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Abstract
This systematic review provides an examination of the status of HIV/AIDS prevention interventions for Black, heterosexual 
women in the U.S. from 2012 to 2019. Using PRISMA guidelines, 28 interventions were identified. Over half of the interven-
tions were: conducted in the southern region of the U.S.; evaluated using a randomized controlled trial; focused on adults; 
used a group-based intervention delivery; were behaviorally focused and theoretically driven. None included biomedical 
strategies of PrEP, nPEP, and TasP. Few interventions included adolescent or aging Black women; none included their sex/
romantic partners. Future studies dedicated to addressing the specific needs of subpopulations of Black, heterosexual women 
may provide opportunities to expand and/or tailor current and future HIV/AIDS prevention interventions, including offer-
ing participants with options to choose which, and the level of involvement, of their sex/romantic partner(s) in their sexual 
health decision-making. While strides to improve HIV prevention efforts with Black, heterosexual women have occurred, 
more is needed.
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Introduction

In 2018, more than 7000 women were diagnosed with HIV 
in the United States [1]. Of these diagnoses, 85% (n = 6014) 
were attributed to heterosexual contact; more than 1000 
cases were due to injection drug use [1]. Women’s risk for 
HIV can increase due to their partner(s) high-risk behaviors, 
such as unprotected sex with other partners (male or female) 
and/or injection drug use [2]. There is also a differentia-
tion in HIV risk due to age. The 2017 Centers for Disease 
Control and Prevention (CDC) HIV Surveillance Report [3] 
noted women over the age of 25 had higher percentages of 
new HIV diagnoses (25–34: 27%; 35–44: 23%; 45–54: 20%) 

compared to adolescent women (13–24: 14%) and women 
over the age of 55 (> 55: 16%). However, not all women are 
equally affected by HIV.

Since 2014, Black women have accounted for the largest 
numbers of HIV diagnoses among females [1]. Black women 
currently account for 13% of the U.S. female population, 
yet in 2018, represented 58% of HIV diagnoses with 92% 
of these being attributed to heterosexual contact [1]. Unlike 
other female racial groups, Black women are at greater 
risk for HIV acquisition due to social and structural fac-
tors related to their: selection of sexual partners [4]; their 
own and partners’ incarceration [5–7]; uninformed HIV 
status or partner’s HIV status [8–10]; poverty [11, 12]; low 
education [11, 13]; and lack of access to healthcare [12]. 
Insufficient knowledge of HIV prevention methods, racism, 
unemployment, intimate partner violence (IPV), and gender 
roles also affect Black women’s risk for HIV [14, 15]. The 
added responsibilities of caring for children and other fam-
ily members can further influence Black women’s ability to 
cope and adjust to an HIV diagnosis [16].

With regard to women living with HIV (WLWH), this 
group represented 24% (n = 245,154) of those diagnosed 
with HIV in the U.S.[1]. Compared to HIV-negative women, 
WLWH experience different social and structural barriers 

Electronic supplementary material  The online version of this 
article (https​://doi.org/10.1007/s1046​1-020-03029​-3) contains 
supplementary material, which is available to authorized users.

 *	 Amber I. Sophus 
	 asophus@hawaii.edu

1	 Office of Public Health Studies, University of Hawai’i 
at Mānoa, 1960 East‑West Road, Honolulu, HI 96822, USA

2	 Robert Stempel College of Public Health and Social Work, 
Florida International University, Miami, FL, USA

http://orcid.org/0000-0001-5729-5821
http://crossmark.crossref.org/dialog/?doi=10.1007/s10461-020-03029-3&domain=pdf
https://doi.org/10.1007/s10461-020-03029-3


733AIDS and Behavior (2021) 25:732–747	

1 3

relative to access to medical care and treatment [17, 18]. 
Adherence to HIV care is the most important factor that can 
improve health outcomes for individuals living with HIV. In 
the U.S., obtaining regular HIV care and viral suppression 
has been identified as an issue among Black individuals [19]. 
Social inequalities, domestic violence, and cultural expec-
tations can further marginalize WLWH [17]. Compared to 
men living with HIV, WLWH are disproportionately affected 
by trauma experiences and posttraumatic stress disorder [20, 
21]. WLWH are at risk for mental health disorders due to 
HIV related stigma [22–24] and perceived discrimination 
[23]. Lack of knowledge concerning risk of HIV transmis-
sion, lack of HIV status disclosure, and delays in linkage 
to care further affect WLWH. Additionally, WLWH with 
abusive histories have been identified as having higher rates 
of unprotected sex, high numbers of sexual partners, and 
poor adherence to treatment [25–27].

