons or self-justifications (thoughts, attitudes, and beliefs) for engaging in risky sexual behaviors and to develop strategies to avoid future episodes of UAI with partners of unknown or positive HIV status. The process of PCC is to identify the specific thoughts used by the client when he decided to engage in UAI, aid him in r
	Once the client is determined eligible for PCC, the counselor assists the client in selecting a recent memorable episode of UAI (Step 1). With this specific episode in mind, the client is asked to complete the PCC questionnaire, which generally assists the client in recalling thoughts related to the UAI episode (Step 2). After the client completes the questionnaire, the counselor helps the client talk about the UAI episode in detail, including his thoughts before, during, and after the UAI episode (Step 3).
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	Development of PCC 
	PCC was developed and tested at the AIDS Health Project (AHP), a major provider of HIV testing and counseling services located in San Francisco. By the mid-1980s, the AHP’s program data showed that many MSM who were counseled and tested for HIV were getting tested multiple times and receiving prevention counseling each time but were continuing to engage in high-risk sexual behavior. Data on seroconversion showed that the rate of new HIV infection among the men who were testing repeatedly was almost three ti

	Conceptual Framework of PCC 
	Conceptual Framework of PCC 
	Development of the PCC intervention was based on the work of cognitive psychologist Ron Gold and colleagues (see references in Appendix 1). Gold studied how people make risky decisions in spite of knowing the risks. He hypothesized that the decision to engage in high-risk sex is allowed to happen when the person rationalizes the potential risk through “self-talk” that minimizes the known risk, which is referred to as self-justifications. 
	Gold proposed that during on-line thinking—thinking in the moment during a sexual encounter– individuals use self-justifications to rationalize giving themselves permission to engage in risky sexual behavior. In off-line thinking—thinking that occurs away from the immediacy of a sexual encounter—the individual’s thinking is more realistic about risks and their consequences. Cognitive theories of behavior suggest that helping an individual consider his on-line self-justifications in an off-line state may hel
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	Research Findings  
	Research Findings  
	Two randomized controlled studies at the AHP have established that PCC reduces episodes of UAI in the target population of MSM repeat testers. In the first study (Dilley et al., 2002), PCC was delivered by licensed mental health professionals trained in the intervention. Participants included 248 MSM. Seventy-six percent of the men were Caucasian and 24 percent were men of color (Asian, African American, Latino, and Other). Each of the men had a history of at least one previous negative HIV test result and 
	Recognizing that most CBOs do not have the resources to hire mental health professionals, the researchers designed a second study (Dilley et al., 2007). In this study, PCC was conducted by paraprofessional counselors who had bachelor’s-level education, training in HIV prevention counseling, were certified in HIV counseling and testing, and had a minimum of one year’s experience providing HIV counseling and testing. Before providing PCC, the counselors went through extensive role-play training in conducting 
	Participants included 305 MSM. Sixty-seven percent of the men were Caucasian and 33 percent were men of color. All men had a history of at least one previous negative HIV test result and self-reported UAI in the previous 12 months with non-primary partners of unknown or discordant HIV status. Participants were randomly assigned to standard HIV counseling and testing plus PCC or standard counseling and testing alone. Follow-up was at 6 and 12 months. The results confirmed that paraprofessional counselors usi
	Reprints of the original publications describing the two studies are included in Appendix 1 of the Implementation Manual. 

	How PCC Is Different from Other HIV Prevention Counseling 
	How PCC Is Different from Other HIV Prevention Counseling 
	Using PCC requires not only the learning of new skills, but the “unlearning” of certain routines and assumptions that go with other types of counseling but do not fit with PCC. When learning the intervention, it is useful to highlight what PCC is, and also what it is not. This helps clarify how PCC fits into the continuum of interventions an agency can provide. It also helps counselors adjust their own expectations of what they are expected to do and how they are to do it. The following summaries describe h
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	Not primarily educational. PCC is designed for men who already have a basic understanding of how HIV is transmitted, and know that UAI is risky. Clients who do not understand the basics of HIV transmission are not appropriate for PCC and should receive an educational intervention instead. While some educational information may be provided, if needed, PCC’s last step emphasizes helping clients use, rather than ignore, what they already know about HIV transmission. 
	Not an unstructured session led by the client. Sometimes the term “client centered” is used to mean a counseling approach where the client’s feelings and concerns guide the session. In contrast, PCC structures the session to address risk-related thinking. The client’s feelings and concerns are important in PCC, and are drawn out and addressed by the counselor, but primarily as they relate to the PCC steps. 
	Not directed at soothing any negative feelings the client may have. Counselors sometimes feel a sense of responsibility to make clients feel better in the short term. While PCC counselors are empathic and concerned about the client, their goal is not to soothe the client. The goal of PCC is to help the client change his future behavior by reflecting on and reconsidering the thoughts that he used to justify risky behavior. The intervention may result in the client getting in touch with his reality-based anxi
	Not completed by the counselor handing the client a solution. The PCC session closes with the counselor asking the client what he will do in future high-risk situations and supporting any constructive plans he mentions. 
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	PCC Core Elements  
	PCC Core Elements  
	To achieve outcomes similar to those found in the original research, agencies implementing PCC need to retain the Core Elements of the intervention. Core Elements are critical components of an intervention’s conceptualization and design that are believed to be responsible for the intervention’s effectiveness. Core Elements are essential and cannot be discarded, added to, or changed, in order to maintain intervention fidelity and intent. 
	Based on the original research studies, the following seven Core Elements are considered responsible for the effectiveness of PCC: 
	Core Element 1: Provide one-on-one counseling focusing on a recent, memorable high-risk sexual encounter. 
	Core Element 2: Provide the service with counselors trained in HIV counseling and testing and in the PCC intervention. 
	Core Element 3: Use the PCC questionnaire specifically tailored to identify key self-justifications used by clients in the target population. 
	Core Element 4: Using the questionnaire and discussion, identify specific self-justifications (thoughts, attitudes, beliefs) used by clients in making the decision to engage in the specific high-risk behavior. 
	Core Element 5: Explore the circumstances and context for the risk episode in detail (before, during, and after event). 
	Core Element 6: Clarify how the circumstances and self-justifications are linked to the decision to engage in high-risk behavior. 
	Core Element 7: Guide the clients to re-examine the thinking that led to their decisions to have high-risk sex and identify ways they might think differently, and therefore have protected sex in future potentially risky situations. 
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	PCC Key Characteristics 
	PCC Key Characteristics 
	While Core Elements must be maintained, Key Characteristics are parts of an intervention (activities and delivery methods) that can be adapted to meet the needs of the agency or target population. PCC has the following: 
	Key Characteristic 1: Conduct PCC in the context of HIV testing and counseling. 
	When the original research was conducted at the AIDS Health Project, which was already serving the target population, PCC was implemented within an HIV testing program. Participants were screened when they first requested HIV testing, and then received PCC in the interval between giving a blood sample and receiving the result. However, PCC also seems particularly well suited to the following settings: Comprehensive Risk Counseling and Services (CRCS), mental health services, or primary medical care. 
	Key Characteristic 2: Counseling staff can be paraprofessionals or mental health professionals as long as they are, as specified in the Core Elements, trained and experienced HIV test counselors who are also trained in PCC. 
	Key Characteristic 3: Complete the intervention in one 30- to 50-minute session. 
	The PCC intervention is designed to be conducted in a single 30- to 50-minute session. However, the intervention could be longer than 50 minutes when needed. 
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	Assessing Agency Capacity 
	Assessing Agency Capacity 
	Before an agency plans implementation of PCC, two activities are necessary: assessing agency capacity and developing the budget. These activities do not happen strictly in the order they appear in the Implementation Manual—they may happen at the same time. These activities appear in this order in the Implementation Manual because they build on one another: capacity issues lead to discussions around budget development. 
	Agency Capacity Issues 
	Capacity issues are focused on assessing agency readiness and securing the buy-in of stakeholders. For PCC, capacity issues focus on agency culture and facilities, staff skills and training, and client referrals and screening. 
	The following Agency Readiness Checklist can assist an agency in deciding if they are able and ready to conduct PCC. The results of this assessment will help your agency develop an action plan and identify the best use of resources to ensure successful implementation. The PCC Agency Readiness Checklist includes six key areas: 
	1. 
	1. 
	1. 
	Mission and Organizational Culture 

