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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) for 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 UAI 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 UAI, 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 
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 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 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 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: 

1. Mission and Organizational Culture
2. Facilities
3. Training and Supervision
4. Staffing
5. Client Referrals and Screening
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. 
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PCC Agency Readiness Checklist 
1. Mission and Organizational Culture

No, and 

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, 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 

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 
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

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 
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

o Agencies with support groups for MSM

o Health care providers and mental health professionals serving MSM

o Social service agencies reaching MSM

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

o Organizations that can provide assistance or other resources

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

o Agencies that can provide transportation

o Advisory board to help adapt an intervention to a population

o Partner agencies that can give information for resource packets

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

o Local health department

o Local medical and mental health associations

o Your funding source(s)

o Others

STEP 3: Get stakeholders informed, supportive, and involved by: 
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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 a resource 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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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. 
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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 % 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 

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  __________  =  __________ 
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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 
Supervisor(s) 

1 135 $100 $13,500 

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  
# 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. 

Month 1 2  3 4 5 6 7 8  9  ongoing 
1. Conduct agency readiness assessment
2. Select/hire staff to be trained
3. Acquire/schedule office space
4. Plan client-finding efforts
5. Train counselors and clinical supervisor
6. Orient other staff and agency partners
7. Begin implementation of PCC
8. Implement quality assurance
9. Check-in for “course adjustment”
troubleshooting
10. Implement needed adjustments
11. Finalize implementation of PCC,
with regular supervision
12. Train new staff as needed

Page 31
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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. 

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 

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 

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 

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 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 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

• Form 0.113

• 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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The ABCs of Smart Behavior 
To avoid or reduce the risk/ or HIV 

• A stands for abstinence. 

• B stands for being faithful to a single sexual 
partner. 

• C stands for using condoms consistently and 
correctly. 
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C «NTl!.ftS ,.Oft o,se AS I!. 
C ONTWOI. ANO P1tC-Vli:NTION 

For more information: 
CDC's National Prevention Information Network 

(800) 458-5231 or www.cdcnpin.org 

CDC National STD/HIV Hotline 
(800) 227-8922 or (800) 342-2437 

En Espanol (800) 344-7432 
www.cdc.gov/std 

Fact Sheet for Public Health Personnel: 

Male Latex Condoms 
and Sexually Transmitted Diseases 

In June 2000, the National lnstilutes of Health (NIH). in collaboration with the Centers for 
Disease Control and Prevention (CDC), the Food and Drug Administration (FDA). and the 
United States Agency for International Development (USAID), convened a workshop to 
evaluate the published evidence establishing the effectiveness of latex male condoms In 
preventing STDs. including HIV. A summary report from that workshop was completed in 
July 2001 (http://www.niaid.nih.gov/dmid/stds/condomreport.pdl). This fact sheet is based 
on the NIH workshop report and additional studies that were not reviewed in that report or 
were published subsequent to the workshop (see •c ondom Effectiveness• for additional 
references). Most epidemiologic studies comparing rates of STD transmission between 
condom users and non-users focus on penile-vaginal intercourse. 

Recommendations concerning the male latex condom and the prevention of sexually 
transmitted diseases (STDs), including human immunodeficiency virus {HIV). are based 
on information about how different STDs are transmitted, the physical properties of 
condoms. the anatomic coverage or protection that condoms provide, and epidemiologic 
studies of condom use and STD risk. 

The surest way to avoid transmission of sexually transmitted diseases is to 
abstain from sexual intercourse, or to be in a long•term mutually monogamous 
relationship with a partner who has been tested and you know is uninfected. 

For persons whose sexual behaviors plac,e them at risk for STOs, correct and 
consistent use of the male latex condom can reduce the risk of STD transmission. 
However, no protective method is 100 percent effective, and condom use cannot 
guarantee absolute protection against any STD. Furthermore, condoms lubricated 
with spermicides are no more effective than other lubricated condoms In 
protecting against the transmission of HIV and other STDs. In order to achieve the 
protective effect of condoms, they must be used correctly and consistently. 
Incorrect use can lead to condom slippage or breakage, thus diminishing their 
protective effect. Inconsistent use, e.g .. failure to use condoms with every act of 
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intercourse, can lead to STD transmission because transmission can occur with a 
single act of interc-ourse. 

While condom use has been associated with a lower risk of cervical cancer, the 
use of condoms should not be a substitute for routine screening with Pap smears 
to detect and prevent cervical cancer. 