Regional disparities in HIV diagnosis also exist for Black 
women. The Southern region of the U.S. (herein referred 
to as the ‘South’) is the epicenter of the HIV epidemic and 
includes the states of Alabama, Arkansas, Delaware, Florida, 
Georgia, Kentucky, Louisiana, Maryland, Mississippi, North 
Carolina, Oklahoma, South Carolina, Tennessee, Texas, Vir-
ginia, and West Virginia. In 2018, the South had the highest 
rate of HIV diagnosis (15.6 per 100,000) and contributed to 
more HIV diagnoses among females than any other region 
(n = 3988) [1]. Black women in the South also had the high-
est rate of HIV diagnoses compared to all other female racial 
groups (24.6 per 100,000) [1], and accounted for 69% of all 
diagnoses among women in that region [2, 28, 29]. High 
rates of HIV diagnoses in the South may be due to poor 
population health, high poverty rates, and negative health 
outcomes for HIV-infected individuals [28–30]. Despite 
these statistics and known factors related to Black women’s 
risk for HIV acquisition and/or onward transmission, limited 
research has been done to understand the current status of 
HIV and AIDS prevention interventions for Black women 
in the U.S.

Systematic Reviews Examining HIV Prevention 
Interventions for Black Women

Prior systematic literature reviews have examined HIV/
AIDS prevention interventions for Black women in various 
contexts, including: sexual health [31]; addressing depres-
sion through sexual risk reduction [32]; HIV testing [33]; 
HIV risk reduction [34]; stigma reduction [35]; social and 
structural determinants of HIV treatment and patient care 
[18, 36]; and self-management of HIV and diabetes [37]. 
While these published systematic reviews have expanded 
our scope of the types of interventions that are available for 
Black women, there are aspects of these reviews that warrant 
further investigation of the literature.

First, previous systematic reviews that examine HIV 
prevention interventions for Black women include litera-
ture published prior to 2012 [31, 36]. While doing so does 
provide an extensive overview of the literature, it may: (1) 
include prevention interventions that may no longer be avail-
able; (2) may not consider the epidemiological shift in new 
HIV/AIDS diagnoses (e.g., the increase in new HIV/AIDS 
diagnoses among women over age 25 (3) and the elderly 
population [38]); and/or (3) exclude interventions that may 
include recently developed biomedical HIV prevention 
strategies. Biomedical strategies for HIV prevention aim to 
significantly decrease the acquisition or onward transmis-
sion of HIV [39, 40]. Biomedical strategies for HIV-negative 
individuals include non-occupational post-exposure prophy-
laxis, nPEP [41], and pre-exposure prophylaxis, PrEP [42]. 
Though not a new biomedical strategy, treatment as preven-
tion, TasP [43, 44] and antiretroviral treatment, ART [45, 
46] are for people living with HIV (PLWH).

Second, some prior systematic reviews have examined 
HIV/AIDS prevention interventions conducted both in the 
U.S. and internationally [36]. While examining domestic 
and international interventions simultaneously is notewor-
thy, perceptions of Black women’s risk and associated risk 
factors may differ in international countries compared to the 
U.S. (e.g., historical and cultural contexts relative to gender 
and health, differences in health care access). As such, there 
is a need to examine peer reviewed literature on HIV/AIDS 
prevention interventions among Black women primarily in 
the U.S.

Purpose

Since 2012, a systematic review on all HIV/AIDS preven-
tion interventions for Black women in the U.S., not specific 
to a particular outcome or sub-population, and organized 
with consideration for newer strategies for HIV prevention, 
has not been conducted. The current systematic review 
aims to provide an overview by: (1) identifying HIV/AIDS 
prevention interventions for Black women in the U.S.; (2) 
describing the characteristics of these HIV/AIDS preven-
tion interventions; and (3) providing recommendations for 
the improvement of current and future interventions for this 
population.

Methods

Search Strategy

To thoroughly examine published literature regarding HIV 
prevention interventions for Black heterosexual women in 
the U.S., the following electronic databases were searched: 
PubMed; Web of Science; Psych Info; EBSCOhost: Health 
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Source (consumer edition and nursing/academic edition), 
CINHAL, and Academic Search Complete. In consultation 
with an informational services and instruction librarian, 
studies were identified using a combination of the follow-
ing MeSH terms: African American women AND (HIV 
OR human immunodeficiency virus) AND (prevent* OR 
intervention OR risk OR reduc* OR program OR trial* 
OR experiment OR efficac* OR impact) NOT transgender 
NOT incarcerated. To provide a more updated inquiry, two 
separate searches were conducted: May to August 2018 
and November to December 2019. The same databases 
and search terms were used for each search. For both time 
frames, the query was modified to fit specific requirements 
of each of the databases. Manual review of reference listings 
from relevant studies was conducted to capture additional 
articles that did not appear in previous electronic database 
searches.

Criteria for Selecting Studies

Only literature published between January 2012 and Decem-
ber 2019 were included in the current review. The year 
2012 was chosen as a cut-off date for two reasons. First, 
Truvada® (a composite of tenofovir and emtricitabine) was 
not approved by the FDA for PrEP until 2012. Second, other 
prevention strategies were not as prominent in the U.S. prior 
to 2012 (e.g., treatment as prevention, TasP [43, 44] and 
couples-based HIV testing and counseling, CHTC) [47–49].