	2. 
	2. 
	Facilities 

	3. 
	3. 
	Training and Supervision 

	4. 
	4. 
	Staffing 

	5. 
	5. 
	Client Referrals and Screening 

	6. 
	6. 
	Agency Commitment to Implement PCC 


	Agencies can use this checklist to identify gaps in their readiness to implement PCC and assess whether they can address these gaps through training and technical assistance. If all of your responses are in the first two columns, your agency may well be suitable for implementation of PCC. If any of your responses are in the last column, you should consider whether your agency is a good candidate to implement PCC and whether training and technical assistance can address these issues. 
	Following is the PCC Agency Readiness Checklist. 
	Figure

	PCC Agency Readiness Checklist 
	PCC Agency Readiness Checklist 
	1. Mission and Organizational Culture 
	1. Mission and Organizational Culture 
	1. Mission and Organizational Culture 
	No, and 

	PCC Requirement 
	PCC Requirement 
	Yes 
	Not now, but this can be addressed 
	change is not feasible 

	Nonjudgmental regarding MSM. Can we provide counseling services to men who have sex with men in a 
	Nonjudgmental regarding MSM. Can we provide counseling services to men who have sex with men in a 

	nonjudgmental, supportive way? 
	nonjudgmental, supportive way? 

	Cultural competence. Do we provide services to each of the racial/ethnic or cultural groups within the target population we will reach? 
	Cultural competence. Do we provide services to each of the racial/ethnic or cultural groups within the target population we will reach? 

	Sex positive. Are we comfortable assuring clients that they can continue to have very satisfying sexual experiences while promoting safer behavior? 2. Facilities 
	Sex positive. Are we comfortable assuring clients that they can continue to have very satisfying sexual experiences while promoting safer behavior? 2. Facilities 

	TR
	No, and 

	PCC Requirement Do we have private office(s) where PCC can be conducted? (Sessions are up to 50 minutes, so at least one office is needed 
	PCC Requirement Do we have private office(s) where PCC can be conducted? (Sessions are up to 50 minutes, so at least one office is needed 
	Yes 
	Not now, but this can be addressed 
	change is not feasible 

	per client per hour during the hours PCC will be 
	per client per hour during the hours PCC will be 

	provided.) 3. Training and Supervision 
	provided.) 3. Training and Supervision 


	No, and Not now, but this can change is not PCC Requirement Yes be addressed feasible 
	No, and Not now, but this can change is not PCC Requirement Yes be addressed feasible 
	Do we have regular, ongoing cultural competence training? Are our staff members available for 2 days to attend the PCC training? As staff turnover, will new staff be available to be trained? Through contracted or in-house staff, can we provide regular clinical supervision meetings to PCC counselors by PCC-trained clinical supervisor(s)? Do agency policies and procedures enable staff to be mandated to receive training and clinical supervision? 


	4. Staffing No, and 
	4. Staffing No, and 
	Not now, but this can change is not PCC Requirement Yes be addressed feasible 
	Do we have trained and certified HIV test counselors? Do we have staff with at least one year experience providing HIV test counseling? Do we have HIV test counselors who possess a bachelor’s degree in a helping field (such as psychology or social work), or at least two years of college plus two years of pertinent experience or 
	have work experience in these fields? 
	have work experience in these fields? 
	have work experience in these fields? 

	Do these staff members 
	Do these staff members 

	have knowledge and experience with the target population(s) to be served? Are these staff members 
	have knowledge and experience with the target population(s) to be served? Are these staff members 

	committed to providing culturally competent services? 
	committed to providing culturally competent services? 

	Are these staff members 
	Are these staff members 

	comfortable with and 
	comfortable with and 

	knowledgeable about men who have sex with men? 
	knowledgeable about men who have sex with men? 

	Are these staff members 
	Are these staff members 

	comfortable discussing sex frankly using everyday language? 5. Client Availability PCC Requirement Do we have ongoing access through “inreach,” outreach, and referrals to 
	comfortable discussing sex frankly using everyday language? 5. Client Availability PCC Requirement Do we have ongoing access through “inreach,” outreach, and referrals to 
	Yes 
	Not now, but this can be addressed 
	No, and change is not feasible 

	clients who are MSM, who 
	clients who are MSM, who 

	have already had at least one previous HIV test, and who have had high-risk sex since the last test? 
	have already had at least one previous HIV test, and who have had high-risk sex since the last test? 



	6. Agency Commitment to Implement PCC No, and 
	6. Agency Commitment to Implement PCC No, and 
	Not now, but this can change is not PCC Requirement Yes be addressed feasible 
	Not now, but this can change is not PCC Requirement Yes be addressed feasible 
	Do we have an “intervention champion?” (defined on page 16 of this document) Do we have commitment from our community advisory board, and board of directors? 
	Do we have commitment 
	from our senior 
	management staff? 
	Do we have commitment 
	from coordinator/line staff 
	supervisors? 
	Do we have commitment 
	from line staff? 
	Do we have commitment 
	from other key partners if 
	applicable (funders, partner 
	agencies, etc.)? 