Sexually Transmitted Diseases, Including HIV 

Sexually transmitted diseases, including HIV 
Latex condoms, when used consistentty and correctly, are highly effective in 
preventing transmission of HIV, the virus that causes AIDS. In addition, correct 
and consistent use of latex condoms can reduce the risk of other sexually 
transmitted diseases (STDs), including discharge and genital ulcer diseases. 
While the effect of condoms in preventing human papi/lomavirus (HPVJ infection 
is unknown, condom use has been associated with a lower rate of cervical 
cancer, an HPV-associated disease. 

There are two primary ways that STDs can be transmitted. Human immunodeficiency 
virus (HIV). as well as gonorrhea, chlamydia. and trichomoniasis - the discharge 
diseases - are transmitted when infected semen or vaginal Ouids contact mucosal 
surfaces (e.g .. the male urethra. the vagina or cervix). In contrast. genital ulcer diseases 
- genital herpes, syphilis, and chancroid - and human papillomavirus are primarily 
transmitted through contact with infected skin or mucosal surfaces. 

Laboratory studies have demonstrated that latex condoms provide an essentially 
impermeable barrier to particles the size or STD pathogens. 

Theoretical basis for protection. Condoms can be expected to provide different levels 
of protection for various sexually transmitted diseases, depending on differences in how 
the diseases are transmitted. Because condoms block the discharge or semen or protect 
the male urethra against exposure to vaginal sec,etions. a greater level or protection is 
provided for the discharge diseases. A lesser degree or protection is provided for the 
genital ulcer diseases or HPV because these infections may be transmitted by exposure 
10 areas. e.g., infected skin or mucosa! surfaces, that are not covered o, protected by the 
condom. 

Epidemiologic studies seek to measure the protective effect or condoms by comparing 
rates or STDs between condom users and nonusers in real-life settings. Developing 
such measures or condom effectiveness is challenging. Because these studies involve 
private behaviors that investigators cannot observe directly, it is difficult lo determine 
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accurately whether an individual is a condom user or whether condoms are used 
consistently and correctly. Likewise, ii can be difficult to determine the level of exposure 
10 STDs among study participants. These problems are often compounded in studies that 
employ a •retrospective" design, e.g., studies that measure behaviors and risks in the 
past. 

As a result, observed measures ol condom erfectiveness may be inaccurate. Most 
epidemiologlc studies or STDs, other than HIV, are characterized by these 
methodological limitations, and thus, the results across them vary widely--ranging from 
demonstrating no protection 10 demonstrating substantial protection associated with 
condom use. This inconclusiveness or epidemiologic data about condom effectiveness 
indicates that more research is needed--not that latex condoms do not work. For HIV 
infection, unlike other STDs, a number or carefully conducted studies, employing more 
rigorous methods and measures, have demonstrated that consistent condom use is a 
highly effective means of preventing HIV transmission. 

Another type or epidemiologic study involves examination of STD rates in populations 
rather than individuals. Such studies have demonstrated that when condom use 
increases within population groups, rates of STDs decline in these groups. Other studies 
have examined the relationship between condom use and the complications of sexually 
transmilled inrections. For example, condom use has been associated with a decreased 
risk of cervical cancer - an HPV associated disease. 

The Following includes specific inrormation For HIV, discharge diseases, genital ulcer 
diseases and human papillomavirus, including information on laboratory studies, the 
theoretical basis ror protection and epidemiologic studies. 

HIV/AIDS 

HIV, the virus that causes AIDS 
Latex condoms, when used consistently and correcUy, are highly effective in 
preventing the sexual transmission of HIV, the virus that causes AIDS. 

AIDS is, by far, the most deadly sexually lransmil!ed disease, and considerably more 
scientific evidence exists regarding condom effectiveness for prevention or HIV infection 
than for other STDs. The body of research on the effectiveness of latex condoms in 
preventing sexual transmission of HIV is both comprehensive and conclusive. In fact, the 
ability of latex condoms 10 prevent transmission or HIV has been scientifically established 
in "real-lire• studies of sexually active couples as well as in laboratory studies. 

Laboratory studies have demonstrated that latex condoms provide an essentially 
impermeable barrier to particles the size of STD pathogens. 

-3-
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Theoretical basis for protection. Latex condoms cover the penis and provide an 
effective barrier to exposure to secretions such as semen and vaginal nuids, blocking the 
pathway of sexual transmission or HIV infection. 

Epidemiologic studies that are conducted in real-life settings, where one partner is 
infected with HIV and the other partner is not, demonstrate conclusively that the 
consistent use of latex condoms provides a high degree or protection. 

Discharge Diseases, Including 
Gonorrhea, Chlamydia, and Trichomoniasis 

Discharge diseases, other than HIV 
Latex condoms, when used consistently and correctly, can reduce the risk of 
transmission of gonorrhea, chlamydia, and trichomoniasis. 