Women within the prison system are disproportionately 
impacted by HIV [50–52]. The environment (e.g., the prison 
infrastructure [53, 54], prison management [53, 54], and 
allocation of housing) [55], as well as ethical considera-
tions regarding HIV/AIDS clinical research among those in 
prison [56] can elevate women’s vulnerability to (and factors 
associated with) HIV [53–55, 57]. Due to these differences 
in environmental, social, and economic factors, the HIV pre-
vention needs required for women within the prison system 
greatly differ from women not within the prison system. For 
these reasons, any HIV/AIDS prevention interventions that 
focused on women with criminal justice involvement, incar-
cerated women, or women recently released from prison 
were not included in the current review. Additionally, due to 
the unique HIV risk factors and characteristics of transgen-
der women [58, 59] compared to cisgender heterosexual 
women, interventions that focused on transgender women 
were also excluded from this review.

Target Population

Black heterosexual women were the population of interest 
for the current review. Interventions were not excluded if 
they had populations of pregnant and/or adolescent Black 
women.

Interventions

Interventions specifically intended for Black women, or 
those that had samples of 50% or more Black women were 
included. Of these 9 interventions, an exception was made 
for one intervention (No. 22), which had a mixed sample 
of Black men and women with 45% of women identifying 
as Black. With respect to theoretical frameworks used for 
intervention development, for any intervention in which 
the theory was not easily identified, authors were con-
tacted via email to obtain additional information regard-
ing the theoretical framework(s) or approach(es) used for 
their respective interventions.

Comparison and Study Design

As the purpose of this review is to provide an overview of 
the interventions for Black women in the U.S., interven-
tions were not excluded based on their study design.

Outcomes

All outcomes related to HIV/AIDS prevention were exam-
ined for each intervention. Specifically, interventions 
were categorized by the HIV status of their target popu-
lation (HIV-negative, WLWH, or both HIV-negative and 
WLWH). The outcomes associated with each intervention 
by their sample’s HIV status was also reported.

Data Extraction

Titles and abstracts were screened by the first author, and 
all irrelevant articles were excluded. The second author 
screened the remaining titles and abstracts then excluded 
additional articles that did not meet the overarching goals 
of the current review. Full texts were obtained for the 
remaining articles and screened by the first author against 
a screening sheet detailing the inclusion and exclusion 
criteria. All articles that did not meet this criterion were 
excluded. Specifically, interventions that were not pub-
lished between January 2012 and December 2019; focused 
on women with criminal justice involvement, women who 
are incarcerated, women recently released from prison, or 
transgender women; did not include at least 50% or more 
Black women in their sample population; or intervention 
outcomes were not related to HIV/AIDS prevention were 
excluded. Next, the second author screened any articles 
that were deemed questionable against the inclusion and 
exclusion checklist to determine their inclusion. Once 
complete, the remaining articles identified through our 
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search were put into Excel spreadsheets. The following 
information items were extracted from each article.

The article title, associated authors, year, abstract; and 
intervention name, study design, study location, timeline for 
data collection, sample size, serostatus of target population 
(i.e., HIV-negative, HIV-positive, or both), intervention aim 
or purpose, hypotheses and/or research question(s) (if appli-
cable), outcome measure(s), intervention type (behavioral, 
biomedical, structural, or a combination of these), interven-
tion approach (e.g., individual, group-based), population 
category (e.g., IDU, couples, pregnant women, adolescents, 
etc.), intervention description, duration of intervention, the-
oretical basis for intervention development, result(s) from 
testing the intervention, strength(s), and limitation(s). The 
spreadsheets combined to create a database for all informa-
tion included in this review.

Results

The findings from the current review were reported based 
on the PRISMA guidelines [60]. The following databases 
were searched for the current systematic review: PubMed 
(n = 387), EBSCOhost (Health Source, CINHAL, Academic 
Search Complete) (n = 392), Web of Science (n = 800), and 
Psych Info (n = 383), yielding a total of 1962 articles (see 
Fig. 1). Eight additional articles were identified through 
searching reference lists. After deleting all duplicates 
(n = 740), preliminary screening of titles and abstracts led to 
the exclusion of 1129 additional articles. These articles were 
excluded as they did not include heterosexual women, did 
not include 50% or more Black women, were international 
interventions, were conference abstracts, was an intervention 
that focused on populations other than heterosexual Black 
women or were irrelevant to the topic of the current review.

Full text articles of the remaining 101 records were exam-
ined by the first author and a second reviewer (blinded ini-
tials). After review, 61 additional published articles were 
excluded as they did not meet our inclusion criterion. Over-
all, 40 published articles, representing 28 interventions were 
included for review. A description of each intervention is 
located in Appendix A with the following characteristics: 
intervention name and supporting article(s) [by author(s) 
and publication year], study location, intervention type and 
design, sample (cases/controls), study purpose/aim, hypoth-
esis and/or research question(s), approach of intervention 
delivery (e.g., web-based, group-based, individual, etc.), and 
description of the intervention. All interventions are refer-
enced in the text using an intervention number (i.e., No. #). 
Three interventions did not specify an intervention name and 
will be referred to by the article’s author(s) and intervention 
number (No. 2, 10, 11).

