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Abstract SisterLove Inc., a community-based organiza-

tion (CBO) in Atlanta, Georgia, evaluated the efficacy of

its highly interactive, single-session HIV prevention

intervention for black women, the Healthy Love Workshop

(HLW). HLW is delivered to pre-existing groups of women

(e.g., friends, sororities) in settings of their choosing. Eli-

gible groups of women were randomly assigned to receive

the intervention (15 groups; 161 women) or a comparison

workshop (15 groups; 152 women). Behavioral assess-

ments were conducted at baseline and at 3- and 6-month

follow-ups. Among sexually active women at the 3-month

follow-up, HLW participants were more likely than com-

parison participants to report having used condoms during

vaginal sex with any male partner or with a primary male

partner, and to have used condoms at last vaginal, anal or

oral sex with any male partner. At the 6-month follow-up,

HLW participants were more likely to report condom use at

last vaginal, anal or oral sex with any male partner, and

having an HIV test and receiving their test results. The

study findings suggest that a single-session intervention

delivered to pre-existing groups of black women is an

efficacious approach to HIV prevention. This study also

demonstrates that a CBO can develop and deliver a

culturally appropriate, effective HIV prevention interven-

tion for the population it serves and, with adequate

resources and technical assistance, rigorously evaluate its

intervention.
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Introduction

Black women in the United States are severely affected by

HIV/AIDS. Although black/African American female

adults and adolescents represent only 12.8% of the U.S.

female population [1], they accounted for 61% of all

females living with HIV/AIDS in 2007 [2]. Further, the

HIV incidence rate among black females in 2007 was

almost 15 times the rate for white females and nearly 4

times the rate for Hispanic/Latino females [2]. These dis-

parities result from the longer-term effects of HIV/AIDS on

black women. HIV seroprevalence rates among black

women increased nearly three-fold, from 0.55% in 1988 to

1.49% in 2006 [3, 4]. These increases contributed to a near-

doubling—from 19% in 1989 to 35% in 2007—of new

AIDS cases reported yearly among black women as a

proportion of new cases reported among all Blacks [2, 5].

Further, one black woman in 30 is expected to be diag-

nosed with HIV during her lifetime [6], and HIV disease

was one of the three leading causes of death among black

women aged 25–34 years from 1991 to 2004 [7–10]. For

the vast majority of black women, the reported source of

HIV infection is unprotected sex with an infected male

partner [2].

More than one-third of the nearly 37 million black

Americans live in the South, and black women in this

region are particularly affected by HIV/AIDS [11, 12]. As
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of December 2006, the state of Georgia had the eighth

highest number of cumulative AIDS cases reported in the

U.S. [13], and black women accounted for 84% of all

women in the state diagnosed with AIDS from 1981

through 2006. In 2007, the Atlanta metropolitan area had

the eleventh highest rate of reported AIDS cases among

101 metropolitan statistical areas in the nation [2].

Six HIV prevention interventions that were either

designed for black women [14–16], or evaluated with a

majority of black women[17–19] have been classified by

the Centers for Disease Control and Prevention (CDC) as

demonstrating best-evidence of intervention efficacy [20,

21]. However, these interventions target specific high-risk

groups of black women, including clinic patients [14, 17,

18], crack cocaine users [15, 16], and women living with

HIV/AIDS [19]. Only one intervention [22] is currently

disseminated by the CDC’s Diffusion of Effective Behav-

ioral Interventions project [23] for the general population

of sexually active black women. Given the disproportionate

impact of HIV/AIDS on black women in general and the

limited availability of culturally appropriate, evidence-

based interventions for delivery to this population, there is

an urgent need for innovative approaches to prevent HIV

designed by and for black women.

During the mid to late 1980s, much of the available

HIV/AIDS-related information and services focused on

white gay men, and were less accessible or relevant to the

circumstances of women, and black women in particular.

Concerned about the growing evidence of AIDS’ impact on

black women and the absence of prevention interventions

for this population, a small group of black women’s health

and reproductive health advocates in Atlanta, including

founding members of the community-based organization

(CBO) SisterLove Inc., took action. Through numerous

informal meetings, they endeavored to create approaches

for providing information about HIV/AIDS risks, preven-

tion, sex, and AIDS-related death to women in the black

community. The aim was to inform the women, but also to

empower them to share their personal stories about heter-

osexual relationships and HIV risks, and increase their

capacity to take protective actions.