Gonorrhea, chlamydia, and trichomoniasis are termed discharge diseases because they 
are sexually transmitted by genital secretions, such as semen or vaginal fluids. HIV is 
also transmitted by genital secretions. 

Laboratory studies have demonstrated that latex condoms provide an essentially 
impermeable barrier to particles the size of STD pathogens. 

Theoretical basis for protection. The physical properties or latex condoms protect 
against discharge diseases such as gonorrhea, chlamydia, and trichomoniasis. by 
providing a barrier to the genital secretions that transmit STD-causing organisms. 

Epidemiologic studies that compare infection rates among condom users and nonusers 
provide evidence that latex condoms can protect against the transmission or chlamydia. 
gonormea and trichomoniasis. However, some other epidemiologic studies show little or 
no protection against these infections. Many or the available epidemiologic studies were 
not designed or conducted in ways that allow for accurate measurement of condom 
effectiveness against the discharge diseases. More research is needed to assess the 
degree of protection latex condoms provide for discharge diseases, other than HIV. 
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Genital Ulcer Diseases and Human Papillomavirus 

Genital ulcer diseases and HPV infections 
Genital ulcer diseases and HPV infections can occur in both male or female 
genital areas that are covered or protected by a latex condom, as well as in 
areas that are not covered. Correct and consistent use of latex condoms can 
reduce the risk of genital herpes, syphilis, and chancroid only when the infected 
area or site of potential exposure is protected. While the effect of condoms in 
preventing human papillomavirus infection is unknown, condom use has been 
associated with a lower rate of cervical cancer, an HPV-associated disease. 

Genital ulcer diseases include genital herpes. syphilis, and cl'tanc,oid. These diseases 
are transmitted primarily through "skin-to-skin" contact From sores/ulcers or inrected skin 
that looks normal. HPV inFections are transmitted through contact with inrected genital 
skin or mucosa! surfaces/fluids. Genital ulcer diseases and HPV inrection can occur in 
male or Female genital areas that are. or are not, covered (protected by the condom). 

Laboratory studies have demonstrated that latex condoms provide an essentially 
impermeable barrier to particles the size or STD pathogens. 

Theoretical basis for protection. Protection against genital ulcer diseases and HPV 
depends on the site or the sore/ulcer or inFection. Latex condoms can only protect against 
transmission when the ulcers or inrections are in genital areas that are covered or 
protected by the condom. Thus, consistent and correct use of latex condoms would be 
expected to protect against transmission of genital ulcer diseases and HPV in some, but 
not all, instances. 

Epidemlologic studies that compare infection rates among condom users and nonusers 
provide evidence that latex condoms can protect against the transmission or syphilis and 
genital herpes. However, some other epidemiologic studies show little or no protection. 
Many or the available epidemiologic studies were not designed or conducted in ways that 
allow For aCCtJrate measurement or condom eFfectiveness against the genital ulcer 
diseases. No conclusive studies have specifically addressed the transmission of 
cl'tancroid and condom use, although several studies have documented a reduced risk of 
genital ulcers in settings where chancroid is a leading cause or genital ulcers. More 
research is needed to assess the degree or protection latex condoms provide for the 
genital ulcer diseases. 

While some epidemiologic studies have demonstrated lower rates or HPV infection 
among condom users, most have not. It is particularly difficult to study the relationship 
between condom use and HPV infection because HPV inrection is olten interrnittenUy 
detectable and because it is difficult to assess the Frequency of either existing or new 
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infections. Many of the available epidemiologic studies were not designed or conducted 
in ways that allow for accurate measurement of condom effectiveness against HPV 
infection. 

A number or studies. however, do show an association between condom use and a 
reduced risk of HPV-associated diseases. including genital warts. cervical dysplasia and 
cervical cancer. The reason for lower rates of cervical cancer among condom users 
observed in some studies is unknown. HPV infection is believed to be required, but not 
by itself sufficient, For cervical cancer to occur. Co-infections with other STDs may be a 
factor in increasing the likelihood that HPV infection will lead to cervical cancer. More 
research is needed to assess the degree of protection latex condoms provide for both 
HPV infection and HPV-associated disease, such as cervical cancer. 