Description of Interventions

Of the 28 interventions included in this review, 15 inter-
ventions were developed for HIV-negative Black women, 
10 interventions for Black women living with HIV 
(BWLWH), and 3 interventions included both BWLWH 
and HIV-negative Black women. Eighteen interventions 
focused specifically on Black participants as the popu-
lation of interest (i.e., 100% of the sample identified as 
Black), whereas nine interventions (Nos. 4, 6, 12, 15, 16, 
19, 22, 25, 26) had at least 50% Black women within their 
sample (e.g., oversampled Black women) (see Appendix 
A). Of these 9 interventions, an exception was made for 
one intervention (No. 22), which had a mixed sample of 
Black men and women with 45% of women identifying 
as Black. All 28 interventions were behaviorally focused. 
Nineteen of the interventions were conducted in the South 
and/or evaluated using a randomized control trial (RCT). 
The other study designs that were used to test for interven-
tion efficacy were: quasi-experimental (Nos. 2, 5, 10, 11, 
13, 17, 20, 24); secondary data analysis (No. 17); single 
case study (No. 26); intent-to-treat (No. 5); mixed methods 
(No. 19); and a combination of qualitative and quantitative 
research methods (not mixed methods) (No. 16).

Just over half of the interventions were delivered in 
either small or large groups (n = 16) (Nos. 3, 5, 7, 10, 12, 
13–15, 17, and 21–27), where 12 interventions used other 
approaches for delivery: individual [i.e., one-on-one (No. 
16, 20, and 28)]; via an iPod touch (No. 19); a combina-
tion of group and individual components (Nos. 4, 9, 18); 
the web/Internet (Nos. 1, 6, 8); theater (No. 2); through 
the use of amenities on a college campus (i.e., condom 
dispensers) (No. 11).

Population

All interventions included heterosexually-identified, Black 
women. More than 80% of interventions included adult 
Black women (aged 18 years or older) (n = 23); however, 
5 of the interventions included Black women who were 
between the ages of 13 and 20 years old and HIV-negative 
(Nos. 1, 7, 9, 14, and 15; refer to Appendix A for specific 
age ranges). Three interventions were developed for aging 
Black women (Nos. 22, 23, and 26), including one (No. 
26) that was adapted from SISTA (No. 5). Three interven-
tions were developed for both men and women (i.e., not 
couples) (Nos. 12, 16, and 21), and did not specifically 
address relationship-related issues. None of the interven-
tions identified in the current review were created for, or 
included couples of Black women and their sexual or rela-
tionship partner(s).
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At‑risk Sub‑groups

Among all interventions, only 6 focused on women identi-
fied as a ‘at risk’ sub-group for HIV (Nos. 5, 8, 9, 10, 21, 
28) [2, 3, 28, 61]. For example, one intervention focused 
on sexually active substance abusing Black women (No. 9) 

whereas a different intervention was designed for women 
who had experienced IPV (No. 10) based on: (1) having 
experienced physical abuse, rape, or sexual abuse within 2 
years prior to intervention participation, and (2) having had 
sex with an intimate partner when (the individual) did not 
want to within 2 years prior to intervention participation 

Fig. 1   PRISMA flow diagram
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[62]. With respect to drug and/or alcohol use, one inter-
vention was geared towards Black women who were non-
injecting crack cocaine users (No. 21), and one focused on 
Black women who traded sex for money or drugs (No. 28). 
For individuals living with HIV, there are some groups who 
are more likely to transmit HIV to others and/or experi-
ence higher stigma, stress, and/or lower social support [63, 
64]. The current review identified three interventions that 
enrolled women meeting some of this criterion (Nos. 20, 24, 
25). Sister to Sister (No. 20) was adapted to meet the needs 
of homeless Black women living in Los Angeles County 
[65]. Another example is Project THANKS (No. 24), which 
aimed to prevent and manage the multiple conditions of HIV 
and other chronic diseases among BWLWH with comor-
bidities who are substance abusers. Of interest, only one 
intervention aimed to improve family functioning by reduc-
ing childbearing stressors among mothers living with HIV 
(MOMS, No. 25).

Culturally Informed Interventions

Eleven interventions were culturally informed, where direct 
input from members of the target population was obtained 
during intervention development, which may have included 
the adaptation of specific content or messaging to help 
ensure the intervention was culturally appropriate and to 
help increase engagement (Nos. 1, 4, 5, 7, 9, 10, 12, 20, 
23, 24, 26, and 27). In this context, cultural appropriate-
ness refers to shared cultural experiences that can affect 
Black women’s risk for acquiring HIV. For example, SHIPS 
(No. 4) incorporated Black cultural messaging to increase 
learning about reducing unprotected sex. Project Ore (No. 
7) addressed cultural issues through stimulating discussions 
about HIV and sexually transmitted infections (STIs) with 
DVD clips of interviews with youth to reinforce the concept 
of connectedness to friends and community with an African 
rite of passage exercise and ritual.