	Buy-In and the Intervention Champion 
	Buy-In and the Intervention Champion 
	Getting “buy-in” is crucial because it assures the support of agency administration and allows agency resources to be used for intervention implementation. Buy-in is done best with an intervention champion. The champion is often the program manager but could be a counselor or a team of people. Regardless of the number of champions, the main issue is convincing the agency that implementing PCC would make the quality of its prevention services better and that the agency is capable of implementing PCC. 
	A champion is someone within the agency who serves as a link between the administration and staff. The champion needs to be good at answering questions and helping make any changes in organizational structure. The champion can serve as a negotiator of any necessary trade-offs or compromises. The champion becomes the intervention’s spokesperson, anticipates the reservations of the staff, and answers questions about the intervention needs and resources. The champion must have excellent knowledge of the interv
	The champion can use the marketing materials available in the intervention package, information presented in the Implementation Manual, and the rest of the package to address any questions or concerns about PCC. 
	Your agency’s intervention champion can use the following stakeholders checklist to get support for implementing PCC. The stakeholders include people on your board of directors or executive board, in your community, agency, your staff, or your funding source who have interest in the successful implementation of your intervention. 
	Figure

	Stakeholders Checklist 
	Stakeholders Checklist 
	STEP 1: Find out whether or not the community will support PCC. 
	STEP 2: Identify your stakeholders. These will include: 
	• 
	• 
	• 
	Your agency’s board of directors/executive board/advisory board 

	• 
	• 
	Staff members from your agency who will have a role in the operation of the intervention 

	• 
	• 
	Administrators who will get support 

	• 
	• 
	Supervisors who will oversee the intervention 

	• 
	• 
	Staff who will interact with clients at any level 

	• 
	• 
	• 
	Other likely stakeholders are: 

	o 
	o 
	o 
	Local agencies from where you could recruit clients, counselors, or both 

	o 
	o 
	Agencies with support groups for MSM 

	o 
	o 
	Health care providers and mental health professionals serving MSM 

	o 
	o 
	Social service agencies reaching MSM 

	o 
	o 
	Organizations of MSM and organizations that may have members who are MSM 

	o 
	o 
	Organizations that can provide assistance or other resources 

	o 
	o 
	Agencies, merchants, printers, publishers, broadcasters, and others who can advertise the intervention 

	o 
	o 
	Agencies that can provide transportation 

	o 
	o 
	Advisory board to help adapt an intervention to a population 

	o 
	o 
	Partner agencies that can give information for resource packets 

	o 
	o 
	Agencies that your agency needs to keep good community or professional relations with 

	o 
	o 
	Local health department 

	o 
	o 
	Local medical and mental health associations 

	o 
	o 
	Your funding source(s) 

	o 
	o 
	Others 




	STEP 3: Get stakeholders informed, supportive, and involved by: 
	STEP 3: Get stakeholders informed, supportive, and involved by: 
	A. Informing stakeholders about the intervention: 

	• 
	• 
	• 
	• 
	Decide in advance what specific roles you want each stakeholder to play, e.g., who will you ask to: 

	o 
	o 
	o 
	Give financial support? 

	o 
	o 
	Refer MSM to the intervention? 

	o 
	o 
	Serve as an intervention counselor? 

	o 
	o 
	Be a resource that you can refer clients to? 

	o 
	o 
	Join your community advisory board? 

	o 
	o 
	Help tailor the intervention for your target population? 

	o 
	o 
	Provide a room where the session can be held? 

	o 
	o 
	Speak supportively about PCC in conversations with their associates? 



	• 
	• 
	• 
	Send letters to stakeholders to tell them: 

	o 
	o 
	o 
	About PCC and its importance, 

	o 
	o 
	Your agency will be making the intervention available, 

	o 
	o 
	What specific role(s) you think they might play in the success of the intervention, and  

	o 
	o 
	Offer a chance for them to learn more. 



	• 
	• 
	Call in two 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 and answer questions. 


	B. Getting their support: 
	• 
	• 
	• 
	Describe several specific roles they could play. 

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

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


	C. Getting them involved: 
	• 
	• 
	• 
	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 it 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 support. 

	• 
	• 
	Hold periodic celebratory meetings for supporters to show your appreciation for valuable contributions, update them on the intervention’s progress, and keep them engaged. 


	Figure


	Developing a Budget for PCC 
	Developing a Budget for PCC 
	The second getting started activity is developing the budget. It is expected that PCC will be embedded within an organization already conducting HIV testing and prevention counseling. For these agencies, PCC will be an 
	enhancement of services that will entail additional costs. The budget can be done either for the additional costs only, or for the entire costs of the PCC portion of the agency’s budget. Since the latter is the approach most agencies are likely to take, this is the type of sample provided below. 
	The cost depends on a number of factors, including: 
	How many PCC sessions do you expect to deliver annually? 
	From this, you can determine how many counselor hours will be needed, how much space you will need, and how much supervisory time and other expenses, including how much of your agency’s operating expenses and overhead should be included in the PCC budget. 
	Does your staff have the qualifications to deliver PCC? 
	You may find that you have to pay staff a higher wage to meet educational and training requirements. (Staff qualifications are detailed on page 36 of this document.) 
	Do you have a clinical supervisor at your agency? 
	You will either need to contract with a qualified clinician (contact your CDC program officer for potential resources), or allocate time from a clinician already at your agency. An in-house clinical supervisor would need to be paid to attend the PCC training, and to meet weekly with each PCC counselor. 
	Do you have a data entry clerk or another staff person who will do the required data entry, or will counselors do their own data entry? 
	Assuming the CDC funds your PCC program, you will need staff who record program data on each client. Many agencies find it works best to have the counselors enter the data at the end of each shift. If you choose this option, you will want to add more time to your estimate for the counselors’ time. If a data entry clerk or other person will do the entry, they should be represented in the budget. 
	Do you have regular cultural competence training at your agency or do you have access to trainings? 
	This is necessary for agencies delivering PCC. If staff members are not comfortable and experienced in counseling MSM, additional training in this area will also be required. 
	Do you have a private space for conducting PCC sessions? Is there enough time available in the space you have? 
	PCC sessions take longer than most other HIV testing counseling, so you may need to increase your private counseling space, or there may be special scheduling required, which could have cost implications. 
	Will there be any new outreach to conduct at your agency’s expense?  
	If you are not already conducting sufficient outreach or receiving clients through referral, you may want to consider starting outreach efforts. Outreach to MSM is necessary to recruit the target population into your program. This includes meeting with organizations, meeting with community stakeholders, and conducting outreach in bars, religious organizations, and social organizations that serve MSM. This special outreach may have additional costs, particularly in personnel time. 
	Will the number of HIV test encounters increase?  
	If the number of HIV tests your organization conducts will increase when you implement PCC, you will want to estimate the expenses of additional HIV testing kits and lab expenses. 
	Following is a list of categories and methods of calculating a budget that may help you consider all the budgetary requirements of PCC. 
	Costs of Implementing the PCC Intervention 
	Costs of Implementing the PCC Intervention 
	The following categories are given as a starting point. Use the staffing and payment type appropriate for your agency. If the budget you are developing is for a funding application, thoroughly review the budgeting requirements of the funder, and modify the categories below as needed. 
	Adjust the staffing to make it appropriate for your agency and your procedures. For example, if an administrative assistant will conduct the required data entry, include this job function in your time estimate for the administrative assistant. If a counselor or another staff person will do the data entry, include additional time for the counselor or other staff person in the budget. 
	Some costs shown may not be included in your budget depending on your agency. For example, you may not have a Program Coordinator. The individual items in this budget outline should be adapted to your agency. 
	Salaried Service Staff 
	# staff % time Salary 
	# staff % time Salary 
	Clinical Supervisor(s) ____ ____      X __________  =  __________ 
	PCC Counselor(s)   ____ ____       X __________  =  __________ Or, if clinical supervisor and PCC counselors are contractual at your agency: 
	Contractual Staff 