Department of Health and Human Services 

For additional information on condom effectiveness, contact 
CDC's National Prevention Information Network 

(800) 458-5231 or www.cdcnpin.org 
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d . . tfr..Mr.g,:1. pffNidr.d u, ymmg p,mp!r. ir. !.d11Jt1'lt and i,; m.'i,:r ., ,::tif1$!. .,hrn4/d hr. guidr.d i:ty :fir 
pri~l~?{t:.f a mtain,:d in " Ciuidr./btr .f j1Jr Jtffr.r..'iw: .'k/ii,ti,l 1/rolih Jtr!i,a:timi tlJ Pn:~·,:nt :Ji,: .'iprr.«d of M/JS" 

(UMl'/R /988:Ji (.,:.ippl. M • .'i-2/J. 

2 . !:>mgr.:.m Review !':incl 

1. Each rc,dpicr1! wi:I be rtqi:i i'l:'d :n '""Ub'.i~h c,r i1k.n:ify .:. !:>mgr:im Rcv,ew Pa.-.el m n-vkw :ind .:.ppm~-e .:.ll wn!tcr. 
rr..1:eria!.$. pictQri i:~. !Cldiavi,:.u i:~. qn'""ti<'IM:Ul'U or ~u; vcy in, trnrnenl.$ . :md pmpnr;ed educa.:ian:d E,m:JP $U l:.i<'ln 
r.ivibc,:. :n ho.- uJed i:.ndcr !.he pmjoct p!:in. n 1i:1 rcc;.u:rcmcn: app'.ie.'\ rcg:ird!c,:.i af v.+.et:hcr the 1pphc::1n: p!anJ :n 
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Mr.(ltx ! :r~ 1.:1:.11 pmgrnm uctivi!lcs a r plans. '.1> have p:ir! af then: camlx !ed throi:..gh « her art:1r,i1.a:i.:111(:1) und 
wl-~!hcr pmgrnm r.1..,tici; i.nvo'.in ~ c reati~& ur.iq11e m:i!e ri i:s a: ui:.i~g/dis.-!n buti~& rr..adificd or inUC! rr..l!cda!.$ .i!rcad:, 
dc-.dar,<d by a:heN . Whenen·r fca£il!c . CD<: funded carnmi:mty.bl.~cd arg:1mr.:1ti1>ns. .ire cnc1>11nscd muse 11. Prow,in: 
Review P.inci establi .. fr,ocl b:, 1 hea lth derxi-r!meri! a r ar.a:he r CUC. ftJr.dcd argar,i1.a.:i.:1r. r1!hcr than estabhfr, thc:r <w•r. 
p:1r~ l. The S11;ge1>n (;ener:il 'j\ Report ar. ,\oqui.red Immune Ucfw:ic~ y S:,ndmrne (Ck:1>hc; i<JS-6) :ind CUC-den•XlpCd 
rr..l'.cri:i! i; d.:1 n1>! r.«,il ta be rcviewed by :r~ p:1r~I i:n!esi; .uxh rcview ii; decreed :1ppropn :1!c by the rcct;»cr. :. Men:OCrj\ 
af :1 Pmgr1m Review P:incl should: 

(2) Unc'..em :ind the epic'..err.i.:1!ogy :ir.d ex:cr.! of :r~ IIIV/,\ IDS prob!em i~ :he loc:11 pnp11!atian and the ll(:<ctfk 
.iudicnees for which rr.:1!cn :1!i; :ire iMendcd. 

1 . n ~ Pmgr1m Review Panel wi:I be gi:idod by the CIX: lb.,:.: !:>rindplci; (in the pn-via i:., sec.Zan) ir. car.duc!mg .uxh 
u view,:. The p:.nci ij\ 1uthori1.cd !a rc-.ic1•: rr..l!en :i!i; o n!y ar.d i, r.at e rr.pcw,·en-d ei:he r '.1> e ,·a!ua:c !he rm!X'lial aj\ 1 
wl-.a!e <W '.1> repl:1cc a..-.y a thcr m:cm:11 u view p:md c,r pmccdurc a ! the rc-cipient arg:1r,i1.a.:ior. a r h.'.11 S,O'\'Cmrr..cn.::1! 
jun i;dk tian. 

( I) ldcrdfka:ian of 1 p.4·,d a ! n1> !ci;s :h.1n 6-.e (:<Nl>nj\ wtikh ttprc1,,Cn: a l'C;t<;().llable cmi;s i;cctie1n af the ger,e r:1! 
popi: fa.:ior.. Sfacc Prow,in: Review Pa..-icb rc-.icw m:i!e ria'!s for m:ir.y i.ntended 1udicrn,cj\. ne1 .u ng!e ir.!cn:kd ai:d w:nce 
:ihll ~ 1>mi~ak !he c1>rr.pe1s1ti1>n e1f the Pmgr1m Re-.icw rxi-nci. excep: aj\ pmvic'..«! m :11:hllecti1>n (d) below. Ir. 
u!di!ian: 

(a) Pa..-icli; wtikh re-new rn ;i.:cri :ib m:cndcd for 1 i;pe,d fk .iudicr.ee :11-.ai:ld drn•N tJ!X'lr. the exr,<rtii;c of i.ndividui:j\ 
wl-.a can represent c-u'.!urnl scni:.itivi:ic.i llnll far.gu:ige a ! the ir.!cn:kd IC)lber.c:e ei:he r thrmigh tt j!l'C1,,Cll:ati1>n Cir. 
:r~ p:.ne:~ <lG' :is C'().ni;u'.11.nts :o the pa...-icli; . 