Based on these initial efforts, and building on principles

of self-help developed by the National Black Women’s

Health Project [24], SisterLove developed the Healthy

Love Party HIV prevention intervention in 1989. The

intervention, which also incorporates principles of social-

behavioral theories, delivers HIV prevention information

and teaches condom-use skills in a highly interactive,

festive, and non-judgmental manner. It eroticizes safer sex

and aims to create a safe space in which black women can

connect with their sexuality in ways that are positive and

self-loving rather than shameful or degrading. The inter-

vention is delivered to intact, pre-existing groups of women

from, for example, sororities, churches, and friendship

circles. Because the Healthy Love Party is delivered to

women at locations they select, including the homes of

group members, SisterLove describes it as an intervention

that makes house calls. To our knowledge, no other HIV

prevention intervention for black women is delivered to

pre-existing groups of women, or does so in settings of

their choosing. During the nearly two decades that Sister-

Love has been delivering the Healthy Love Party, the

intervention curriculum has been updated to address a

changing HIV/AIDS epidemic that has increasingly

impacted black women in the U.S.

This paper reports the results of a randomized controlled

trial to evaluate the efficacy of the single-session inter-

vention, renamed as the Healthy Love Workshop (HLW)

for purposes of the study, for increasing HIV-related pro-

tective behaviors and reducing sexual risk behaviors of

black women. The study was supported by the CDC’s

Innovative Interventions project that funded efforts by

CBOs to rigorously evaluate their locally-developed,

innovative HIV prevention interventions for high-risk

minority populations, and to use evaluation findings to

improve the effectiveness of their interventions [25].

Methods

Procedures

The study was conducted from March 2006 through June

2007 with pre-existing groups of women in the metropol-

itan Atlanta area. Intervention workshops took place at

locations that were typical of those where SisterLove had

delivered the intervention in the past, including college

campuses, churches, participants’ homes, and community

centers. A group-randomized trial design was used to

assess intervention efficacy. Groups of women—including

university dormitory residents, church groups, friendship

groups, social support groups, neighbors, and other affinity

groups—were pair-matched according to group type. One

group from each pair was randomly assigned to receive the

HLW or a comparison workshop.

Eligibility Criteria

Eligible women self-identified as Black (i.e., African

American, African, or Caribbean), were at least 18 years of

age, not pregnant or planning to become pregnant during

the next 6 months, and English speakers. Ineligible women

included those who had participated in a group-level HIV

prevention intervention during the past 6 months, or whose

religious beliefs prohibited the use of male or female

condoms.
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Recruitment

Information about the HIV prevention study was dissemi-

nated through the use of print media, public service

announcements on local radio stations, electronic com-

munication (e.g., e-mail, listservs and social network sites),

and informational mailings to local AIDS service organi-

zations, county health departments, medical clinics, and

community centers. Outreach was used to recruit groups of

women affiliated with faith-based organizations and CBOs

serving African immigrants, at college health fairs and

community events, and at SisterLove-sponsored activities.

A two-step process was used to screen for eligibility.

Groups responded to the recruitment efforts described

above, typically through a member who contacted Sister-

Love and indicated that her group was interested in par-

ticipating. During these initial contacts, evaluation staff

broadly determined if groups met the eligibility criteria,

matched them to another similar group, randomly assigned

groups by coin toss to the HLW or comparison workshop,

and arranged a date and preferred workshop location.

Immediately before each workshop, women were individ-

ually screened to ensure they met the study inclusion cri-

teria. All eligible women who agreed to participate

provided written informed consent, completed a baseline

survey, and then participated in the HLW or comparison

workshop. Ineligible women, or those who did not wish to

participate in the evaluation, were allowed to attend the

workshop.

Fifty-eight groups of women were identified, contacted

through one or more group members, screened for eligi-

bility, and initially agreed to participate in the study

(Fig. 1). Of this number, 30 groups were randomized to

receive either the HLW (15 groups totaling 161 women) or

the comparison workshop (15 groups totaling 152 women).

The remaining 28 groups that were initially contacted did

not participate for logistical reasons, including a lack of

follow-up by group contact persons to finalize arrange-

ments (10 groups), failure of group members to arrive for

the workshop (7 groups), and too few women to meet the

minimum workshop size (6 groups). Five groups did not

participate because of insufficient interest by their mem-

bers in receiving either workshop.

