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Abstract

Background: Merely having the tools to end HIV is insufficient. Effectively ending the epidemic necessitates
addressing barriers that impede engagement in biomedical and behavioral prevention and wide scale
implementation and utilization of existing interventions. This qualitative study identifies suggestions for increasing
access to, engagement in, and impact of HIV prevention among women living in cities in high HIV burden counties
in the eastern US.

Methods: Data analyzed for the current study were collected via a qualitative sub-study within the HIV Prevention
Trials Network Study 064 (HPTN 064), a multisite observational cohort study designed to estimate HIV incidence
among women residing in communities with elevated HIV prevalence who also reported personal or partner
characteristics associated with increased risk of HIV acquisition. Focus group and interview participants in the
qualitative sub-study (N = 288) were from four cities in the eastern US.

Results: Thematic analyses revealed four themes describing women’s most frequently stated ideas for improving
prevention efforts: 1) Promote Multilevel Empowerment, 2) Create Engaging Program Content, 3) Build “Market
Demand”, and 4) Ensure Accessibility. We conducted additional analyses to identify contradictory patterns in the
data, which revealed an additional three themes: 1) Address Structural Risk Factors, 2) Increase Engagement via
Pleasure Promotion, 3) Expand Awareness of and Access to Prevention Resources.

Conclusions: Findings may be useful for enhancing women’s engagement in and uptake of behavioral and
biomedical HIV prevention resources, improving policy, and addressing multilevel risk factors.
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Background
The United States (US)’ National AIDS Strategy priori-
tizes promotion of HIV prevention service utilization
and provision of community-based services to improve
access to and awareness of these services in US commu-
nities [1, 2]. The resulting development and implementa-
tion of targeted and tailored public health programs,
awareness campaigns, and interventions have contrib-
uted to major accomplishments in HIV prevention, in-
cluding decreases in sexual and perinatal transmission as
well as increases in span and quality of life for people
living with HIV/AIDS (PLWHA) [3–6]. As indicated in
the national Ending the Epidemic initiative [3], such ac-
complishments suggest that the knowledge, tools, and
resources needed to end the HIV/AIDS epidemic cur-
rently exist. Despite these successes, HIV remains a glar-
ing example of health inequity in the US, frequently
concentrating in socially disadvantaged groups with epi-
demic rates only in certain types of communities – com-
munities with high numbers of marginalized individuals
(including, but not limited to, non-Hispanic Black,
Latinx, low income, gay, and transgender communities)
[7–9]. Furthermore, although rates of diagnoses have de-
clined among women, nearly every hour a woman tests
positive for HIV [10]. Moreover, racial/ethnic disparities
persist. For example, continuing a 30 year trend, Black
women account for the majority of women living with
HIV/AIDS, making Black women 15 and 5 times more
likely to contract HIV than White women and Latinas,
respectively [10].
Among women, there are numerous multilevel barriers

to engagement in existing HIV prevention approaches,
including poverty, incarceration, unemployment, distrust
of providers and locations where HIV prevention ser-
vices are offered, displeasures associated with safer sex
practices, intimate partner violence, challenges related to
gendered power, cultural issues, stigma associated with
HIV and women’s sexual behavior, and a lack of inter-
vention strategies that address risk across multiple levels
[11–17]. Thus, merely having the tools to end HIV is in-
sufficient. Effectively ending the epidemic necessitates
addressing barriers that impede engagement in biomed-
ical and behavioral prevention and wide scale implemen-
tation and utilization of existing interventions [18].
As such, science that seeks to advance health equity in

HIV requires an understanding of what is needed from
the perspective of the target population and how that

information can be translated to practice to promote
equity [19–21]. Furthermore, garnering key insights
from the target population can help ensure the develop-
ment of culturally relevant interventions that can con-
tribute to greater engagement and uptake of prevention
resources compared to approaches solely developed by
researchers and practitioners [21]. To this end, the goal
of the current study was to identify suggestions for HIV
prevention programs among women residing in cities
with a high burden of HIV and poverty, with an em-
phasis on acquiring the perspectives of Black women
given their increased risk for acquiring HIV. This study
offers findings that can be utilized to enhance current
interventions and provides strategies for addressing bar-
riers to successful implementation of behavioral and bio-
medical interventions among women at risk for
acquiring HIV.

Methods
Data analyzed for the current study were collected via a
qualitative sub-study within the HIV Prevention Trials
Network Study 064 (HPTN 064), a multisite observa-
tional cohort study designed to estimate HIV incidence
among women residing in communities with elevated
HIV prevalence who also reported personal or partner
characteristics associated with increased risk of HIV ac-
quisition. Ethical approvals for the study were obtained
from Institutional Review Boards at collaborating institu-
tions at each study site. Details of the methods of the
HPTN 064 Women’s HIV SeroIncidence Study have
been previously described in other publications [22, 23].