(.'1) The MrnpMi!ia11 of Pmgr:im Rc-.iew P:me!i;. e:,;cept for p,.ne'!s u v,cv.-ir,s m;i..:cri.1li: fru i;chooi bai;oe! 
popi:la.:ia r~, . rr.ui:! ir.c:!t.)l!c l.n en:p!a:,ec o f 1 Sta:c c,r !acal hu lth dcp:.r!rnent w1!h appropriate expcrtii;c i.n the 
.ire.i under con, :dc ra.:ia11 wl-.a i, des1gnak>ll by the hc:11:11 dcp:ir!rr..enl '.1> repn-i;cr.: the dcp.u''.mer.! e1n the p:ir.c:1. If 
:ii:di .in en:playec i.$ n1>! 11., ·a:l.:ul!c . an i.ndividi:J.I wi:h approp-ria:c exr,<rtiie. dc~isn:i!ed by :he 1-.c::i! tll 
dep:.r!rncnt '.1> reprci;cn: the agency in !hi, mat!cr. rr.ui:! i;cr\·e 1, :1 member of the p:1r.c:l. 

(e) 1'1ne:s which revic1•: rr..l!cn a!i; for 11i;c with i;cho1>J,b:1sc<l p.,pu1:1!i1>nj\ :ihnu!d i.nc:11dc rcprcscnU'.h 'l."ll o f 
groups such as. k m:he rs. ,;chool ll<lmm1S::ra.:Ol'II . p,.rcn:j\. und s:i:1k nlll . 

(d) Pa...-ic!i; rc-.iewing rr..l!cn a!i; in:cr.dcd fM r.l(:ial :ind cthr.k n: tr.ari!y !X'IJ)Ul:i!mnj\ rr.ui:! comp!:, v.-i!h the termj\ 
af (:1). (b) . :ind (c ). :ill.w e. lfov.--.."\'CI', rnembe.r$hip of the Progran: Review Pl.ncl rr..l.y be dra•,,:n pn-d1>rr.i~:1!c':r 
fmrn :ii:.:h rJ.Cii! an:! e!hmc pnpi:!a:ior~, . 

(2) .'\ lette r a r men:c,rar.di:m fmm :r~ pmpa!,C,.1 pmjcct d mx:tar. cai:n:crsigned by a rci:.pe1ni;ib!e bus1r.eis. a !fici-11. 
whkh md i:dei;: 

(.'1) The i~k n!ity of pm!X'lsc-.1 members e1f !he Prow,in: Review Pa..-icl. irn:!udir.g thc tr r...irr..ei;. acci:p.uia r~, . and 
.in:, organk,-.1!mnal af filiatior~, th.1: we n.- e{l(li;ide red in thc.i r i;c!cctie1n f<lG' !he p:ind . 

~ . CUC. !tJr.dcd organi7.J.!mni; !hat 11nc'..c.r!.1l:c progran: p1:ir~, 111 « he r !h:1r. ,clioo,l.bu cd pnpi:!a:ior~, which :ire nation.11. 
rc;si,nn:1! ( n:.u'.b s::a:c). c,r s:atewwle ir. scope. or :l-,:1! p!.1n m di., trfou:c m;i.:cril.li; :is dc,;crfocd 1bC1\'l." '.1> athe r 
arg:1m1.ationi; e1n a r,:1b1>nal. tt;gi,nnal. or s.-!a.:cwide b:isii:.. n:us: ei;Ub'.i,11 a lli~glc Pms ram Review !':ind t i> fu lfill thtj\ 
rcqi:i n.-n:cnt. Sndl r...:.'.lM:11/rcgionl.1/S!a.:c p.1ncli; must include :is 11. n:cn:bc:r ar. emp'loycc of 1 S~a.:c <lG' ;,x-.,11 he:i! tll 
dep:ir!rr..ent, a r .in 11.ppmpriJ.!c dci;ign:i!c-.1 repn-i;er.!a.:ivc af :11:: h dep:1rtmcn:. =i:.ii:!cnt with :he pmviu nni:. o f Scctior. 
1 .c .( I) . ~. l:i!c ria!.$ n-viev,cd by $UCII 1 :1:ngle (nation 11. ttgian:11. a: i;ta:c) Prog;l.m Re-new !'.incl do not need lo be 
u viewed iaca'.!y 11n!e.i!I 1ucll u -new ii; decreed appropG"iak by the iaci! «gar.i1.a.:ia11 p1:inni.ng '.Cl 11i;c or d 1stribi::e the 
rr..l'.eda:s. S:Jcll n:1ti1>n.11/regie1na l/S1::.:e <lG'gani7.J.'.mn rr.ui;t at!snpl a na:ian:11/ttgian:11/i;!::.!ewidc star.da:-<l when 
.ipp!ying lb uc Pri.nctplci; I.a . l.nd Lb . 
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( I) C.:anver.c !he Prog;1.m RcV1e1•: P:md and pref.en: for i:J 1., r.cJ$mer.! capie$ rn wn!f<:r. rr.:i!cda!.$. pw:!a ri1.!,: , 11."1d 
1.lldi1>V1nia!~ prnp!l('led :1> be u~cd: 