To better address factors related to HIV, five interven-
tions used input from their target community (of Black 
women) for intervention development: Community Advi-
sory Board (Nos. 10 and 19), Community Coalition Board 
(No. 12), Teen or Youth Advisory Board (Nos. 1 and 9). 
One intervention, SISTA (No. 5) was created to be culturally 
relevant and gender appropriate by (1) having the ability to 
be adapted across different organizational sites; (2) using 
Black women as peer leaders to lead the intervention; and 
(3) using culturally appropriate activities of games, role play, 
videos, and discussions about STIs. This particular interven-
tion has also been adapted for different sub-populations of 
Black women, including for older Black women—Women 
to Women (W2W) (No. 26).

In addition, four interventions used community-based 
participatory research (CBPR) to develop or adapt the 

intervention (Nos. 10, 12, 22, and 23). In CBPR, diverse 
partners in the community are engaged (i.e., community 
engagement) to obtain and achieve multiple goals while 
addressing community-identified concerns [66]. For exam-
ple, Project Thanks (No. 23) used CBPR to develop the 
intervention through focus groups to better understand how 
Black women defined, conceptualized, and interpreted their 
overall health status in the context of having a chronic ill-
ness concurrent with HIV. As a result, an “overall wellness” 
curriculum was developed to help women adopt healthy 
lifestyle behaviors to prevent risk associated with chronic 
disease, and substance abuse associated with HIV-related 
health complications. HIV-RAAP (HIV/AIDS Risk Reduc-
tion Among Heterosexually Active African American Men 
and Women; No. 12) also used CBPR with a culture and 
gender sensitive approach that involved a Community 
Coalition Board (CCB) to conduct a needs assessment to 
identify women’s health priorities and concerns (e.g., HIV/
AIDS #1 health priority). The materials were then drafted, 
reviewed, and finalized by a panel of community and aca-
demic advisers that included African centered imagery 
and concepts. Staying true to CBPR, the CCB was actively 
involved throughout all stages of intervention development 
and delivery.

Outcomes of HIV/AIDS Prevention Interventions

Intervention effects were stratified and described based 
on the serostatus of each intervention’s sample popula-
tion. Among interventions for HIV-negative Black women 
(n = 15), eleven intervention effects were identified (see 
Table 1). Of which, a number of the interventions focused 
on decreasing women’s engagement in unprotected sex or 
increasing their use of condoms (n = 12; Nos. 1–9, 11, and 
14–15), increasing their knowledge on HIV/AIDS or STIs 
(in general) (n = 6; Nos. 1–3, 7, 8, 10), and reducing their 
use of substances with sex (i.e., alcohol or drug related 
risky sexual behaviors) (n = 7; Nos. 3, 5, 8–10, 13, and 14). 
Among interventions focusing on BWLWH (n = 10), seven 
intervention effects were identified across interventions 
(see Table 2). At least half of these interventions decreased 
unprotected sex or increased condom use (n = 5, Nos. 18, 
20–24); increased one’s ability to communicate regarding 
disclosure of their HIV status, risk reduction strategies, or 
social support (n = 6); and addressed psychosocial mediators 
of self-efficacy (n = 5) (see Table 2). Among interventions 
that included both HIV-negative women and WLWH (n = 3), 
ten intervention effects were identified across interventions 
(see Table 3). For example, two interventions decreased 
unprotected sex or increased condom use (Nos. 27 and 28), 
and two interventions increased HIV/AIDS or STI knowl-
edge (Nos. 26 and 27).
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None of the interventions included in the current review 
incorporated PrEP, nPEP, or TasP.

Theoretical Frameworks, Models, and Approaches Used 
for Intervention Development

Social cognitive theory (n = 10) and theory of gender 
and power (n = 10) were the most used frameworks for 
intervention development (see Table 4; Fig. 2). Eighteen 
interventions incorporated two or more theories, models, 
or approaches (Nos. 1, 3–6, 8, 9, 11–14, 17, 18, 21–27), 
whereas 6 interventions used one theoretical framework, 
model, or approach (Nos. 7, 10, 15, 16, 19, 20). Three inter-
ventions used theories that were specifically created for use 
among Black individuals: (1) Nguzo Saba (No. 12), (2) NTU 
(No. 12), and (3) Black Feminist Theory (Nos. 9 and 10).

Africentric perspectives, such as Nguzo Saba and NTU 
(i.e., the essence of life) [67] are used within HIV-RAAP 
(No. 12) to support the premise that Black individuals are 
“interconnected communally and influenced by commu-
nity decisions and lessons to be learned [68].” Africentrism 
refers to African influences on Black culture, conscious-
ness, behavior, and social organization [68, 69]. According 
to Patricia Hill Collins [69], Afrocentric analyses implies 
that people of African descent created and re-created a valu-
able system of ideas, social practices, and cultures that have 
been essential to Black survival. Nguzo Saba principles, also 
known as Kwanzaa, uses African culture-infused principles 
of Umoja-unity, Kujichagulia-self-determination, Ujima-
collective work and responsibility, Ijama-cooperative eco-
nomics, Nia-purpose, Kuumba-creativity, and Imani-faith, 
and was specifically used to aid in discussions and activities 
throughout the seven-session curriculum of HIV-RAAP (No. 
12) [67, 68]. Black feminist theory (BFT) aims to address 
and articulate the intersectional relationship of social, politi-
cal, and economic issues (i.e., racism and sexism) within the 
lives and experiences of women of the African diaspora, 
while also creating space for Black women to consider their 
own experiences [69–72]. Thus, Black women learn to per-
ceive the world and themselves from the perspective of their 
social group, also accounting for how they are perceived in 
the U.S. in a historical context. Through BFT, Black women 
can become empowered through consciousness changing in 
communities, and by taking steps to transform social institu-
tions and inequalities [70, 71]. Wechsburge and colleagues 
(No. 9) used BFT to guide the adaptation of Young Women’s 
CoOp across multiple HIV vulnerable female populations 
(e.g., substance using Black women), both internationally 
[73–75] and in the U.S.[76]. Alternatively, Rountree and 
colleagues (No. 10) used BFT to guide the cultural develop-
ment of their intervention to address HIV prevention needs 
of Black women who have experienced IPV.Ta
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Discussion