Interventions

The Healthy Love Workshop is a single-session interven-

tion lasting 3–4 h that is typically delivered to groups of

4–15 women; however, SisterLove facilitators can

accommodate larger groups if needed. The intervention is

designed to increase consistent use of condoms and other

latex barriers, reduce unprotected sex with male partners,

and reduce the number of sex partners. HLW also promotes

sexual abstinence, HIV testing, and receipt of test results.

The intervention is based on principles of the Health Belief

Model [26], the Transtheoretical Model [27], and Social

Cognitive Theory [28], and uses approaches that are

respectful of women’s abilities to empower themselves.

The HLW reflects the belief that black women’s collective

wisdom and lived experiences provide important learning

opportunities, and encourages them to demand safer sexual

behaviors for themselves and their partners.

The HLW is designed to change participants’ behaviors

by improving their knowledge about the transmission and

prevention of sexually transmitted infections (STI)

including HIV; their ability to assess personal risk of

contracting HIV; their attitudes about condom use and HIV

testing; and their self-efficacy to engage in protective

behaviors, including condom use. HLW activities build

skills for correct condom use, encourage women to nego-

tiate condom use with partners, and address women’s

reproductive and sexual health. The HLW consists of three

modules (Setting the Tone, The Facts, and Safer Sex).

Together, these modules contain an opening, 11 content-

focused components, and a closing. Three components

provide basic information on HIV/AIDS and STIs (HIV/

AIDS Facts, STI Facts, and The Look of HIV). The

remaining eight components are activities that involve the

participants in interactions with the facilitators and one

another, and engage them on topics such as rating their

personal risks for contracting HIV and other STIs, prac-

ticing correct use of male and female condoms, negotiating

condom use with male partners, and demonstrating their

increased knowledge concerning HIV infection risks and

protective actions. All intervention modules and compo-

nents are described in Table 1.

Examples of HLW features that address the shared,

cultural aspects of black women’s experiences that can

shape their social vulnerability and HIV risks include a

keen sensitivity to women’s unequal treatment and status

as females and Blacks in the South, and the synonym

activity, which highlights how language can either

emphasize the potential for women’s internalized sexual

oppression [29] or their empowerment and their rights

relative to male partners. Through the risk identification

exercise, the intervention makes the potentially abstract

notion of HIV risk more concrete by teaching black women

how to assess their own risks, based on their past or current

sexual behaviors, and through group discussions of those

behaviors that are considered to be high, low or no risk.

The intervention provides current information concerning

the impacts of HIV/AIDS on black women in a way that

helps participants situate known risk factors in their lives

and communities, while maintaining an affirming, black

woman-centered, sex-positive focus on ways of avoiding or

eliminating some of those risks. The approach used by
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SisterLove to deliver all components of the HLW requires

the facilitator to engage, interact with, and promote inter-

action and dialogue among workshop participants.

The comparison workshop (named HIV101) was also

delivered as a single session lasting 2–3 h, to groups of

women about the same size and in settings similar to those

used for the HLW. The HIV101 workshop consists of an

opening, one module containing the same three HIV/STD-

related components as the HLW (HIV/AIDS facts, STI

facts, and the Look of HIV) and a closing (see Table 1).

However, the presentation of this information used a

didactic, lecture-style format, as opposed to the interactive

approach used to deliver the HLW.

Each HLW and comparison workshop was delivered by

a trained black female facilitator. During the study, a total

of three different facilitators were used, and all facilitators

delivered both workshops at various times. At the termi-

nation of both workshops, all participants received male

and female condoms, dental dams, HIV risk reduction

brochures, and information on where to obtain HIV coun-

seling and testing services.

Data Collection

Women completed self-administered surveys at baseline,

immediately after the workshop (for assessment of psy-

chosocial outcomes only), and at 3- and 6-month follow-

ups. Incentives used to retain women in the study included

$20 for completing the baseline survey, $25 for the 3-month

follow-up survey, and $30 for the 6-month follow-up sur-

vey. Staff observed all workshops to ensure conformity to

the guidelines and content of the curricula, and collected

process data on workshop delivery. The study was approved

by the institutional review boards of the AIDS Research

Consortium of Atlanta and the CDC, and was registered on

ClinicalTrials.gov (number NCT00362375).

Measures

All outcomes were self-reported behaviors, and all measures,

except HIV testing (see details below), referred to behaviors

during the 3 months prior to data collection. Behavioral

outcomes included condom use during vaginal sex with male

partners, unprotected vaginal and anal sex with male part-

ners, sexual abstinence, number of sex partners, and testing

for HIV and receipt of test results. Questions about sexual

activity were derived from a survey developed by the CDC’s

HIV/STD behavioral surveillance working group [30].