(2) Pmvit'..e t'n, 1., i;cs$mer.! by :he Pmsran: Rc"icw P1.ncl !u t. ,;aip!~. a r dc!:u!c,:1 dcKripban1< t'n, wri!f<:n rr...l:cn a!~. 
p:c:ari1.b . or :in.:lia\'i$t:l.l$ v.·hidl u.-e ll~k r de\'c laprr.cn:~ 

(3) Priar ta expcr.1b!ure rn fun<l1< n-!ak>:I ta the i:!tima.:c pn,s.r1.m Uf.e a f !hcf.e rr...l:en:1!$, ai.,ure :h:11 11,: pn,jcd ftlc1< 
a m::un 1 ~::1!err..c;nt($) ~igr,ocl b:, !be Prog..-a.m RcV'ICw !':incl s:pcc,t':,ir.g the va:e t'nr llpjl"f'(l'-11 e r di$:ljl"jlm\'al for c:,ch 
pmpe1Jed i:em $1tbmi!coel :1> :be IXl-nc!: und 

(4) PmV'llk u, C.:DC in rcgll1:ir pmgf'(':.ii; rc(X>rhl s:igncd $f:l!c rr..c;nt($) e1t' !.he ch iipcr$ar. a f the Prog..-a.m Rc"icw Pa.·,d 
~ped fyi.ng the v« c for appnw .11 Cir di1<:1ppm"al for c:ich pn,p,."11-cd ik m tha: i~ s:u~jcd «, :hii; gu .i!a.ncc. 
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I of 2 

Weekly 

August 11, 2000 I 49(31);717-8 

Notice to Readers: CDC Statement on Study 
Results of Product Containing Nonoxynol-9 
During the XUl ImemationaJ A lDS Conference held in Durban, South A frica, Jul y 9H J 4. 2000. 
researchers from the Joint United Nations Program on AlDS (UNAlDS) presented results of a 
study of a product, COL-1492.* which contains nonoxynol -9 (N-9) (/) . N-9 products are 
licensed for use in the United States a.~ spennicides and are effecth-•e in preventing pregnancy. 
particular))' when used with a diaphragm. ·rbe study examined the use of COL- I 492 as a potentiaJ 
candidate mi crobicide, or topical com.pound to prevent the transmission of human 
immunodeficiency virus (HlV) and sexually cransmined diseases (S'l'Ds). The study found that 
!\·.9 did not protect against HI V infectfon and ma)' have caused more transmission. The women 
who used N-9 gel becan1e infected with HI V at approximately a 50%:· higher rate than women who 
used che placebo gel. 

CDC has released a "Dear Colleague" leuer that summarizes the findi ngs and implications of the 
UN AIDS study. ·rbe letter is available on the World-Wide Web, http://www.cdc gov/hiv~ a hard 
copy is available from the l\'ational Prevention Information Network, telephone (800) 458-523 1. 
Future consultations will be held m re-evaluate guidelines for HI V. ST Ds, and pregnancy 
prevention in populations at high risk for HI V infection. A detai led scientific repon will be 
relea.'ied on the Web when additional findi ngs are available. 

Reference 

I . van Dan1me L. Advance.,; in topical microbicides. Presented at the X.111 Intemational AlDS 
Conference, July 9--14, 2000. Durban, Soulh Africa. 

• l;sc. of trade namc;o; and commercial sources is for idcmification only and docs not constitute endorscmctn by CDC 
or <he U.S. Department of He.aith and Human Services. 

