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Introduction
Gay, bisexual, and other men who have sex with men (MSM) 

are affected disproportionately by human immunodeficiency 
virus (HIV) in the United States. Although approximately 3% 
of the adolescent and adult U.S. male population is estimated 
to have engaged in same-sex behavior in the past year (1), 
in 2011, MSM accounted for 65% of the estimated 49,273 
new HIV infections and 82% of the estimated 38,825 HIV 
diagnoses among all males aged ≥13 years (2). Sexual risk 
behavior accounts for most HIV infections among MSM, and 
anal intercourse without a condom is the primary route for 
transmitting HIV infection to an uninfected person.

Over the past decade, the United States has demonstrated 
improvements in preventing new HIV infections. During 
2002–2011, the annual HIV diagnosis rate decreased by 
33.2% overall (from 24.1 per 100,000 population in 2002 
to 16.1 per 100,000 population in 2011), with statistically 
significant decreases reported among women, persons aged 

35–44 years, persons of multiple races, and injecting drug 
users (3). Although the annual number of HIV diagnoses 
during 2002–2011 remained stable for MSM overall, those 
aged 13–24 years and ≥45 years experienced increases in HIV 
diagnoses (3). MSM aged 13–24 years experienced a 133% 
increase in HIV diagnoses during that time period.

Racial/ethnic minority MSM are particularly affected by 
HIV. In 2011, black MSM accounted for an estimated 38% 
of all new HIV infections among all U.S. men, compared 
with an estimated 34% among white MSM (2). During 
2008–2010, HIV infections increased 20% among young 
black MSM aged 13–24 years, and HIV infections increased 
39% among Hispanic/Latino MSM aged 25–34 years (4). In 
contrast, increases in HIV infections during the same period 
were lower among white MSM aged 13–24 years and aged 
25–34 years (18% and 20%, respectively) (4). In addition, in 
2011, HIV continued to be listed among the top 10 leading 
causes of death among all U.S. men aged 25–54 years (5). 
Together these data indicate that improving the effectiveness 
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of HIV prevention efforts for MSM in the United States is a 
critical public health goal (6).

Many MSM experience HIV-related disparities in access to 
and receipt of medical care (7,8). Analysis of data from the 
2006–2010 National Survey of Family Growth indicated that 
sexually active MSM (i.e., men who reported having sex with 
another man in the past 12 months) reported suboptimal 
rates of preventive services for HIV and other sexually 
transmitted diseases (STDs), including screening for infection 
and receiving behavioral counseling to reduce risk behaviors, 
as compared with men who only have sex with women (9). 
According to a National HIV Behavioral Surveillance survey 
of approximately 8,000 MSM, 11% of respondents self-
reported being HIV-positive; among these HIV-positive men, 
25% reported delayed linkage to HIV medical care, and 12% 
reported receiving no HIV care, and of those reporting at least 
one health care visit, 30% were not receiving life-sustaining 
antiretroviral medication (10). Racial/ethnic minority MSM 
report significantly lower rates of HIV testing and, if they 
test HIV-positive, lower rates of linkage to HIV medical care, 
retention in HIV medical care, access to antiretrovirals, and 
HIV viral suppression than their white counterparts (11–14). 
Data reported in 2010 from CDC’s National HIV Surveillance 
System and Medical Monitoring Project indicated that black 
MSM, compared with white and Hispanic/Latino MSM, 
experience lower levels of linkage to HIV medical care (71.6% 
blacks versus 82.9% whites and 80.3% Hispanics/Latinos), 
retention in HIV medical care (46.3% versus 52.1% and 
54.1%), access to antiretroviral prescriptions (47.1% versus 
49.6% and 49.2%), and HIV viral suppression (37.0% versus 
43.9% and 41.5%) (15). These data indicate increasing access 
to HIV care and treatment is critical for improving health 
outcomes and reducing HIV transmission among MSM.

HIV-related health disparities experienced by some MSM 
might be due to individual, interpersonal, community, and 
societal factors that can hamper access to health care and 
treatment. For some MSM, personal experiences of stigma, 
discrimination, and homophobia regarding their sexual 
orientation can result in adverse mental health outcomes, 
including depression, anxiety, elevated stress, and suicidal 
thoughts and attempts (16–21). Discrimination by health 
care providers (22), limited access to gay-friendly health 
services (23), and barriers to health insurance (23–25) also can 
contribute to HIV-related disparities experienced by MSM. 
The physical and mental health of MSM can be affected by 
syndemic conditions, which are conditions that individually 
or in combination can increase HIV risk. These syndemic 
conditions include, but are not limited to, substance use 
and abuse, mental health problems, prevalence of STDs in 

the community, poverty, unemployment, and experiences of 
emotional and physical violence and abuse (7).