	# staff    # hrs/year Cost/hr. Contractual cost 
	# staff    # hrs/year Cost/hr. Contractual cost 
	Clinical Supervisor(s)       ____ ____ X_ ____  =  __________ PCC Counselor(s)       ____ ____  X _____  =  __________ 
	Other Supervisors, such as:  
	 # staff % time          Salary PCC salary 
	Program Director ____ ____  X  __________  =  __________ 
	Project Director ____ ____  X  __________  =  __________ 
	Program Coordinator  ____ ____  X  __________  =  __________ 
	Other management ____ ____  X  __________  =  __________ 
	 Other Salaried Managerial Staff  
	# staff % time          Salary PCC salary 
	Admin. Assist ____ ____  X  __________  =  __________ 
	Clerical/Secretary ____ ____  X  __________  =  __________ 
	Outreach Workers ____ ____ X __________ = __________ 
	Training Costs 
	Cost of travel to training, lodging, per diem            __________ Extra hours for contractual employees, such as clinical supervisor __________ 
	Other Costs 
	Volunteers __________ Other contractual staff             __________ Facilities (rent) __________ Travel             __________ Supplies (office, HIV testing, etc.) __________ Other expenses and overhead (utilities, telephone,  photocopying, insurance, administrative fees) __________ 

	TOTAL COST __________ 
	TOTAL COST __________ 
	Total all the costs for PCC from this and the previous page. 
	Time for Counselors and Supervisors 
	For PCC counselors’ time, estimate one hour per client and estimate the number of clients per week per counselor. Then, estimate supervision time (about one hour per week), training, meeting, and record-keeping time, which could average about one to two hours per week depending on the number of clients and extent of record keeping. 
	Once you have the hours per week, you can determine the percentage time. For example, if full-time counselors work 40 hours per week, and will meet with four PCC clients per week and spend two hours on related activities (such as supervision and record keeping), they will spend 6 of their 40 hours per week on PCC, or 15 percent time. Total costs of salaried staff are then determined by multiplying the number of staff at each salary level by the percent time by the salary, and then totaling the costs for the
	Contractors and Consultants 
	If necessary, include costs related to the use of contractors and consultants. For example, you may want to contract a licensed mental health professional to conduct clinical supervision. You will need to include these costs in your budget. (If you are funded by the CDC, first ask your program officer if clinical supervision resources are available.) 
	Training 
	The CDC provides a 2-day training of counselors at no cost to implementing agencies through its Diffusion of Effective Behavioral Interventions (DEBI) project. However, 
	The CDC provides a 2-day training of counselors at no cost to implementing agencies through its Diffusion of Effective Behavioral Interventions (DEBI) project. However, 
	your agency is responsible travel related expenses (travel, lodging, and meals). Travel expenses and staff time (salaried or contractual) will need to be included in your budget. 

	Facilities  
	Estimate the proportion of your clients that will be PCC clients to determine the total amount of the facilities to charge to the PCC budget. For example, if 10 percent of your clients are anticipated to be PCC clients and annual office rent is $30,000, then the rental cost charged to the PCC budget would be $3,000. If additional private meeting spaces need to be rented exclusively for conducting PCC sessions, this amount would go into the budget as well. If your agency conducts HIV testing and counseling a
	Travel  
	Travel to recruit clients and travel to provide PCC at alternate sites should all be included in your budget when applicable, and include travel expenses to professional conferences for staff, where appropriate. 
	Supplies 
	HIV test kits and other testing supplies for PCC clients would ordinarily be a separate budget item. Other office supplies and equipment directly connected with implementing PCC may go in the supplies or equipment categories, or included in “Other Expenses and Overhead,” as described below. 
	Other Expenses and Overhead 
	If ten percent of your clients are anticipated to be PCC clients, if permitted by your funding agency you may decide to apportion your other expenses, such as photocopying, utilities, telephone, maintenance, insurance, and other overhead to the PCC project. Laboratory fees and transport fees may be included in this category as well.  


	PCC Sample Budget 
	PCC Sample Budget 
	Following is one example of a PCC budget. This is for the purpose of illustration only— every agency will have a different budget, so use your experience to develop a budget that is accurate for your agency. Remember to thoroughly review the budgeting requirements of any agency you may be applying to for funding. 
	This budget assumes a moderate level of salaries and program costs. Obviously, salaries and other costs will vary from program to program depending on your geographical area and other variables. In your budget, use realistic costs—higher or lower than the example—based on the true costs of operating an agency in your geographical area. 
	Salaried Service Staff 
	# staff % time Salary/Benefits PCC portion 
	PCC Counselor 2 15% 2 @$45,000 = $13,500 $90,000 
	Notes: In the example above, the budget is determined with the expectation that full-time counselors work 40 hours per week, and will be seeing four PCC clients per week and spending two hours on related activities such as supervision and record keeping, they are 6/40 time on PCC, or 15 percent time.  
	Contractual Staff 
	Contractual Staff 
	Training Costs 

	Table
	TR
	# staff 
	Ho
	urs per year Cost per hour 
	Contractual cost 

	Clinical Supervisor(s) 
	Clinical Supervisor(s) 
	1 
	135 
	$100 
	$13,500 

	Other Salaried Program Director Program Coordinator 
	Other Salaried Program Director Program Coordinator 
	1 1 
	Managerial Staff  # staff 
	5% 15% 
	% time 
	Salary/Benefits $85,000 $60,000 
	PCC portion $4,250 $9,000 