Disclaimer All MMWR HT~i L \'Cl'sions of articles a."C' ckctronie convt-rsions from ASCII text into HTML 
This con\'crsioo may ha\'e resulted in eharactct .:ranslation or fom1a: errors in the HTML \'Cl'sion. Llscrs should not 
re-ly on this HTML document. bu1 arc. referred to the c!c-t~ronic PDF \'ersion and/or <he original MMWR p.lper copy 
for the official text. figures. and i.ab!cs. An originaJ !)lpcr copy of this issue.can be 00:aincci from <he 
Supcrintendem of Ow Jments. Ll.S. Go,·crnrnem Priming Office. (GPO). Washington. OC 20402-937 1: telephone: 
(202) 512· 1800. Contact GPO for current prices. 

9 * Questions or messages regarding errors in formatting should be addressed to 
mmwrq@cclc.eov. 

Page oon,•cncd: 8/10!2.CXX) 
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He.Ith Topln A·Z 

Weekly 

May 10, 2002 / 51(18):3 89-392 

Nonoxynol-9 Spermicide Contraception Use 
United States, 1999 
Most wome n in the United S tates with human immunode ficiency virus (HlV) become infected through 
sexual transmission. and a woman's choice of contraoc.ption can affect her risk for HTV transmission 
during sexual contr.et with an infcc-tcd partner. ~'lost contraoe-pti\'CS do not protcc-t against transmission of 
HlV and other sexually transmitted d iseases (STDs) (/) . and the use of some contracc.ptive.s containing 
nonoxynol-9 (N-9) might increa.<;.e the risk for HlV sexual tran..c;mission. T hree randomized. controlled 
trials of the use of N-9 contracc.ptivcs by commercial sex workers (CSWs) in Africa failed to demonstrate 
any protec.tion a:;.ainst HlV infcc.tion (2- • 4): one trial showed an increased risk (J) . N-9 contraoe-pti\'CS 
also failed to proteC-l again..c;t infec.tion with Nei.ueria gonorrl;oeae and Chlamydia ;m clwmatis in two 
randomized t rials (5.6). one among African CSWs and one among U.S. wome n recruited from an STD 
d inic . Because most women in the African studies had frequent sexual ac.tivity . had high-le\'cl exposure 
to N-9. and probably were exposed to a population of men with a high pre\'alenee of HTV/STDs. the 
im plications of these studies for U.S. women arc uncertain. To de tennine the extent of ~-9 contraceptive 
use among. U.S. women . COC a,<;.sc-Ssed data provided by U.S . family planning. clinics for 1999. This 
report summari.1.cs the re.suit.<;. of that a,<;.sc.ssment. which indicate that some U.S. women arc using ~+9 
contraceptives. Sexually ac-tive women should consider their individual HlV/STD infcc.tion risk when 
choosing a method of contracc.ption. Providers of family planning. services should infonn women at risk 
for HJV/STDs that N-9 contraceptives do not protect again..c;t thcs.e infections. 

CDC collected information on types of N-9 contraceptives. pure-based and family planning program 
{FPP) guidelinc-s for N-9 contraceptive use . The national FPP. authorized by T itle X of the Public Health 
Se rvice Ac-t. serves approximately 4.S million predominantly low-income women er.eh year. Program 
data fo r 1999 were obtained from all JO U.S. (.>c.partment of Hea lth and Human Servioc-s (HHS) regions 
on the number of female d icnts and the number of female clients w ho reported use of ~-9 
contracc.ptivcs or condoms a,<;. their primary method of contraception. CDC obtained l imited pure.base 
data fo r 1999 fo r specific N-9 contraceptives and program g.uidelincs. from e ight state/te rritoria l f PJ>s 
within six HHS regions. S tate health departments . family plannins, grantees . and family plannins, councils 
were conta.c.tcd to rcquc-St assistance in collec.ting data o n purchasing. patterns of the 91 T itle X grantees: 
of the 12 FFPs that rc-spondcd. e ig:bt provided sufficient data for analysis. 

(n 1999. a total of 7%-• 18% of women attend ing TitJe X d inics reported u.<;. ins, condoms as their primary 
method of contraception. Data o n the percentage of condoms lubricated with N• 9 were not a vailable . A 
tota l of I %--S% of all women attending T itle X clinics reported using N • 9 contraceptive.s (other than 
condoms) a,<;. their primary method of contraception (Table 1). Among the eight FPPs that provided 
purchase data . most (87%) condom.,; were N-9 --lubrieatcd (Table 2). AU e ight FPPs purchased N-9 
contrncc.ptives (i.e .. \'aginal fi lms and suppositories. je llies. creams. and foams) to be 1.L<;.ed either a lone or 
in combination with d iaphragms or other contraeepti\'e produc-t.<;. . f our of the e ight d inics had protocols 
or pros,ram s,uidance stat ing that N-9--containing foam should be dispensed routinely with condoms: 
two additional programs re.ported that de-spite the absence of a clinic protocol. the prac.tioe wa,<;. common . 
Oata for the other two programs were not available . 