National survey data suggest that many MSM consume 
alcohol and other drugs that can impair judgment and 
increase risky behavior (26,27). Among MSM populations, 
methamphetamine, amyl nitrate (poppers), cocaine, and 
heavy alcohol use (i.e., binge drinking) are the substances most 
consistently associated with risky sexual behavior (28–30) 
and increased HIV risk (31). Many substance-using MSM 
(SUMSM) use these substances episodically* or recreationally, 
and many of these men might not be aware of their level of 
risk (32).

On the basis of the disproportionate occurrence of HIV 
among MSM and the national priority to reduce new infections 
among these men (33), evidence-based behavioral interventions 
are needed to reduce HIV-related sexual and substance-use risk 
behaviors. Few HIV prevention interventions exist for MSM 
(34), and of those that do exist, none have proven efficacy for 
reducing risky sex with concomitant substance use (30,35). 
Personalized Cognitive Counseling (PCC) is an evidence-based 
behavioral intervention that reduced events of anal sex without 
condoms among HIV-negative MSM in two efficacy trials. In 
one trial the intervention was delivered by professional mental 
health counselors (36), and in the second trial the intervention 
was delivered by paraprofessional counselors (37). Secondary 
analysis of data in a 2007 trial indicated PCC reduced events of 
anal sex without condoms among men of color, including men 
who were black, Hispanic/Latino, Asian, and of mixed race/
ethnicity (38). A third trial testing the efficacy of a two-session 
PCC adapted for HIV-infected MSM did not show efficacy 
(39). Together these studies indicate PCC is an efficacious 
behavioral intervention for reducing sexual risk behavior (anal 
sex without condoms) among HIV-negative MSM.

PCC involves a brief counseling session for addressing self-
justifications men use for engaging in risky behavior despite 
knowing the potential for HIV infection. By exploring self-
justifications used for increased risky behavior, participants 
become aware of the ways they make decisions about sex, 
become better prepared to realistically assess their risk for 
acquiring HIV during future risky situations, and make 
decisions that decrease their HIV risk (40). PCC is delivered 
in conjunction with HIV testing and can contribute to 
reducing HIV-related health disparities among MSM by 
raising awareness of and promoting reductions in personal risk 
behaviors. The counseling session, HIV testing service, and 
referral process emphasize the importance of HIV prevention 
among men and their sex partners.

* Episodic substance use is the use of substances recreationally and less than weekly.
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This report summarizes published findings of a CDC-funded 
research study to adapt and demonstrate the efficacy of the 
adapted PCC for reducing HIV-related risk behaviors among 
a high-risk population of episodic SUMSM. The report also 
describes efforts by CDC to translate the PCC curriculum 
into a package of user-friendly materials and to disseminate 
the intervention throughout the nation. 

CDC’s Office of Minority Health and Health Equity 
selected the intervention analysis and discussion that follows 
to provide an example of a program that might be effective 
in reducing HIV-related health disparities affecting high-risk 
MSM, including substance users. Criteria for selecting this 
program are described in the Background and Rationale for 
this supplement (41).

Methods
Intervention Methods

In 2007, CDC funded Public Health Foundation Enterprises 
to conduct a research study in collaboration with the San 
Francisco Department of Public Health (42). The study, 
Project ECHO, involved a systematic adaptation of PCC for 
HIV-negative episodic SUMSM (43) and a randomized trial 
to test the efficacy of the adapted PCC in reducing sexual and 
substance-use risk behaviors in this population at high risk for 
HIV (44,45). Episodic substance use was defined as use of 
substances recreationally and less than weekly.

PCC is a 30-minute to 50-minute counseling session 
delivered in conjunction with routine HIV testing. MSM 
clients work with a trained counselor to appraise their 
personal HIV risk and discuss less risky alternatives for future 
behavior. PCC is delivered in five steps: 1) the client recollects 
a memorable event of anal intercourse without a condom (or 
unprotected anal intercourse [UAI]), 2) the client completes a 
questionnaire containing self-justifications he might have used 
during the UAI event, 3) the counselor helps the client draw 
out the story of the memorable UAI event, 4) the counselor 
helps the client identify self-justifications that facilitated the 
UAI, and 5) the client decides how to handle future risky 
situations (Figure).