Responses to two questions provided measures of sexual

abstinence: ‘‘In the past 3 months, have you had sex with

another person?’’ and ‘‘In the past 3 months, how many

partners have you had sex with?’’ Participants were classified

as sexually abstinent if they indicated no sex with another

person during the past 3 months. Responses to the second

question were used to compute the total number of sex

partners. Unprotected sex was assessed for the entire study

sample based on self-reports of vaginal or anal sex without a

condom with primary and non-primary male partners.

Healthy Love Workshop
(k = 15; n = 161) 

HIV 101 Comparison Workshop
(k = 15; n = 152) 

3-Month follow-up 
72.0% retained (n = 116) 

3-Month follow-up 
76.3% retained (n = 116) 

6-Month follow-up 
75.2% retained (n = 121) 

6-Month follow-up 
77.0% retained (n = 117) 

Groups excluded (k = 28): 
  • No follow-up by group contact person (k = 10) 
• Participants did not arrive for workshop (k = 7) 
• Insufficient number of participants (k = 6)
• Insufficient interest in workshop (k = 5) 

Group pairs matched 
and randomized (k = 30)

Groups screened for 
eligibility (k = 58)

Fig. 1 Flow diagram of

participant recruitment,

allocation and retention in an

evaluation of the Healthy Love

Workshop, Atlanta, Georgia,

2006–2007 (Note: k refers to

number of groups; n refers to

number of women)
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Condom use during vaginal sex was assessed only among

those women who were sexually active. Women were asked

to report the frequency of condom use with primary and non-

primary male partners as ‘‘each and every time,’’ ‘‘almost

every time,’’ ‘‘sometimes,’’ ‘‘almost never,’’ or ‘‘never.’’

Sexually active women were also asked whether they had

used a condom the last time they had vaginal, anal or oral sex

with a male partner.

Women were asked at baseline whether they had ever

been tested for HIV, the length of time since their most

recent HIV test, whether they received the test result, and,

if tested, their HIV serostatus. The 3- and 6-month follow-

up assessments asked whether women had been tested for

HIV during the past 3 months, whether they received the

test result, and their HIV serostatus.

The impact of the intervention on HIV and STI knowl-

edge, and condom attitudes, self-efficacy, and intention to

use condoms was assessed using psychosocial scales. HIV

knowledge was assessed by a 16-item scale [31] containing

‘‘true’’ or ‘‘false’’ response options. Sample items included

‘‘A woman can get HIV if she has anal sex with a man’’ and

‘‘There is a vaccine that can stop adults from getting HIV.’’ A

scale to assess STI knowledge was developed for this study,

and included 5 questions about ways to prevent STI

Table 1 Description of the Healthy Love Workshop

Module

(duration)

Components Description

Setting the tone

(60 min)

Opening* Introduces facilitator, describes workshop purpose, identifies participants’ expectations, establishes

ground rules

Fantasy name Participants select sexy name for use during the remainder of intervention; shows that the HLW will

be casual and fun

Makes participants feel comfortable about discussing their sexuality and risk behavior

Synonyms Decreases participants’ inhibitions about discussing HIV, AIDS, and STIs

Helps participants recall and acknowledge positive and negative feelings, attitudes and beliefs

concerning words associated with sex and sexuality

Helps participants appreciate the societal influences that can trivialize or denigrate women’s sexuality

Promotes agreement by participants to use only positive words when discussing sex and sexuality for

remainder of the intervention

The facts

(60 min)

HIV/AIDS facts* Defines the acronyms HIV and AIDS, provides basic information on behaviors and circumstances that

can increase a woman’s risk of contracting or transmitting HIV, and the relationship between HIV

and AIDS

STI facts* Provides basic information about common STIs: their names, how they are spread, symptoms,

protective actions

Elicits discussion; gives participants an opportunity to share what they know

The look of HIV* Dispels myth that one can visually tell if someone is living with HIV or AIDS

Describes HIV testing options, encourages testing for HIV and knowledge of serostatus

Provides information about prevalence of HIV/AIDS in the U.S. and among women of color

Safer sex

(120 min)

Risk assessment Participants rate their personal risk for HIV and other STIs based on past and current sexual behaviors