Reported by : tl;e Alan Gu;;macher Institute . New York. New York . Office of />opu/a;ion Affairs . U.S. 
Dept of f/ea{rh and 1/wnan Service:;, J)ethesda. Maryland. A Duerr. Ml) . C 8 eck-Sa~1~e. MD. J)iv 
Reproductive Health . Narional Cemer Chronic Disease and Public f/eahh />romorion : J) iv of 11/V and 
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AIDS Prevemim1, Nmitmal Cemer 11/VIAJDS, StDs. and tB Prevention: B Carlum-'IOhiU. f:JS Officer. 
CDC. 

Editorial Note: 

The fi ndings in this report ind icate that in 1999 . before the release of rece nt publications on N 4 9 and 
HlV/STOs (4.6.Z). T itle X family planning dinics in the U.S. purchased and distributed N-9 
contraceptives. Amon:; at least e ight family planning dinics . most of the condoms purc.hased were 
N-9 4 -lubric.ated: this is consistent with trends in condom purchases among the :;.e neral public (8) . T he 
2002 STD treatment guidel ines state that condo ms lubricated with spcrmic.ides arc no more e ffec.tive than 
other lubricated condoms in protec-ting against the transmission of JH V infection and other STDs (Z). 
CDC recommends that previously purchased condom.,; lubricated with N-9 spermic ide continue to be 
distributed provided the condom.,; ha ve not pas.sed their expiration date . T he amount of N-9 on a 
spermic.idC4lubricated condom is small relative to the doses tes ted in the studies in Afric.a and the use of 
N-9 4 -lubric.ated condoms is preferable to usin:;. no condom at all . (n the fu ture .. purchiL'-C of condoms 
lubric.ated with N-9 is not recommended because of thei r increased cost. shorter shelf lifo. associat ion 
with urinary trac.t infections in youn:;. wome n. and Ir.ck o f apparent benefit compared with other 
lubricated condoms (Z). 

Spc rmic.idal gel is used in conjunction with diaphragms (J) : only diaphragms combined with the use of 
spermicide are approved a-s. contraceptives. The rcspec.ti"c contributions of the physic.al barrier 
(diaphragm) and chemical barrie r (spermkidc) arc unknown , but the combined use pre"e nts 
approximately 400.000 pre:;.nanc.ics in the United States eac.h year (/) . 

The find in:;.s in this re-port are subject to at least two limitat ions. First. data on specific products and 
patte rn..,; of contrace.ptive use were limited: CDC used a nonre-prcsentative sample of regions and state-s 
that voluntarily provided data . and specific use patterns of the contraceptives could not be extrapolated 
from these data . Second . data correlating use of N-9 contracc.ptivcs with individual HTV risk were not 
ava ila ble . 

Prevention of both unintended pregnancy and HJV/STD infoc.tion amon:;. U.S. wome n is needed. ln 
1994, a total of 49% of all pre:;.nanc.ics were unintended (9) . Furthermore .. 2.6% of women experience an 
unintended pre:;.nancy durin:;. the first year o f typic.al use of spcrmic.ide produc-t.<; (/) . (n 1999 . a total of 
10 .78.0 ATOS cases. 5:l'.003 c-hlamydia cases. and 179 .S34 gonorrhea cases were re.ported among U.S. 
women. Contraoc.ptive options should provide both c ffec.tivc fertility control and protection from 
HlV/ST'D-s: howc"er. the optima l choice is probably not the same for every woman . 

N-9 alone is not an e ffective means to prevent infection wilh HlV or ce rvical gonorrhea and c-hla mydia 
(2 .Z). Sexually ac.tive women and their health-care providers should con..c; ider risk for infection with HlV 
and other STDs and risk for unintended pregnancy when considering contraceptive options. J>roviders of 
fom.ily planning scr\'iccs should inform women at risk for HlV/STDs that N-9 contraoc.ptives do not 
protec.t against these infec.tions. Jn addition. women seeking a family planning me-thod should be 
infonncd that latex condoms. when used consistently and correctly. are effective in preventing 
transmission o f HlV and can reduce the risk for other STDs. 

References 
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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
	PCC Starter Kit Page 6 

	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 
	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 