	Other Nonsupervisory Staff  
	Other Nonsupervisory Staff  
	# staff 
	% time 
	Salary/Benefits 
	PCC portion 

	Receptionist 
	Receptionist 
	1 
	15% 
	$40,000  
	$6,000 


	PCC trainings are provided at no cost through the CDC’s DEBI project; however, transportation, meals, and lodging have to be figured into the budget. 
	Travel for four staff @ $250 each $1,000 Lodging, two nights, for four staff @ $100 each   $400 Per diem and misc. expenses for 4 staff @$200 each    $800 
	Rent and Utilities 
	Rent           $3,600 Utilities  $540 
	Note: This is calculated by apportioning 15 percent of the testing program’s rent and utility expenses to PCC. The total rent is $24,000 and the total utilities are $3,600. 
	Costs Except for Overhead 
	$13,500  for counselors $13,500 for clinical supervisor $6,000  for receptionist $4,250 for program director $9,000 for program coordinator $2,200 for lodging and travel costs related to training 
	$3,600  
	$3,600  
	$3,600  
	for rent 

	$  540 
	$  540 
	for utilities 

	TR
	Subtotal: 
	$52,590 


	Overhead 
	Overhead  
	        $7,888.50 

	Note: Includes insurance, office supplies, bookkeeping, routine travel, etc., and calculated as 15 percent of total personnel, rent, utilities, and supplies. 
	Total cost: $
	60,478.50 

	PRE-IMPLEMENTATION 
	Figure

	Introduction to Pre-Implementation 
	Introduction to Pre-Implementation 
	Once your agency has completed assessing agency capacity and developing the budget, you can begin the pre-implementation phase, which prepares the implementing agency to conduct the intervention. It is during this period that your agency should develop a timeline for implementation, identify or hire the appropriate staff to implement PCC, compose a community advisory board, develop a monitoring and evaluation plan, and make changes to the intervention to fit your agency’s target population, if needed. Each 

	PCC Implementation Timeline  
	PCC Implementation Timeline  
	(Times suggested are approximate and will vary from agency to agency.) 
	1. Conduct agency readiness assessment (Months 1–2) 
	The Agency Readiness Checklist (pages 13-16) identifies issues that should be addressed before implementing PCC. 
	Figure
	2. Select or hire staff to be trained, (Months 3–5) 
	The Staff Qualifications, included on page 36 of this document, spell out the skills and education needed to be a PCC counselor or a clinical supervisor. 
	3. Acquire or schedule additional office space, if required (Months 3–5) 
	Because the PCC intervention takes longer than many HIV test counseling protocols, agencies may need to arrange for additional private counseling space. 
	4. Plan additional efforts to find clients, if required (Months 3-5) 
	If the Agency Readiness Checklist identifies a need for additional efforts to reach more PCC clients, your agency may need to work with other agencies to get referrals or conduct outreach to recruit clients for PCC. A plan on how to do this, including how you will do “inreach” (reaching into your current client pool and drawing out those eligible for PCC) needs to be developed. 
	5. Train counselors and clinical supervisor (Month 6) 
	Once the arrangements have been made to offer PCC and the staff members are available, counselors and the clinical supervisor must attend a PCC Training of Counselors (TOC). 
	6. Orient other staff and agency partners (Months 3-6) 
	Before PCC is instituted, other agency staff members (receptionists, nurses, outreach staff, staff conducting monitoring and evaluation, etc.) need to know about PCC. They may be providing information to clients, and/or screening and referring clients. Likewise, agency partners and stakeholders—those who refer clients, and those who provide other needed services in tandem—need to be informed about the new service. 
	7. Begin implementation of PCC (Month 7, then ongoing) 
	Following training, implementation should begin as soon as possible, to take advantage of the momentum provided by the training, and to reinforce the learning provided by the training. 
	8. Implement quality assurance (Month 7, then ongoing) 
	Quality assurance consists of 1) weekly supervision sessions, supplemented by Q&A and troubleshooting as needed; 2) use of the PCC Steps Checklist (on page 90 in the Implementation Manual); and 3) use of the PCC Satisfaction Questionnaire (on page 91 in the Implementation Manual). 
	9. Check-in for “course adjustment” and troubleshooting (Month 8, then ongoing) 
	For the first three months of implementation, or longer if needed, the agency’s entire PCC team should meet semi-monthly to identify any issues that need to be addressed. Consultation with your CDC Project Officer and/or submitting a request for capacity building assistance (CBA) can be initiated when needed. 
	10. Implement any needed adjustments (Month 8, then ongoing) 
	Anticipate that some fine-tuning and problem solving will need to take place in the first few months of implementation.  
	11. Finalize implementation of PCC with standard level of clinical supervision (Ongoing) 
	About six months into implementation, it is anticipated that the initial problems will have been identified and corrected, the staff will be familiar and comfortable with delivering PCC, and the referral processes will be in place. The frequency of supervision sessions can be reduced to monthly, and the use of the PCC Steps Checklist can be reduced to every fourth client, if desired. The PCC team check-in can become a part of regular staff meetings. Regular ongoing training in cultural competence should sti
	12. Train new staff as needed (Ongoing) 
	Staff turnover will necessitate arranging training for the new staff from a PCC trainer, and more intensive supervision for the new staff will be required for their first three months of work. Contact your CDC Project Officer or health department liaison to schedule training. In the mean time, new staff should become familiar with the PCC Implementation Manual. Counselors should not conduct PCC until they are formally trained. 
	PCC Sample Timeline (Actual time required will vary from agency to agency) 
	PCC Sample Timeline (Actual time required will vary from agency to agency) 
	Note: A solid bar means the activity stops at the end of the indicated period. A bar that has an arrow on the right indicates an ongoing activity. 
	Month 1 2  3 4 5 6 7 8  9  ongoing 
	1. 
	1. 
	1. 
	Conduct agency readiness assessment 