Condom

demonstration

Demonstrates correct application of male condom to penis model, and disposal of male condoms after

ejaculation

Promotes discussion of how to negotiate condom use with a male partner

Condom race Competitive game gives participants opportunity to practice placing a condom on a penis model

‘‘under pressure’’ (under conditions resembling a romantic situation, with lights out and music

playing)

Female condom

demonstration

Provides basic information on the female condom as a means of preventing HIV and STIs

Demonstrates correct use of female condom with vagina model

Participants practice inserting female condom in vagina model

Oral sex Demonstrates use of dental dams, plastic wrap, and the oral application of a male condom to a penis

model as methods for reducing HIV and STI risks

High–low-no risk Participants discuss high, low, and no risk activities and demonstrate their increased knowledge of

HIV transmission risk by assessing and ranking various behaviors based on their associated risk

levels

Close* Gives participants opportunities to ask lingering questions and to provide feedback on the relevance

and usefulness of the workshop

* Denotes components that are included in the HIV101 intervention

522 AIDS Behav (2010) 14:518–529
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acquisition. Sample items included ‘‘If an STI is not treated,

it will probably go away by itself’’ and ‘‘If you use a condom,

it is impossible to get an STI.’’ Participants were asked 12

questions about their attitudes toward condoms [32], and

responded to questions such as ‘‘Using condoms interrupts

sex play’’ and ‘‘Generally, I am in favor of condoms’’

(Cronbach a = 0.78). Condom use self-efficacy was asses-

sed using a 22-item scale [33] (Cronbach a = 0.87). Sample

items included ‘‘I feel confident in my ability to discuss

condom use with any partner I might have’’ and ‘‘I feel

confident in my ability to use a condom correctly.’’ The

condom attitudes and condom-use self-efficacy scales were

measured using Likert responses including ‘‘Strongly

Agree,’’ ‘‘Agree,’’ ‘‘Neutral,’’ ‘‘Disagree,’’ and ‘‘Strongly

Disagree.’’ Intention to use condoms was measured by 5

questions concerning participants’ consistent use of con-

doms with primary and non-primary male partners [34].

Participants’ responses were recoded to correspond to the

pre-contemplation, contemplation, preparation, action, or

maintenance stages of behavior change.

Statistical Analysis

All analyses controlled for clustering that could result from the

group-level randomization process [35]. Initial analyses com-

pared women in the intervention and comparison workshops

on baseline characteristics, and examined differential attrition

by comparing women who did and did not complete 3- or 6-

month follow-ups. These analyses used cluster-adjusted chi-

squares and t tests. Intervention effects on behavioral and

psychosocial outcomes were analyzed by comparing propor-

tions or mean values from HLW and comparison participants

at the 3- and 6-month follow-up assessments.

Multivariate analyses used generalized estimating equa-

tions (GEE) to assess intervention efficacy, and adjusted the

standard errors of coefficients to account for intra-cluster

correlations of data. Each GEE model controlled for baseline

levels of the outcome variable. Dichotomous outcomes (e.g.,

condom use, sexual abstinence, and unprotected vaginal sex)

were assessed using a logit link function with a binomial

distribution to derive robust estimates of odds ratios (OR).

Because responses concerning the number of sex partners

were skewed, these data were assessed using Poisson

regression with a log link function to derive incident rate

ratios. Data on number of sex partners were also analyzed

using negative binomial regression. The results were com-

parable. Condom use at last sex was assessed using cluster-

adjusted chi-squared analyses. Psychosocial outcomes were

assessed using an identity link function with a Gaussian

distribution to derive robust estimates of regression coeffi-

cients. The analysis of behavioral outcomes was conducted

based on the initial random assignment of participants’

groups to the HLW or HIV101 comparison condition, and

regardless of whether individual participants actually com-

pleted their respective workshops [36]. Forty women from 5

groups (3 HLW and 2 HIV101) were excluded from the

analysis of behavioral outcomes at the 3-month follow-up

because they provided incomplete responses. Significance

tests were based on alpha = 0.05, and analyses were per-

formed using STATA statistical software [37].

Results

Sample Characteristics

A total of 313 black women in 30 groups were enrolled in

the study and provided baseline data. Enrolled groups

included women from friendship circles (k=16), college-

based classes/dormitories (k = 6), residential housing units

(k = 2), churches (k = 2), social support groups (k = 2),

and African immigrant communities (k = 2). The median

number of women in each group was 9.5 (range 4–24). The

mean age of all women was 31.3 years (SD = 11.6; range

18–69 years). The majority (91%) were born in the United

States, 6% in African countries, and 3% in Caribbean,

Central or South American countries. Twenty-three (7.3%)

reported being HIV-positive at baseline; two women

reported receiving an HIV-positive test result during the

6-month follow-up period. There were no statistically

significant differences between women in the HLW and

comparison workshops on demographic and other key

variables assessed at baseline (Table 2).