PCC was adapted for episodic SUMSM by focusing on self-
justifications for engaging in UAI and concurrent substance 
use. The adapted PCC questionnaire included 17 items 
retained from the original PCC and 31 newly developed items 
specific to episodic SUMSM (43). A list of the most common 
self-justifications endorsed by SUMSM and details regarding 
the adaptation are reported elsewhere (43).

Step 1. Counselor asks client to recall a recent memorable event of UAI.

Purpose: After the client is determined to be eligible for PCC, the counselor 
asks him to think of a recent memorable event of UAI. Through conversation, 
the counselor helps the client identify an appropriate incident.

Step 2. Counselor administers PCC questionnaire.

Purpose: Once an appropriate incident is identi�ed, the counselor asks the 
client to complete the PCC questionnaire with the speci�c event in mind.

Step 3. Counselor assists client to draw out story and asks about his 
thoughts and feelings.

Purpose: The counselor helps the client tell the whole story of the recent 
event of UAI—what led up to it, what he did, what happened afterward, 
and how he felt about it. As the client tells his story, the counselor asks what 
his thoughts and feelings were before, during, and after.

Step 4. Counselor identi�es and discusses the self-justi�cation(s) with client.

Purpose: While listening for any self-justi�cations for UAI, such as “It just 
happened, I didn’t mean to,” the counselor asks the client how and to what 
extent he thought about HIV transmission during the event. The counselor 
asks the client what he thinks now about the self-justi�cations that were in 
his mind during the UAI event.

Step 5. Counselor asks client about approaches he will take in the future.

Purpose: After the story has been told and the client has re�ected on his 
thoughts and feelings, the counselor asks the client what he thinks will 
happen in the future, what he thinks he will do in a similar situation, and 
how he might approach it di�erently. The counselor supports the client’s 
constructive plans.

FIGURE. Five steps to implementing PCC risk-reduction intervention 
for men who have sex with men

Source: Adapted from University of California San Francisco, AIDS Health Project. 
Personalized cognitive counseling implementation manual. San Francisco, CA: 
University of California San Francisco; 2011. https://effectiveinterventions.cdc.
gov/docs/default-source/pcc-docs/13-0204_PCC_Final_IM_Appendices_and_
Workbook.pdf?sfvrsn=0.
Abbreviations: PCC = Personalized Cognitive Counseling; UAI = unprotected 
anal intercourse.
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Data Collection and Analysis 
The randomized trial occurred during May 2010–May 2012 

in San Francisco. Episodic SUMSM who reported engaging in 
UAI while under the influence of alcohol and other drugs were 
recruited via street outreach at community venues frequented 
by MSM (e.g., outside of bars, clubs, gyms, and grocery stores). 
To recruit a racially and ethnically diverse sample, recruitment 
also occurred at community-based organizations serving black, 
Latino, and Asian/Pacific Islander MSM.

Eligible MSM included those reporting UAI with men while 
under the influence of one or any combination of substances 
(methamphetamine, poppers, crack or powder cocaine, or 
alcohol [if binge drinking]) 2 hours before or during sex 
within the past 6 months. Men were assigned randomly to 
either the intervention group (i.e., adapted PCC plus a rapid 
HIV test; n = 162) or the control group (i.e., rapid HIV test 
only; n = 164). All participants completed assessments at 
baseline and at 3- and 6-month follow-up, received a rapid 
HIV test following CDC’s guidelines for HIV testing in 
health care settings (46), and received monetary incentives for 
participation. PCC participants received a booster intervention 
session after completing the 3-month follow-up assessment. 
Details regarding the adapted intervention and study methods 
are reported elsewhere (43). All study activities took place at the 
San Francisco Department of Public Health, and the University 
of California Committee on Human Research approved the 
study protocol.

Sexual risk outcomes reported during the past 3 months 
included number of UAI events (by type [insertive or receptive] 
and total number), number of UAI partners, number of UAI 
events with three most recent nonprimary partners, number of 
serodiscordant UAI events, and number of condom-protected 
anal intercourse events. Substance-use outcomes during the 
past 3 months included use of the following substances: 
alcohol when binge drinking (i.e., five or more drinks per 
occasion), ecstasy, gamma-hydroxybutyrate (GHB), marijuana, 
methamphetamine, poppers, crack, cocaine, prescription 
opioids (codeine, Vicodin, and OxyContin), and erectile 
dysfunction drugs (Viagra, Levitra, and Cialis). Substance use 
concurrent with sexual risk outcomes (e.g., number of UAI 
events) during the past 3 months were also assessed. Baseline 
self-reported substance dependence for methamphetamines, 
poppers, cocaine, and alcohol were defined according to the 
Severity of Dependence Scale (47).