	2.
	2.
	 Select/hire staff to be trained 

	3. 
	3. 
	Acquire/schedule office space 

	4.
	4.
	 Plan client-finding efforts 

	5. 
	5. 
	Train counselors and clinical supervisor 

	6.
	6.
	 Orient other staff and agency partners 

	7.
	7.
	 Begin implementation of PCC 

	8. 
	8. 
	Implement quality assurance 

	9. 
	9. 
	Check-in for “course adjustment” troubleshooting 

	10. 
	10. 
	Implement needed adjustments 

	11. 
	11. 
	Finalize implementation of PCC, with regular supervision 

	12.
	12.
	 Train new staff as needed 
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	PCC Intervention Implementation Summary 
	PCC Intervention Implementation Summary 
	The Implementation Summary provides you with an overview of the resources, activities, and deliverables needed to successfully implement PCC. It can be useful in planning your implementation and also in verifying that the intervention has been implemented completely. 
	Inputs 
	Inputs are the resources needed to operate a program to conduct the intervention activities. 
	PCC-specific screening protocols and system to integrate the PCC intervention into flow of client in HIV testing program services 
	Activities 
	Activities are the actions conducted to implement an intervention. 
	Screen all male clients who present for HIV testing services for selection criteria: MSM, previous HIV testing, HIV-negative, and unprotected anal intercourse since last test 
	Outputs 
	Outputs are the deliverables or products that result when activities are conducted. Outputs provide evidence of service delivery. 
	At least 90% of all male clients requesting HIV testing services are screened for counseling with PCC 
	Private space to conduct the one-on-one PCC intervention 
	30 to 50 minutes dedicated time for counseling each PCC client 
	PCC counselor(s) and clinical supervisor of PCC counselor(s) 
	Time for supervision of PCC counselors 
	Sensitivity to issues involved in working with MSM, and cultural competence with populations served 
	Sensitivity to issues involved in working with MSM, and cultural competence with populations served 
	Counsel PCC clients in a private space 

	Counsel each PCC client in a 30- to 50-minute one-on-one PCC session 
	Ensure competency of HIV test counselors to conduct PCC in the context of HIV testing, including ongoing review of counseling sessions by a PCC clinical supervisor 
	PCC clinical supervisors provide 30-minute review of sessions and guidance to PCC counselors for a subset of all clients counseled using PCC 
	Counselors distribute post-counseling client satisfaction form; provisions made for clients to return this anonymously 
	Counselors distribute post-counseling client satisfaction form; provisions made for clients to return this anonymously 
	100% of all clients counseled with PCC rate their counseling session as having taken place in a private space 

	90% of all clients counseled with PCC completed the counseling in not less than 30 minutes and not more than 50 minutes 
	30% of PCC sessions are reviewed by the PCC clinical supervisor and 80% of the sessions reviewed receive a satisfactory rating by the client and the counseling supervisor 
	PCC clinical supervisors and PCC counselors conduct a weekly supervision session lasting at least 60 minutes reviewing at least 25% of each counselor’s PCC sessions 
	60% of clients report a high level of client satisfaction with services received 

	Implementing PCC in an Existing Service Agency 
	Implementing PCC in an Existing Service Agency 
	Embedding 
	Because the PCC intervention is intended to be offered along with HIV testing, it should be embedded within a service called “counseling and testing.” As recommended by CDC guidelines, these services often include additional components such as consenting processes, referral processes, partner notification services, and individual or group education programs. In addition, local laws and organizational policies will be applied to regulate the PCC intervention. 
	To effectively use this package, providers are encouraged to embed the PCC intervention within their service or program in a way that minimizes disruption and changes to the protocol. 
	New Programs 
	If PCC is to be implemented as part of a completely new service program, the complexity of the process is greatly increased. It is beyond the scope of the PCC Implementation Manual to describe how to set up and operate an HIV testing and counseling program from the ground up. It is recommended that you contact the CDC and/or your state and local health department for assistance. 
	Enhancement 
	Many agencies that will implement PCC will already be serving the target population and will have most of the required systems in place, including ongoing cultural competence training, regular supervision of counselors, and a referral network and/or outreach program that brings in members of PCC’s target population. 
	Implementation of PCC will involve enhancing the agency’s services through training the counselors and clinical supervisor(s) in PCC, adding additional quality assurance (supervision, fidelity forms, and client feedback form), and in some cases, increasing recruitment of clients eligible for PCC. 
	Screening 
	If all HIV test counselors who provide services to MSM are trained in PCC, they can conduct the screening in the initial risk assessment and then seamlessly transition into providing PCC. If only some of the counselors are trained in PCC, those who are not trained need to learn how to screen clients, and then make a referral to a PCC counselor. This may not be practical when a PCC counselor is not immediately available. It may then be necessary for the counselor to provide a conventional HIV counseling and 
	Quality Assurance 
	PCC comes with a quality assurance (QA) component, including a checklist to be completed by counselors and a feedback form to be completed by clients. Integrating this into the agency’s existing QA plan will take some thought. For example, if you already have clients completing a satisfaction survey, you will want to consider whether you want to substitute the PCC form, or combine the information on one form for these clients. 
	Funding 
	It may be necessary to think through the funding implications of PCC. If the agency is being funded on a per-session basis, additional funds for PCC will probably be necessary, since the session is usually longer and hence costs a little more to deliver than conventional HIV counseling and testing. 

	Staff Qualifications, Training, Roles, and Responsibilities 
	Staff Qualifications, Training, Roles, and Responsibilities 
	Counselors’ Qualifications and Training 
	Based on the research projects in which PCC was tested, the necessary qualifications for being a PCC counselor are: 
	• 
	• 
	• 
	Training as an HIV antibody test counselor. 

	• 
	• 
	At least one year of experience providing HIV test counseling. 

	• 
	• 
	Training and experience in a helping field (psychology, social work, counseling). 

	• 
	• 
	Experience with and dedication to pursuing cultural competence with the populations of clients to be served. 

	• 
	• 
	Comfort with and knowledgeable about men who have sex with men. 

	• 
	• 
	Comfort with discussing sex frankly using everyday language. 

	• 
	• 
	Completion of training to learn the PCC intervention. 

	• 
	• 
	If counselors are to enter required M&E data, they will need training on this. 


	Counselors’ Roles and Responsibilities 
	• 
	• 
	• 
	Screen clients for the PCC intervention. Other staff may also screen clients. 

	• 
	• 
	Conduct the PCC intervention. 

	• 
	• 
	Complete PCC Steps Checklist (on page 90 in the Implementation Manual). 

	• 
	• 
	Provide clients with PCC Satisfaction Questionnaire (on page 91 in the Implementation Manual) and inform clients on the importance of returning completed questionnaires. 

	• 
	• 
	Review returned PCC Satisfaction Questionnaires from clients. 

	• 
	• 
	Record and enter the NHM&E DS data. Other staff may also enter data. 


	Clinical Supervisors’ Training and Qualifications 
	• 
	• 
	• 
	Master’s level training as a counselor, social worker, or therapist with a degree in psychology, social work, counseling, or a similar helping field. 

	• 
	• 
	At least one year of experience as a clinical supervisor. 

