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Why counsel?

• Reduce high risk behavior
• Reduce transmission of HIV virus
• Reduce progression of HIV disease

• Increase adherence
• Reduce morbidity and mortality



Traditional counseling

• Immediate and Total Abstinence
• Provider set goals
• Confrontational
• Dichotomis

• Good (What I say)
• Bad (What you do)

• Nearly Completely Ineffective!!



What is the preferred methodWhat is the preferred method 
for counseling HIV clients on 

risk reduction?
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Harm Reduction

• Adapted from substance abuse treatment
• Behavioral Shaping

• Health behavior change is gradual
• Customized treatment to meet patient’s 

needs
• Develop an alliance

• Mutually agreed upon goals
• Reduced confrontation



Harm Reduction

• Transtheoretical Model of Behavioral 
ChChange
• Prochaska & DiClemente, 1982

• Motivational Interviewing
• Miller & Rollnick, 2002



Transtheoretical Model

• Gradual Behavioral Change
• Conceptualized stages

• Identify patient’s current stage
• Strategies to advance the stage

• Understanding of backward and forward 
progress of change
• Reduced provider frustration
• Increased patient acceptance



In the transtheorectical model 
f h hi h t fof change which stage of 

change is associated with g
monitoring progress and 

problem solving?problem solving?
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Stages of Change

• Pre-contemplative
• Denial the behavior is harmful

• Contemplation
• Considering there may be value in 

changing the behavior
• Preparation

• Planning behavioral change

Prochaska & DiClemente, 1982



Stages of Change

• Action
• Implementing the plan

• Maintenance
• Monitoring progress
• Problem solving

• Relapse Prevention
• Identifying relapse triggersy g p gg
• Creating Strategies to avoid relapse

Prochaska & DiClemente, 1982



Risk Diagnosis Questionnaire

• Starting point for clinical interaction
• Simple self report instrument

• 13 questions
• Clinically validated

• Rapidly elicits risk behavior without 
appearing judgmental

Callahan 2007
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Motivational Interviewing
Miller & Rollnick, 2002,

• Patient’s are ambivalent
I di t iti d f t• Immediate positive reward for current 
behavior

• Delayed ambiguous reward for change• Delayed ambiguous reward for change
• Recognize the patient’s desire to continue 

current behavior
• Support and encourage recognition of 

helpfulness of behavioral change
• Strategy to move patient along stages of 

change



Principles of MI

• Express Empathy 
• seeing the world through the client's eyesseeing the world through the client s eyes

• Support Self-Efficacy 
• no "right way" to change

Cli t ibl f h i d i t• Clients responsible for choosing and carrying out 
actions

• Roll with Resistance
l d t fi ht li t i t• counselor does not fight client resistance 

• Develop Discrepancy 
• Motivation for change occurs when people g p p

perceive a discrepancy between where they are 
and where they want to be



O A R S

1) O d d ti1) Open-ended questions

2) Affirmations

3) Reflective listening 

4) Summaries



Which technique in 
ti ti l i t i i imotivational interviewing is 

used to actively guide patients y g p
toward material for change?
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Open Ended QuestionsOpen Ended Questions

T i l h t i iti l ti t• Typical approach to initial patient 
interactions
C t b d ith “ ” “ ”• Cannot be answered with “yes” or “no”

• Encourage discussion
“S d b f k f• “So you stayed sober for a week after 
treatment. How were you able to stay 
sober for that week?”sober for that week?



Affirmations

• Statements of recognition about client 
t thstrengths
• Rapport Building
• Rare commodity in stigmatized populations
• Must be genuine



Reflective listening

• Actively guide the client towards certain 
t i lmaterials

• Focus on client change talk

• "You don’t really like to take medications, 
b t f id f b i ill dbut you are afraid of becoming more ill and 
your counts are down."



Simple Reflection

• Client: But I can't quit drinking. I mean, all 
f f i d d i k!of my friends drink!

• Counselor: Quitting drinking seems nearly 
impossible because you spend so much 
time with others who drinktime with others who drink.



Double-sided Reflection

• Client: But I can't quit drinking. I mean, all 
f f i d d i k!of my friends drink!

• Counselor: You can't imagine how you 
could not drink with your friends, and at 
the same time you're worried about howthe same time you re worried about how 
it's affecting you.



Shifting Focus

• Client: But I can't quit drinking. I mean, all 
of my friends drink!of my friends drink!

• Counselor: You're getting way ahead of• Counselor: You re getting way ahead of 
things here. I'm not talking about your 
quitting drinking here, and I don't think 
you should get stuck on that concern right 
now. Let's just stay with what we're doing 
here - talking through the issues - andhere talking through the issues and 
later on we can worry about what, if 
anything, you want to do about it.



Summaries

• Specialized form of reflective listening
i t i t t i li t• communicate your interest in a client

• call attention to salient elements of the 
discussiondiscussion

• shift attention or direction
• “Let me stop and summarizeLet me stop and summarize……

• This is an area where you need to watch 
that your wisdom and experience doesn't y p
keep you from listening to your client's 
understanding of the problem.



http://www.motivationalinterview.org/

http://pubs niaaa nih gov/publications/MATCHSeries3/
Project MATCH

http://pubs.niaaa.nih.gov/publications/MATCHSeries3/



Desensitization

• Health care workers can be uncomfortable 
di i th d t il f h ldiscussing the details of homosexual 
behavior and illicit drug use
D l f t bl l• Develop a comfortable vernacular

• Practice with colleagues



Jargon

• Non-medical jargon can increase patient 
f t ith di icomfort with discussion

• Echo the patient’s words, literally
• Asking patients to define terms builds 

rapport
O li f l ifi ti f J• Online sources for clarification of Jargon
• http://www.whitehousedrugpolicy.gov/streetterms

C ti d i d!• Caution advised!



Humor

• Reduce patient discomfort
• Carefully titrated doses

• Avoid mocking the patient
• Avoid minimizing serious 

concerns
• Avoid undermining your 

efficacy