Intervention efficacy was evaluated using generalized 
estimating equation models to test group-specific linear trends 
on outcomes across three study visits: baseline and 3- and 
6-month follow-ups. Overall, 96% of participants completed 
the 3- and 6-month follow-up assessments. Intervention efficacy 

analyses were stratified according to substance dependence. 
For analyses assessing substance-use outcomes, event-level 
data were collected on substances used within 2 hours before/
during UAI events. Intent-to-treat analyses were conducted 
according to random allocation to study arm and including all 
observed study data. Logistic (binary outcomes) and negative 
binomial (events outcomes) generalized estimating equation 
models with robust standard errors were used to evaluate linear 
trends in alcohol and substance-use outcomes throughout 
the 6 months of follow-up. Economic or cost data were not 
assessed in this study.

Results
Among the 326 participants, 47% were white and 53% 

were nonwhite, including 26% Hispanic/Latino, 11% Asian/
Pacific Islander, 10% black, and 6% mixed or other race (44). 
The mean age of participants was 33.6 years. At baseline, 89% 
of participants self-reported binge drinking, 42% reported 
popper use, 34% cocaine use (powder or crack), and 10% 
methamphetamine use. A total of 138 participants (42% of 
the 326 SUMSM) were classified as substance dependent based 
on the Severity of Dependence Scale, including 7 men for 
methamphetamines, 12 for poppers, 21 for cocaine, and 122 
for alcohol. Among the total sample of 326 participants, two 
tested HIV-positive at the baseline visit, three at the 3-month 
visit, and none at the 6-month visit. No statistically significant 
between-group differences were found in the overall sample of 
episodic SUMSM on demographic characteristics; the primary 
sexual risk outcomes of number of UAI events, number of UAI 
partners, and number of UAI events with three most recent 
nonprimary partners; and the primary substance-use outcomes 
including use of methamphetamines, poppers, cocaine (powder 
or crack), and binge drinking.

PCC participants exhibited a trend for greater reductions 
in number of receptive UAI events over the entire study 
period than control participants (rate ratio [RR]: 0.57; 
95% confidence interval [CI]: 0.33–1.01) (44). A planned 
subgroup analysis of 188 nondependent, episodic SUMSM 
(93 PCC and 95 control) found a 44% greater reduction in 
the number of UAI events with three most recent partners 
among PCC participants relative to controls (RR: 0.56; 95% 
CI: 0.34–0.92) over the study period. In subgroup analyses of 
nondependent SUMSM of color (i.e., men who were black, 
Hispanic/Latino, Asian, or mixed race/ethnicity) (44 PCC 
and 51 control), PCC participants reported a 59% greater 
reduction in total number of UAI events (RR: 0.41; 95% 
CI: 0.18–0.95) and 63% greater reduction in number of UAI 
events with three most recent nonprimary partners (RR: 0.37; 
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95% CI: 0.16–0.87) than controls over the study period. No 
significant intervention effects were found among the 138 
substance-dependent participants.

For substance-use outcomes in the total sample of 326 
SUMSM (45), PCC participants reported significantly 
greater rates of abstinence from alcohol (RR: 0.93; 95% 
CI: 0.89–0.97), abstinence from marijuana (RR: 0.84; 95% 
CI: 0.73–0.98), and abstinence from erectile dysfunction 
drugs (RR: 0.51; 95% CI: 0.33–0.79) than controls over the 
study period (44). In addition, PCC participants reported a 
46% greater reduction in frequency of alcohol intoxication 
(RR: 0.54; 95% CI: 0.34–0.85) and a 74% greater reduction 
in mean number of UAI events while under the influence 
of methamphetamine (RR: 0.26; 95% CI: 0.08–0.84) than 
controls over the study period.

Discussion
On the basis of the evidence of two randomized trials 

(36–38), CDC identified PCC as a “best evidence” HIV 
behavioral intervention. The intervention is listed in CDC’s 
online Compendium of Evidence-Based Interventions and Best 
Practices for HIV Prevention (48). The findings of Project 
ECHO, a rigorous evaluation of the adapted PCC intervention 
for episodic SUMSM, further demonstrated the efficacy of 
PCC for reducing HIV-related substance-use risk behaviors 
(45). The study also demonstrated efficacy of PCC for reducing 
sexual risk behaviors among SUMSM who are not dependent 
on targeted substances (44).