	• 
	• 
	Completion of training to learn the PCC intervention. (PCC Clinical Supervisors may be available through the CDC or the CDC can provide names of qualified agencies or people with whom your agency can contract.) 


	Clinical Supervisors’ Roles and Responsibilities 
	• Provide one hour a week or more of clinical supervision to counselors. Clinical supervision includes review of sessions recordings, discussion of issues raised in PCC sessions, review of the PCC Steps Checklist, review returned Satisfaction Questionnaires, aiding counselors in understanding and dealing with feelings raised by PCC sessions, and providing feedback and advice to optimize service fidelity and quality. 
	Program Director/Executive Director/Clinic Manager/Coordinator/etc. Training and Qualifications  
	Management staff may have different titles, as well as different types of education and training. There is no specific educational background required. The key qualifications are: 
	• 
	• 
	• 
	Ability to manage an HIV-related counseling program. 

	• 
	• 
	Knowledge and experience with the target population. 

	• 
	• 
	Overall understanding of PCC including knowing the target populations, qualifications of staff needed, need for clinical supervision, and relationship to HIV testing. 


	Program Director/Executive Director/Clinic Manager’s Roles and Responsibilities 
	• 
	• 
	• 
	Provide leadership and oversight of the implementation of PCC. 

	• 
	• 
	Conduct the implementation steps described in the Implementation Manual, and/or delegate them to others; monitor progress of activities delegated to others and take corrective action as necessary. 

	• 
	• 
	Oversee the other staff and make sure they are performing their duties, i.e., that the PCC counselors are counseling clients, the clinical supervisor is meeting with counselors weekly, the bookkeeper is recording expenses. 

	• 
	• 
	Ensure that PCC counselors and other staff have the resources necessary to perform their duties. These resources include training, space, time, and day-to-day guidance. 

	• 
	• 
	Oversee budgeting and track expenditure of funds. 

	• 
	• 
	Review process and outcome data and make corrections as necessary. 

	• 
	• 
	Assist with quality assurance through review of data, direct observation, and consultation with staff. 


	Administrative Staff such as Receptionist, Data Entry Clerk, Bookkeeper’s Qualifications and Training 
	• 
	• 
	• 
	Past experience in the job or a job with similar duties. 

	• 
	• 
	Data entry clerks, if any, should have training on entering any required M&E data. 

	• 
	• 
	The bookkeeper should be oriented as to which expenses are to be assigned to the PCC budget. 

	• 
	• 
	The receptionist should have training in cultural competency and be knowledgeable about and comfortable with the target population. If the receptionist is to aid with screening, he or she should have training in the PCC screening criteria. 


	Administrative Staff Roles and Responsibilities  
	• 
	• 
	• 
	The data entry clerk attends data training to enter any required M&E data using any required software (unless this responsibility is assigned to the counselors). 

	• 
	• 
	The receptionist welcomes clients and orients them to the testing procedures, telling them where to wait, how long they will wait, and answering related questions. In some agencies, the receptionist may conduct part of the PCC screening and direct the clients to PCC counselors or schedule PCC appointments. 

	• 
	• 
	The bookkeeper tracks and accurately records the PCC-related expenses.  



	Finding Clients: “Inreach,” Outreach, and Referrals 
	Finding Clients: “Inreach,” Outreach, and Referrals 
	Figure
	This section reviews how to find clients and improve your current efforts. PCC was originally developed as an enhancement of an existing HIV testing and counseling service that already served the target population. It is assumed that your agency already has MSM in the target population coming to the agency for HIV testing, and that you will be able to reach into this pool of clients and identify candidates for PCC. This is called “inreach.” You also may choose to build your organizational linkages to receiv
	Publicity and organizational linkages 
	When you implement PCC, it is a good time to review your existing marketing and publicity as well as organizational linkages. These are some of the ways that you communicate your mission and programs to the larger community, and recruit members of the PCC target population. Some important aspects of this are discussed below. 
	Web sites 
	• 
	• 
	• 
	Web sites are increasingly important in disseminating information to the public. You will probably want to revisit your own Web site, along with any other Web sites that describe your services. In addition to the hours for HIV testing and counseling and location where the service is offered, the Web site content should emphasize confidentiality, sensitivity to the needs of MSM, all races and ethnicities are welcome, and a nonjudgmental attitude. 

	• 
	• 
	You may want to state explicitly, “If you are a man who has sex with men, and you are worried about some things you have done since your last HIV test, we would be more than happy to provide another HIV test. Our test counselors do not judge or criticize.” 

	• 
	• 
	We do not recommend trying to explain PCC directly to the public or target populations because it is a counseling intervention that requires training to fully understand. However, the nonjudgmental stance and sensitivity to needs of MSM are worth emphasizing wherever possible. 


	Brochures and directory listings 
	• The same kind of language described above should be included in brochures and in print directories. Directories put out by other organizations may be out of date, so it is worth making a special effort to seek them out and update them if necessary. 
	Where to conduct outreach 
	• Bars, bathhouses, sex clubs, and areas in gay neighborhoods are all places outreach can be conducted. Sending outreach staff to religious, sports, and recreational events that are frequented by MSM is also a productive strategy. You may also want to place advertisements in both gay and general-readership publications. Some agencies find that posters and flyers are helpful. For more information on outreach to MSM, including guides, materials, and other resources, visit 
	http://www.cdcnpin.org/scripts/hiv/outreach.asp 
	http://www.cdcnpin.org/scripts/hiv/outreach.asp 
	Figure


	Linkages 
	• Linkages to other organizations are a key source of getting a stream of referrals. In addition to outreach programs and medical services, organizations that serve or represent MSM can be important partners. Traditionally, bars, clubs, and bathhouses have been important partners in spreading the word about HIV prevention services, including testing. Other organizations that can be good partners include gay sports clubs, political groups, and religious organizations. If your agency is not in touch with thes