To our knowledge, the current review is the first to sum-
marize HIV/AIDS prevention interventions developed for 
Black, heterosexual women in the U.S. (specific to our inclu-
sion criteria). Forty articles representing 28 interventions 
were included in this review. Fifteen interventions were 
created for HIV-negative Black women, ten interventions 
were created for BWLWH, and 3 interventions included 
both BWLWH and HIV-negative Black women. Of inter-
est, 70% of included interventions were conducted in the 
South—a region where Black women are disproportionately 
affected by HIV. Though more efforts are needed to con-
tinue to decrease HIV incidence rates among Black women 
in this region, this finding highlights the continued effort 

to help improve HIV prevention efforts for this population. 
Additionally, no intervention focused on injection drug 
use as an outcome measure. Though substance abuse is an 
important contributing risk factor regarding heterosexual 
transmission of HIV and STIs among women [1, 2, 77–79], 
prior research has stated, “women who use and inject drugs 
remain underrepresented in many drug trials, studies, and 
hence in systematic review (78),” evident in the current find-
ings. As such, there may be a need to expand current pre-
vention interventions to identify not only substance-using 
Black women, but those who primarily inject drugs who 
need additional support and access to care. Furthermore, the 
current review highlights three main observations regard-
ing biomedical prevention strategies, addressing different 
sub-groups of Black, heterosexual women, and the option of 

Table 4   Theoretical frameworks, models, and approaches used for intervention development

Some interventions used multiple theoretical frameworks and approaches for intervention development and/or the adaptation of an intervention
a Represents an approach used for intervention development. Not a theoretical framework or model

Intervention number Theortical frameworks/models/approaches used in interventions Abbreviations

4 Adaptive Coping Behavior ACB
9, 10 Black Feminist Theory BFT
7 AIDS Risk Reduction Model ARRM
23 Amherst Writers as Artists Method AWA​
25 Bowen’s Family Systems Theory FST
10, 12, 23, 24 Community-Based Participatory Researcha CBPR
13 Cognitive Behavioral Therapy CBT
14 Cognitive-Behavioral Problem-Solving and Goal Setting CPG
17 Corrigan’s Principles of Strategic Stigma Change CPSSC
16 Disclosure Decision Making Model DD-MM
4 Edutainmenta Ed
9 Empowerment Framework EF
13 Experimental Learning Theory ELT
19 Qualitative Meta Synthesisa QMS
27 Health Belief Model HBM
15, 22 Information-Motivation-Behavioral Skills Model IMB
11, 21 Integrative Model of Behavioral Prediction IMBP
12 NTU NTU
12 Nguzu Saba NS
6 Power as Knowing Participation in Change Theory (PKPCT) PKPCT
13 Risk and Resiliency Theory RRT​
22 Self-efficacy Theory ST
6 Sex Script Theory SST
1, 3, 5, 8, 14, 18, 20, 21, 25, 26 Social Cognitive Theory SCT
13, 17 Social Learning Theory SLT
27 Social Norms Theory SNT
24 Socio-ecological Model SM
28 Strengths-Based Case Management SBCM
2 Theatera Theater
13 Therapeutic Alliance TA
1, 3, 5, 8, 11, 12, 14, 18, 26, 27 Theory of Gender and Power TGP
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Theory / Model / Approach Used For Intervention Development

 Frameworks/ Models / Approaches Abbreviations
Adaptive Coping Behavior ACB
Black Feminist Theory BFT
AIDS Risk Reduction Model ARRM
Amherst Writers as Artists Method AWA
Bowen's Family Systems Theory FST
Community-Based Participatory Research CBPR
Cognitive Behavioral Therapy CBT
Cognitive-behavioral problem-solving and goal setting CPG
Corrigan's Principles of Strategic Stigma Change CPSSC
Disclosure Decision Making Model DD-MM
Edutainment Ed
Empowerment Framework EF
Experimental Learning Theory ELT
Qualitative Meta Synthesis QMS
Health Belief Model HBM
Information-Motivation-Behavioral Skills Model IMB
Integrative Model of Behavioral Prediction IMBP
NTU NTU
Nguzu Saba NS
Power as Knowing Participation in Change Theory (PKPCT) PKPCT
Risk and Resiliency Theory RRT
Self-efficacy Theory ST
Sex Script Theory SST
Social Cognitive Theory SCT
Social Learning Theory SLT
Social Norms Theory SNT
Socio-ecological Model SM
Strengths-Based Case Management SBCM
Theater Theater
Therapeutic Alliance TA
Theory of Gender and Power TGP

Fig. 2   Theoretical frameworks, models, and approaches used for intervention development
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allowing participants to involve their sexual/romantic part-
ners in the intervention.