Retention

Retention rates at the 3- and 6-month follow-up assess-

ments were comparable for women in the HLW and

comparison conditions (Fig. 1). Analyses of attrition indi-

cated that women who did not return for the 3-month fol-

low-up assessment were more likely to have children than

women who completed the 3-month follow-up (P \ .05).

Those women who did not return for the 6-month follow-

up assessment were more likely to report being sexually

active, engaging in sex while under the influence of drugs

or alcohol, and having spent 30 or more days in jail than

women who completed the 6-month follow-up (P’s \ .05).

There were no significant differences in attrition between

women in the two study conditions on other baseline

demographics or outcome measures.

Intervention Effects on Behavioral Outcomes

Table 3 presents data on health protective and sexual risk

behaviors by study condition. Intra-cluster correlations

ranged from 0.00 to 0.09. Among sexually active women at

AIDS Behav (2010) 14:518–529 523

123

maya
Highlight

maya
Highlight

maya
Highlight

maya
Highlight

maya
Highlight



the 3-month follow-up, HLW participants reported signif-

icantly greater rates of condom use during vaginal sex with

any male partner (adjusted odds ratio [AOR] = 2.40;

95% CI = 1.28, 4.50) and with a primary male partner

(AOR = 2.87; 95% CI = 1.18, 6.95) than comparison

participants. Although significant intervention effects on

these condom-use outcomes were not sustained at the

6-month follow-up, the intervention effects remained pro-

tective and favored HLW participants. Among women who

were sexually active, rates of condom use at last episode of

vaginal, anal or oral sex with any male partner, when

measured at baseline, were similar for both study groups

(54.7 and 50.5% for the intervention and comparison

conditions, respectively; see Fig. 2). Relative to compari-

son participants, HLW participants reported significantly

greater condom use at last vaginal, anal or oral sex with

any male partner at both the 3-month (71 vs. 49.5%;

cluster-adjusted v2 [N = 181] = 6.66, P = 0.01) and

6-month (67.8 vs. 48.6%; cluster-adjusted v2 [N =

229] = 4.62, P = 0.03) follow-up assessments. At the

Table 2 Demographic and other baseline characteristics of participants in an evaluation of the Healthy Love Workshop (HLW), Atlanta,

Georgia, 2006–2007

Workshop

Total

No. (%)

HLW

No. (%)

Comparison

No. (%)

Cluster-Adj.

t-test/v2 (P-value)a

Demographics

Age (years) Mean = 31.3 Mean = 29.1 Mean = 33.7 1.28 (0.21)

(SD = 11.6) (SD = 10.1) (SD = 12.7)

Born outside United States 29 (9.3) 13 (8.2) 16 (10.5) 0.09 (0.76)

African American 301 (96.5) 155 (96.9) 146 (96.1) 0.15 (0.69)

HIV-positive 23 (7.3) 13 (8.1) 10 (6.6) 0.04 (0.84)

Christian religion 281 (89.8) 147 (91.3) 134 (88.2) 0.47 (0.49)

Married 98 (31.3) 42 (26.1) 56 (36.8) 1.15 (0.28)

Live aloneb 118 (37.7) 61 (37.9) 57 (37.5) 0.00 (0.96)

H.S. Diploma/GED or less 137 (43.8) 77 (47.8) 60 (39.5) 0.30 (0.58)

Annual income \$15,000 129 (45.4) 66 (45.5) 63 (45.3) 0.01 (0.99)

Unemployed 135 (43.3) 72 (45.0) 63 (41.4) 0.27 (0.88)

Any children 133 (42.5) 65 (40.4) 68 (44.7) 0.10 (0.75)

Single parent 78 (24.9) 42 (26.0) 36 (23.6) 0.05 (0.82)

Receiving public assistance 47 (15.0) 25 (15.5) 22 (14.5) 0.02 (0.89)

Ever in jail for [30 days 21 (6.7) 11 (6.8) 10 (6.6) 0.01 (0.93)

Substance use

Any alcohol use (past 3 month) 95 (30.5) 54 (33.8) 41 (27.2) 0.58 (0.45)