	Planning How to Integrate PCC into the Testing/ Counseling Session 
	Planning How to Integrate PCC into the Testing/ Counseling Session 
	Before your agency begins to offer PCC, you will need to decide how you want to integrate it within the process of intake, testing, and counseling that your agency uses. The time to make this plan is after your staff counselors have been trained and are fully conversant with the PCC intake requirements and the PCC steps. 
	Below are some examples to consider as you plan. You can fit PCC into your service sequence in a variety of ways depending on what works best for your agency. However, if your agency offers PCC, remember that the clients need to be screened, and have time for a private session (some may last up to 50 minutes), and the session needs to be with a trained PCC counselor. 
	Example #1 
	The two agencies that tested PCC during the REP project (case study agencies) found it fairly easy to integrate PCC into their systems. In both, clients who present for HIV testing are already asked screening questions to assess risk. The customary risk questions will establish if the client has had UAI since his past HIV test, and if this UAI was with an HIV-positive person or someone whose HIV status was unknown. When this is true for a client, the only remaining question to ask for the purposes of PCC is
	At the case study agencies, the same counselor who does the screening conducts the counseling, so once the client is identified as appropriate for PCC, the counselor initiates the session. At these sites, the PCC session is conducted before the client is referred to the lab, where the HIV and other STD tests are conducted. So the PCC takes place immediately before the actual test is given and before the results are given. 
	Example #2 
	Another procedure is followed at the AIDS Health Project RNA testing program. At this site, clients who test negative on a regular HIV rapid test, but who have had UAI recently (according to RNA test guidelines) are offered RNA testing. In the process of determining the HIV risk, the PCC screening questions are asked. Then clients who meet PCC’s entry criteria and RNA testing criteria are oriented to the RNA test procedure. The clients are told they will give a blood sample, and then return for the results 
	Then, when clients return for the RNA test results, the PCC counselor first gives them the results and then conducts the PCC session. 
	This procedure has been very well received by clients. Some have wondered if clients would be willing to stay for a counseling session after having received the results, but this has not been a problem. 
	Options 
	There are reasonable options that have not yet been tried. For example, if a receptionist or outreach worker conducts the screening, they could identify the clients appropriate for PCC and then introduce them to the PCC counselor. Agencies choosing to do this will want to think through how the introduction will take place so that it will be comfortable and convenient for the client. 
	Another option is to conduct the PCC session in the waiting period between taking an oral swab or blood sample and reporting the results. While the PCC session could delay receiving the results for some minutes, this was not identified as a problem by PCC counselors. 
	Write it down 
	Before implementing PCC, it is recommended that each agency write down its plan for integrating PCC into its service sequence, and that all staff involved be brought together in person to become familiar with the plan. Then, several role-play walk-throughs should be conducted to ensure everyone knows what will happen when and what they will say to the client at each step. 
	Adjustments 
	As PCC is implemented, it is likely that some questions and exceptions will come up, so the service sequence should be revisited weekly until everything works smoothly. Adjustments to the procedure should be documented so that everyone understands them and new staff can be oriented. 
	Figure

	Community Advisory Board 
	Community Advisory Board 
	The advisory board is made up of individuals from the community your agency serves, who understand the various needs of the community, and who know the best way to effectively communicate with the target population. The advisory board is not absolutely necessary to successfully implement PCC. However, because of the members’ unique insights into your target population, the advisory board can be helpful in modifying PCC for your agency and facilitate making organizational linkages. Assembling an advisory boa
	the board, and the members’ feedback can help your agency improve the quality of delivery. 
	Some other ways that the advisory board can assist your agency are by providing ideas about 
	marketing and recruiting. The advisory board may be a valuable resource in making PCC a 
	culturally appropriate intervention for your community.  

	Adaptation of PCC 
	Adaptation of PCC 
	PCC has been proven to be a successful intervention for MSM, and has been tested with hundreds of MSM. However, no two communities are exactly alike; therefore, PCC may need to be modified to fit the needs of your community and agency. Before making any adaptations to the program, your agency is strongly encouraged to deliver the intervention as written with no changes. This will give your agency a better sense of how the session flows, how MSM respond to the program, and how the intervention works for your
	Considerations to keep in mind when adapting the intervention include the needs of your population, the capabilities and resources of your agency, and the intervention’s Core Elements. Adaptation should improve the delivery of the intervention and make the information more accessible for the clients. Adapting does not and should not alter, delete, or add to the Core Elements of PCC. Working closely with your CDC Project Officer, local or state health department, or requesting CBA services will help your age
	Populations 
	When agencies are considering adapting PCC for other populations, they should take into account the populations’ sexual risk behaviors. PCC was designed and shown to be effective with MSM engaging in UAI with non-primary partners. Thus, the PCC questionnaire reflects the self-justifications MSM may have in this type of sexual encounter. If PCC were to be adapted to other populations, extensive background research would be required to identify the self-justifications used by the target population when engagi
	Settings 
	PCC has been delivered by a community-based organization in their STD testing clinics and by a public health department in a space made available in a gay bathhouse. A mobile van testing facility equipped with an area that is private and soundproof, with trained HIV counselors who are culturally appropriate to the target population, could provide an appropriate setting as well. 
	A mental health center or prevention case management program with trained HIV counselors, who are culturally appropriate to the target population, and MSM clients requesting HIV testing could also provide an appropriate setting for PCC. 

	Program Review Board 
	Program Review Board 
	If CDC will be funding all or part of your agency’s implementation of PCC, 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” (Appendix 6). You also must submit the intervention session, content, and information collection forms you plan to use for approval by a local Program Review Board (PRB). The PRB’s assess
	It is recommended that you first find out what the local PRB’s procedures are and work within them. The PRB may not want to review every page. Your PRB may want an abstract or executive summary of the intervention session to accompany submission of all or part of the materials. If so, copy the section “Introduction to the Personalized Cognitive Counseling (PCC) Intervention” from the Implementation Manual. Attaching this text to a copy of the research article (found in Appendix 1 of the Implementation Manua
	Emphasize the activities that are Core Elements of the intervention. Emphasize that these elements are required in order to obtain results similar to those of the original research. Be prepared to answer questions, to provide clarification, or refer PRB members to sections of the package materials for information. 

	Monitoring and Evaluation 
	Monitoring and Evaluation 
	To achieve the best performance and outcome for PCC, agencies should plan to conduct evaluations of the intervention. There are four types of monitoring and evaluation that are relevant to your PCC program: formative, process monitoring, process evaluation, and—when possible—outcome monitoring. Formative evaluations are performed during the pre-implementation phase to assess the needs of the target population for PCC. The other three types of monitoring and evaluation—process monitoring, process evaluation,


	Appendix: CDC Required Materials 
	Appendix: CDC Required Materials 
	• 
	• 
	• 
	CDC Statement on the ABC’s of Smart Behavior 

	• 
	• 
	CDC Fact Sheet for Public Health Personnel: Male Latex Condoms and Sexually Transmitted Diseases 

	• 
	• 
	Program Review Panel Guidelines for Content of AIDS-related written materials, pictorials, audiovisuals, questionnaires, survey instruments, and educational sessions in Centers for Disease Control and Prevention (CDC) Assistance Programs (Interim Revisions June 1992). 

	• 
	• 
	Program Review Panel Instructions for Form 0.113 • Form 0.113 

	• 
	• 
	CDC Statement on Nonoxynol-9 Spermicide Contraception Use, May 10, 2002 

	• 
	• 
	CDC Statement on Study Results of Product Containing Nonoxynol-9 