Effective Biomedical Prevention Strategies

None of the interventions in the current review included 
newer biomedical strategies of PrEP, nPEP, and TasP for 
HIV prevention. An additional online search (not included 
in the review) was conducted to determine if any of the 28 
interventions had biomedical components (e.g., PrEP, nPEP, 
TasP) that were not described in their academic articles. One 
intervention, Sister to Sister (No. 20), included an online 
factsheet (revised March of 2017) on guidelines for PrEP 
and nPEP use in the intervention’s program materials (see 
Appendix B) [80]. Improvement of HIV prevention efforts 
with Black women will require the use of both behavioral 
and biomedical (e.g., PrEP, nPEP, TasP) approaches.

Both PrEP and nPEP aim to prevent HIV acquisition 
among HIV-negative individuals. While nPEP is for HIV-
negative individuals believed to have been exposed to HIV 
(e.g., unprotected sexual intercourse or injection drug use) 
[41, 81], PrEP is for individuals who are HIV-negative and 
at high-risk for acquiring HIV [42, 82]. PrEP, in particular, 
has the potential to empower Black women to be autono-
mous about their sexual health and HIV prevention options 
[42, 82, 83]. Both nPEP and PrEP can be used without a 
partner’s knowledge or consent, which may be important 
for and appealing to Black women: across the age contin-
uum; with varying types of relationships; at risk for IPV 
[84]; who may face challenges with negotiating safer sex 
practices with their partners. At present, PrEP and nPEP 
are currently underutilized by Black women, which may 
be partially explained by their low awareness about these 
strategies as noted by one review on PrEP awareness [85]. 
TasP [43, 44, 86] is another effective biomedical strategy for 
HIV prevention that is often implemented by community-
based organizations and healthcare professionals through 
engagement in HIV care. The effectiveness of TasP centers 
on maintaining adherence to antiretroviral therapy (ART) 
among PLWH to ensure their viral loads remain undetect-
able to prevent onward transmission [43, 86, 87]. In addition 
to addressing the importance of adherence to ART, broader 
awareness about TasP may help decrease HIV-related stigma 
and improve support toward engaging and remaining in HIV 
care among BWLWH.

Toward the goal of reducing HIV incidence and HIV-
related disparities among Black women in the U.S., current 
and future HIV prevention interventions ought to include 
content, activities, and mechanisms to access nPEP, PrEP, 
and ART for TasP. The inclusion of all available biomedi-
cal strategies in interventions, regardless of Blacks women’s 
HIV serostatus, may be beneficial as it could help improve 
broader awareness and uptake, as well support for using such 

methods. Findings from the systematic review also high-
lighted that additional HIV prevention interventions may be 
needed to address the needs of adolescent and older Black 
women, in addition to those with sexual/romantic relation-
ship partners.

Adolescent Females

Five of the 28 interventions included in the review focused 
on adolescent, HIV-negative females (Nos. 1, 7, 9, 14, and 
15). In 2017, the prevalence of HIV among adolescents aged 
13 to 19 years in the U.S. was 8.1 per 100,000 [3]. There 
were 1060 Black adolescents diagnosed with HIV, and 128 
diagnosed with AIDS [3]. Many adolescents engage in risky 
sexual behaviors (e.g., multiple sexual partners, condomless 
sex), which increases their risk for acquiring or transmitting 
HIV and other STIs [88]. Adolescents living with HIV are 
also less likely to be linked to care compared to other age 
groups [88]. Although the National HIV/AIDS Strategy for 
2020 has indicated individuals aged 13 to 24 years as a target 
group for reducing new HIV infections [89], few interven-
tions were created for adolescents as evident in our findings. 
Tailoring future interventions to address the HIV prevention 
and treatment needs of Black adolescent females may help 
improve HIV-related outcomes in this sub-group of women.