Any illicit drug use (past 3 month) 18 (5.8) 9 (5.6) 9 (6.0) 0.02 (0.90)

Psychosocial measures

Condom use attitudes (12 items) Mean = 39.3 Mean = 39.3 Mean = 39.4 0.11 (0.91)

(SD = 6.65) (SD = 5.84) (SD = 7.45)

Condom use self-efficacy (22 items) Mean = 56.9 Mean = 57.2 Mean = 56.7 -0.41 (0.68)

(SD = 8.88) (SD = 8.06) (SD = 9.69)

HIV knowledgec (16 items) Mean = 81.8 Mean = 83.7 Mean = 79.7 -1.18 (0.25)

(SD = 18.1) (SD = 16.9) (SD = 19.1)

STI knowledgec (5 items) Mean = 74.7 Mean = 76.9 Mean=72.3 -1.78 (0.09)

(SD=22.4) (SD=22.3) (SD=22.4)

Intentions to use condoms with primary male partnerd Mean=3.97 Mean = 3.88 Mean = 4.07 1.46 (0.16)

(SD = 0.07) (SD = 0.11) (SD = 0.07)

Note: STI sexually transmitted infection, SD standard deviation
a Chi-square tests (for proportions) and t-tests (for means and SDs) are adjusted for clustering by group
b ‘‘Living with others’’ includes parents, roommates, friends, spouse/partner, or some other person
c Values expressed as percent of responses that were correct
d Based on 5-level scale: 1 pre-contemplation, 2 contemplation, 3 preparation, 4 action, 5 maintenance
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6-month follow-up, HLW participants reported signifi-

cantly higher rates of HIV testing and receipt of test results

than comparison participants (AOR = 2.30; 95%

CI = 1.10, 4.81; Table 3). There was no significant inter-

vention effect on sexual abstinence.

Although intervention effects on unprotected vaginal

sex with any male partner, unprotected vaginal sex with

primary male partner, and number of sex partners were not

statistically significant at either follow-up, women in both

workshops reported reductions on each of these outcomes

at the 3- and 6-month follow-up assessments (Table 3).

Too few women reported engaging in vaginal sex with a

non-primary male partner or anal sex with any partner to

yield stable statistical estimates for analysis.

Intervention Effects on Psychosocial Outcomes

At the immediate post-workshop assessment, HLW par-

ticipants reported significantly greater improvements in

condom-use self-efficacy (adjusted mean difference

[AMD] = 2.93; 95% CI = 0.14, 5.72, P = 0.04) and HIV

knowledge (AMD = 2.88; 95% CI = 0.10, 5.66,

P = 0.04) than comparison participants. There were no

significant intervention effects on attitudes toward using

condoms or STI knowledge at the immediate post-work-

shop assessment. At the 3-month follow-up assessment,

HLW participants reported significantly greater improve-

ments in intentions to use condoms with a primary male

partner than comparison participants (AMD = 0.65; 95%

CI = 0.02, 1.28, P = 0.04). At the 6-month follow-up

assessment, HLW participants reported significantly

greater levels of HIV knowledge (AMD = 3.51; 95%

CI = 0.81, 6.20, P = 0.01) and greater improvements in

attitudes toward condom use (AMD = 2.05; 95% CI =

-0.39, 4.13, P = 0.054) than comparison participants.

Discussion

This study demonstrates the efficacy of a single-session

HIV prevention intervention delivered to pre-existing

groups of sexually active black women. Compared to

women who received prevention information in the didactic

HIV101 workshop, participants in the highly interactive,

skill-enhancing HLW reported greater improvements in

self-efficacy for condom use and HIV knowledge immedi-

ately after the intervention, greater intentions to use con-

doms with their primary male partners at 3 months post-

intervention, and greater improvements in attitudes toward

using condoms and HIV knowledge at 6 months post-

intervention. These intervention effects were accompanied

by reports from women in the HLW condition of signifi-

cantly greater use of condoms during vaginal sex with all

male partners, particularly with primary male partners, at

the 3-month follow-up, and greater use of condoms at last

vaginal, anal or oral sex with any male partner at both 3- and

6-month follow-ups. Further, at the 6-month follow-up,

HLW participants were more than twice as likely as com-

parison participants to report HIV testing and receipt of test

results during the previous 3 months.