These findings add to a growing body of evidence that PCC 
reduces risk behaviors among HIV-negative MSM (36–38). 
The delivery of PCC in conjunction with HIV testing is 
critical for high-risk MSM who might be unaware of their HIV 
serostatus. The intervention delivered within this context can 
also support linkage of these high-risk HIV-negative MSM to 
other HIV prevention programs and services, like antiretroviral 
preexposure prophylaxis (PrEP) for HIV prevention (49,50).

In 2007, CDC funded the development of a user-friendly 
intervention package of the original PCC (51). The package 
includes a starter kit, implementation manual and workbook, 
cost estimate worksheet, and guidance on technical assistance 
(52). These materials are available online for use by HIV 
prevention providers (53). A PCC training curriculum and an 
agency manager training program are also available online (54).

Since 2011, CDC has supported the national dissemination 
of PCC to agencies serving high-risk, HIV-negative MSM. 
To maximize the impact of HIV prevention in the United 
States, CDC redirected approximately $20 million in 
fiscal year 2014 HIV prevention funds to better align 

community-based organizations (CBOs) activities with 
CDC’s high-impact HIV prevention approach (55). CBO 
resources were redirected toward high-impact HIV prevention 
strategies and interventions, including HIV testing, linkage 
to and engagement and retention of HIV-diagnosed persons 
in medical care, and use of evidence-based behavioral 
interventions that are scalable, cost-effective, and scientifically 
proven (56). PCC is one of nine behavioral interventions 
for high-risk, HIV-negative persons prioritized by CDC for 
implementation by CBOs (57).

As of August 2014, of the 48 CBOs funded by CDC under 
three separate funding opportunity announcements to deliver 
PCC, 43 (90%) are delivering PCC to MSM and transgender 
persons. These CBOs are located in 19 states, the District of 
Columbia, Puerto Rico, and the U.S. Virgin Islands and serve 
MSM and transgender persons of diverse races and ethnicities. 
Additional HIV prevention programs are funded by U.S. state, 
local, and territorial health departments to implement PCC.

During February 2011–June 2014, a total of 932 persons, 
representing 344 HIV prevention service organizations, 
completed one of 67 trainings for counselors offered by 
CDC on the PCC curriculum. These 932 persons represent 
155 CBOs, 48 health departments, and 141 other agencies, 
including health clinics, private practices, and universities and 
represent various occupations (e.g., health educators, substance 
abuse counselors, clergy/faith-based counselors, and social 
workers). Persons attending PCC trainings serve diverse MSM 
and transgender populations at high risk for HIV infection, 
including incarcerated and paroled persons, homeless persons, 
persons who abuse substances, sex workers, and refugees and 
migrants. On the basis of the results of Project ECHO, the 
San Francisco Department of Public Health is supporting 
implementation of the adapted PCC to address binge drinking 
among MSM (D. Geckeler, San Francisco Department of 
Public Health, personal communication, July 2014).

Feasibility
Several features of PCC enhance the feasibility of its 

implementation. The intervention is brief, delivered with 
HIV testing, and of relatively low cost (i.e., estimated $145 
per client served) (58). These features make the intervention 
attractive to diverse HIV prevention agencies. As a single-
session intervention, issues of client engagement and retention 
commonly associated with multisession interventions are 
minimized (59). Because of the brevity of PCC, counselors only 
attend 2 days of classroom training, which reduces the amount 
of time agency staff are away from the office. In addition, as 
demonstrated by Project ECHO, clients might receive more 



Supplement

MMWR / February 12, 2016 / Vol. 65 / No. 1 47US Department of Health and Human Services/Centers for Disease Control and Prevention

than one PCC session that can be tailored to address persistent 
risky behavior.

PCC also allows for flexibility in counselor qualifications and 
delivery setting. PCC has demonstrated efficacy when delivered 
by both professionals (36) and paraprofessionals (37,44). The 
intervention can also be conducted in clinical and nonclinical 
settings as long as confidentiality can be assured. Because PCC 
is frequently conducted within HIV testing programs, existing 
HIV test counselors can be trained to screen for and conduct 
the intervention.