Older Women

Interventions developed for Black women who are 45 years 
of age and older were uncommon in the published litera-
ture, as noted by the 3 interventions identified in this review 
(Nos. 22, 23, and 26). Two of the interventions included 
BWLWH (Nos. 22 and 23) whereas the other intervention 
included Black women of both HIV serostatuses (No. 26). 
Recent reports show an increase in HIV diagnoses among 
older adults, with adults between 45 and 49 years having a 
rate of 14.1 per 100,000; and adults between 50 and 54 years 
having a rate of 12.5 per 100,000 [90]. Compared to younger 
individuals, older adults are more likely to have late stage 
HIV infection at the time of diagnosis [61, 91], are less 
likely to be assessed for STIs due to ageism [61], often have 
misconceptions about the absence of STIs, and are more 
likely to refuse discussing HIV due to fear of stigma [91]. 
Older adults are also at increased risk of acquiring HIV due 
to engaging in unprotected sexual intercourse, lacking HIV 
prevention knowledge, and having low self-perceived risk 
for HIV [61, 92]. Co-morbid conditions such as diabetes, 
heart disease, and cancer in addition to accelerated aging 
caused by HIV can provide further complications for older 
WLWH [93]. As such, additional HIV/AIDS prevention 
interventions may be needed to address these specific needs 
of aging Black women.
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Women and Their Partner(s)

In the current review, none of the included interventions 
were designed for nor included Black women and their 
sexual and/or romantic relationship partner(s). Women’s 
HIV-related sexual risk behaviors (e.g., condomless inter-
course) are dyadic in nature. Women in relationships are 
at increased risk for HIV when one or both partners have 
more than one sexual partner, condoms are rarely or not 
at all used, and/or when IPV occurs [94, 95]. Although 
couples-based approaches to HIV prevention are available 
and can help address the specific vulnerability and expo-
sure women face regarding their gender roles, culturally and 
biologically [96–98], these interventions may have limita-
tions. For example, women may not be given the autonomy 
to choose which sexual partner(s) to include and involve 
in their sexual health decision-making, as well as the level 
of involvement they would want their partner to have with 
them in the intervention. Also, the various dyadic types of 
sexual and/or romantic relationships that women may have 
are often not fully considered in the context of couples-based 
interventions. According to Karney et al. [99], “a dyadic 
perspective on HIV-prevention is not the same as a relation-
ship perspective. All relationships are dyadic, but not all 
dyads are relationships…Within a dyadic perspective, there 
can be a continuum of involvement and influence ranging 
from superficial (one-time encounters) to enduring (long-
term relationships).” Thereby, the incorporation of a dyadic 
perspective for future HIV/AIDS prevention interventions 
may help further our understanding of Black women’s dif-
fering relationship contexts and their associated needs rela-
tive toward having interventions tailored to better meet their 
desired involvement and inclusion of sexual and/or romantic 
partner(s). Use of a dyadic perspective could also help illu-
minate what relational interactions, types and other qualities 
affect Black women’s HIV prevention and treatment needs 
and associated outcomes.

Limitations

Limitations to this review exist. While it is believed the 
current review was exhaustive, the search terms used for 
each database may have excluded words that could have 
been useful in finding additional interventions that focused 
on HIV/AIDS prevention interventions for Black women 
in the U.S. A librarian was consulted to elicit search terms 
that could be useful across the various databases. Due to 
the overlap of interventions found across databases and 
the data extraction strategies used, it is unlikely that many 
interventions were missed. To provide an overview of 
interventions for Black women in the U.S. with published 
results on efficacy, the current review did not include on-
going research studies found in online databases, such as 

Federal RePORTER (https://feder alreporter.nih.gov/) or 
Clinical Trials (https​://Clini​calTr​ials.gov). It is possible 
some on-going studies could include a predominant sam-
ple of Black, heterosexual women, inclusive of any of 
the aforementioned subgroups, and are using biomedical 
strategies for HIV prevention. The present review further 
focused on interventions that either solely included or had 
a sample population of at least 50% heterosexual Black 
women, excluding the one intervention that was included. 
Interventions with sample populations substantially less 
than 50% Black women may have had different or similar 
findings than what is reported in this review. Differentia-
tion between African Diasporas (i.e., African, Caribbean, 
Jamaican, Haitian, etc.) was also not done. Some HIV/
AIDS prevention interventions may be differently effec-
tive for different populations of Black women in the U.S. 
relative to their African Diaspora. Further, the current 
review did not include interventions designed for Black, 
heterosexual women with a previous or current history of 
criminal justice involvement and/or incarceration, includ-
ing prison. As noted in prior research [55, 56, 100, 101], 
women with recent or current involvement with the crim-
inal justice system (i.e., incarcerated in state or federal 
prison) may need different approaches for HIV preven-
tion, particularly within a prison setting, than what inter-
ventions in this review included. Due to these potential 
differences, a systematic review is warranted to examine 
the specific and unique HIV prevention needs of Black, 
heterosexual women who are or have been involved with 
the criminal justice system.

Conclusion

In light of these limitations, the current review identified and 
described the characteristics of 28 HIV/AIDS prevention 
interventions for Black, heterosexual women in the U.S., 
accompanied with providing relevant recommendations to 
help improve HIV/AIDS prevention efforts for this popula-
tion. There is an urgent and compelling need to reduce HIV-
related disparities among Black, heterosexual women in the 
U.S. While notable HIV/AIDS prevention interventions have 
been designed to address factors related to HIV among Black 
women, findings highlight opportunities to improve HIV/
AIDS prevention efforts with this population. Incorporating 
newer biomedical strategies for HIV prevention and increas-
ing prevention efforts among certain subpopulations of at-
risk heterosexual Black women may help further decrease 
HIV incidence rates and onward HIV transmission.
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