The greater magnitude of intervention effects on condom-

use outcomes may be attributed to the content of the HLW,

which encourages women to develop favorable attitudes

toward condoms, improve their self-efficacy for condom use,

and build skills for correct and consistent condom use with

their sex partners. While a mediation analysis could poten-

tially clarify these relationships, these elements are consis-

tent with HIV prevention interventions for black females that

have been shown to be efficacious in reducing HIV sexual

risk behaviors [38, 39]. Several features of standard HLW

delivery—the targeting of black females, the use of black

females to deliver the intervention, the incorporation of

gender and culturally appropriate materials, and attention to

empowerment issues—have also been associated with the

efficacy of HIV prevention interventions for black females

[38–40]. The highly interactive approach used to deliver

HLW, relative to the comparison intervention, may more

readily engage participants and explain the magnitude of the

HLW effects.

Reviews of HIV prevention interventions for Blacks

have also observed that multiple-session interventions are

often more efficacious than single-session interventions [38,

39, 41, 42]. However, the success of the HLW suggests that

a single-session approach can provide a feasible alternative

for use by community-based service providers. The Healthy

Love Workshop addresses an urgent need for efficacious

interventions that support risk-reduction efforts by black

women for whom the most likely source of HIV infection is

unprotected sex with an infected male partner [12].
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The findings of this study should be viewed within the

context of several limitations. First, as is common in most

studies of interventions designed to reduce sexual risk

behaviors, findings are based on self-reported risk and

protective behaviors. Although it would have been pref-

erable to also collect data from participants on biological

outcomes (e.g., incident STD infections), this was not

feasible for SisterLove at the time of the study due to

funding limitations. Second, the choice of a comparison

condition that also provided HIV prevention information

rather than a general health promotion condition may have

reduced the magnitude of observed differences between the

HLW and comparison workshops [39]. In fact, the lack of

expected intervention effects in reducing unprotected

vaginal sex and number of sex partners among HLW par-

ticipants relative to comparison participants may reflect the

effects of the shared HIV prevention content of the HLW

and HIV101 workshops. Third, the relatively small number

of groups in this study may have reduced the statistical

power needed to detect significant intervention effects on

certain outcomes [35]. Fourth, intervention efficacy was

evaluated based on a non-probability sample of groups of

black women that may limit the generalizability of our

study findings [43]. Further, the women enrolled in this

study reported fairly low levels of behavioral risk at

baseline. This included low rates of alcohol and drug use,

and high rates of condom use and abstinence. As noted

earlier, the HLW was designed for and is routinely deliv-

ered by SisterLove to members of the general population of

sexually active black women. Thus the findings of this

study may not be generalizable to black women who are at

higher risk of HIV infection, for whom several efficacious

interventions exist [14–19]. There is plentiful evidence,

however, that a host of structural, circumstantial, and

sociocultural factors contribute to the extreme vulnerability

of black women to HIV infection even when their levels of

risk behaviors are relatively low [41, 44–47].

The findings of this study suggest several areas where

research is needed to identify strategies for improving the

Healthy Love Workshop. The lack of statistically signifi-

cant intervention effects on several observed outcomes at

the 6-month follow-up indicates a need to identify viable

options for reinforcing intervention effectiveness over time

[42]. Additional research is also needed to determine

whether and how a greater emphasis on including women’s

male partners in the intervention can produce greater,

sustained changes in behaviors that reduce the risks of HIV

infection. Examples of issues that could be addressed by an

increased focus on couple relationships include the need

for increased support from partners for women’s efforts to

successfully negotiate and use condoms [48, 49], and

efforts by both couple members to reduce sex partner

concurrency [44, 50]. Although HLW participants were

more than twice as likely as comparison participants to

report testing for HIV at the 6-month follow-up, most

women in the study did not have an HIV test during this

period of time. Future research is needed to determine and

evaluate effective approaches to enhance the promising

effects of the HLW on HIV testing and receipt of results

[51].

The study findings suggest that a single-session inter-

vention delivered to pre-existing groups of black women is

an efficacious approach to HIV prevention. This study also

demonstrates that a CBO can develop and deliver a cul-

turally appropriate, effective HIV prevention intervention

for the population it serves and, with adequate resources

and technical assistance, rigorously evaluate its interven-

tion. We encourage CBOs to develop and evaluate inno-

vative HIV prevention interventions for their communities.

We also encourage funding agencies to support CBO

efforts to develop innovative approaches for HIV preven-

tion, and to develop partnerships with CBOs for purposes

of assessing the efficacy of their interventions.
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