HIV behavioral interventions that can be combined with 
effective biomedical interventions (e.g., antiretroviral PrEP for 
HIV prevention) are critically needed (60). The feasibility of 
implementing PCC with HIV testing suggests the intervention 
can help screen MSM at substantial risk for acquiring HIV 
infection who are likely to benefit from PrEP.

CDC is committed to sustaining the implementation 
of high-impact, evidence-based, behavioral interventions, 
including PCC. The CDC approach involves eight key 
activities: 1) planning dissemination of interventions with 
both researchers and public health stakeholders; 2) marketing 
interventions to encourage customer choice; 3) supporting 
changes to policies regarding funding announcements, clinical 
guidelines, and program guidance that support evidence-
based practices; 4) disseminating intervention resources; 
5) providing intervention training; 6) building capacity for 
and providing technical assistance with the intervention; 
7) improving quality; and 8) evaluating dissemination (61). 
CDC funds capacity-building assistance providers to support 
PCC implementation.

PCC is flexible in addressing the risk-reduction needs of 
diverse clients because each session is individualized and 
addresses the client’s unique thought process during a recent 
and memorable risky event. Moreover, PCC efficacy trials 
demonstrated the intervention remained efficacious among 
MSM of various races/ethnicities (39,44). Implementation 
funding from CDC has resulted in applications of the 
intervention in new populations and contexts. For example, 
guidance is available on adapting the original PCC curriculum 
for transgender women who have sex with men (62). 
Implementation materials are also available in Spanish. CDC 
supports technical assistance on adapting PCC for different 
populations and settings.

Limitations
The Project ECHO efficacy study is subject to at least three 

limitations. First, similar to many behavioral intervention 
trials, intervention efficacy might be over- or under-estimated 

because behavior might not result in significant reductions in 
incidence of STDs including HIV infection. Second, sexual 
risk and substance-use behaviors were self-reported and might 
be subject to recall and social-response biases. Third, the PCC 
efficacy trials, including Project ECHO, were conducted in San 
Francisco, California, and might not be generalizable to other 
U.S. jurisdictions. San Francisco is a city with a long history 
of HIV infection among MSM, strong community norms 
regarding risk behavior, and well-established partnerships 
between the health department, community members, and 
local organizations, which allows for the design and delivery 
of effective HIV prevention programs and services (63). 
However, HIV surveillance data reported by the San Francisco 
Department of Public Health for 2013 indicated that newly 
diagnosed white MSM cases declined from 2006 to 2013, but 
new diagnoses among Hispanic/Latino, African American, and 
other racial/ethnic groups of MSM were fairly stable during this 
same period (64). Additional studies are needed to demonstrate 
the effectiveness and generalizability of PCC among diverse 
MSM populations, delivery settings, and geographic regions.

The PCC intervention is subject to at least one limitation, 
the brevity of the 30-minute to 50-minute counseling session. 
Although brief behavioral counseling might be appropriate for 
most at-risk MSM, some MSM might require intensive risk-
reduction counseling and treatment. Importantly, the findings 
of Project ECHO suggest PCC might not be appropriate 
for MSM who are dependent on alcohol and other drugs. 
Moreover, one efficacy trial suggests PCC is not appropriate 
for reducing risky sexual behavior among MSM living with 
HIV infection (39).

Conclusion
Although MSM continue to be affected disproportionately 

by HIV infection in the United States, evidence-based 
behavioral interventions for these men remain limited (34). 
The efficacy of the adapted PCC intervention for reducing 
HIV-related risk behaviors in a group of white and nonwhite 
episodic SUMSM in San Francisco, particularly among those 
who were nondependent episodic SUMSM, has potential for 
public health impact within the context of persistent rates 
of HIV infection among MSM. PCC is an efficacious brief 
counseling intervention designed to reduce HIV-related risk 
behaviors among diverse groups of MSM. The adapted PCC 
for episodic SUMSM is the only behavioral intervention 
with proven efficacy to reduce substance-use risk behaviors 
among MSM. In addition, PCC is an important component 
of a comprehensive HIV prevention program for high-risk 
MSM and is consistent with the goals of the National HIV/
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AIDS Strategy (33) and CDC’s high-impact HIV prevention 
approach (56). PCC can be delivered to diverse populations 
of MSM in conjunction with rapid HIV testing and can be 
used to identify MSM at substantial risk for HIV infection 
who could benefit from additional prevention programs. 
The original PCC and its adapted versions can contribute to 
reducing HIV-related health disparities among high-risk MSM 
by raising awareness of and promoting reductions in personal 
risk behaviors. 
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