Participant recruitment and data collection
Individuals who self-identified as women, ages 18–44
years, who resided in census tracts or zip codes ranking
in the top 30th percentile of HIV prevalence in urban
cities (Atlanta, Baltimore, New York City, Newark,
Raleigh-Durham, and Washington, DC) were enrolled in
the overall study using venue-based and quota sampling
[22]. Upon enrolling in the larger study, a subset of 120
women were first selected for interviews using purposive
and quota sampling among women with odd participant
identification numbers. Upon completing the interviews,
purposive sampling was used to identify additional
women eligible to participate in focus groups. Women
selected for interviews were not selected as participants
for focus groups.
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Between May 2009 and July 2010, a total of 31
focus groups were conducted across the sites. Partici-
pants in the qualitative sub-study (N = 288) were from
four cities in the eastern US: 1) Bronx, New York; 2)
Washington, DC; 3) Raleigh, North Carolina; and 4)
Atlanta, Georgia. Focus groups consisted of 8–10
women and were stratified by age and race/ethnicity
– a strategy used to group individuals with similar life
experiences [24].
The overarching goal of both the interviews and focus

groups was to explore and contextualize multilevel risk
factors for HIV acquisition as well as strategies for redu-
cing women’s risk for HIV. Written consent was ob-
tained and focus groups and interviews were conducted
in private settings (e.g., private rooms at the study sites)
to ensure privacy and confidentiality. To protect their
identities, participants in focus groups were asked to
identify themselves each time they spoke using a
pseudonym. All focus groups and interviews were led by
young to middle aged female facilitators and the ethni-
city of facilitators was matched to focus group partici-
pants as often as possible.
Focus group and interview participants were compen-

sated for their involvement (between $30 - $50 USD,
with variability between sites based on cost of living dif-
ferences). All focus groups and interviews were recorded
and transcribed by trained research team members.
Transcripts were reviewed for accuracy and anonymized
before being uploaded into a qualitative data analysis
software program, NVivo 8.0 [25, 26].

Data analysis
Group discussions and interviews were guided by a
series of open-ended questions aimed at better under-
standing women’s risk for HIV and suggestions for risk
reduction. Parts of the interview guide were developed
for the current study and have been published elsewhere
[11]. Data for the current study were generated from the
following question: “If someone gave you money to de-
sign a health program to promote women’s sexual
health, and keep them from getting HIV and other STIs,
what would you like to make sure the program in-
cluded?” Participants were probed on program content,
implementation, and marketing. Data were analyzed
using an interpretative paradigmatic approach, which
seeks to understand phenomena by identifying and con-
structing knowledge based on inter-subjectively shared
meanings among study participants. In this way, the in-
terpretive paradigm maximizes subjectivity and can pro-
vide marginalized groups the opportunity to share, in
their own words, their experiences and opinions [27,
28]. Such data can be useful in supporting and chal-
lenging existing practices and policies in healthcare
[29, 30].

Inductive thematic analysis
Thematic analysis of transcribed data occurred in three
phases: 1) Structural Coding, 2) Preliminary Analysis
and Member Checking, and 3) Advanced Systematic
Analysis [31].

Structural coding and preliminary analysis
Structural coding, Phase 1, was utilized to develop a pre-
liminary coding scheme (i.e., codebook) by reading all of
the transcripts and categorizing text associated with
questions in the data collection guide. During Phase 2,
members of the research team reviewed and analyzed
data for a subset of the structural codes, defined prelim-
inary themes, and developed corresponding conceptual
frameworks within and across structural codes. Given
the large volume of data, during Phase 3 we selected a
random subsample of 30% of the interview transcripts
and approximately 50% of the focus group transcripts
for advanced coding and subsequent analysis. Achieve-
ment of data saturation (i.e., the point in the coding
process when new codes emerge) for the coding scheme
and thematic content determined the sizes of these sub-
samples [32].

Advanced systematic thematic analysis
The advanced analysis began with initial coding, where
we reviewed transcribed data to create codes and cat-
egories and to identify emerging themes. Next, during
axial coding, we coded larger segments of text, noted po-
tential associations among codes, and developed descrip-
tive subcodes and categories. Finally, during selective
coding, we reviewed the code categories and individually
coded information relating to that category (hierarchical
coding). Throughout this iterative process, codes and
themes were constantly compared and refined until
achievement of thematic saturation [31, 32].

Disconfirming case analysis
In addition to the inductive thematic analysis, we con-
ducted disconfirming case analysis, based on established
and validated analytic methods for qualitative research,
to identify contradictory patterns in the data. This
process, also referred to as negative or deviant case ana-
lysis in the literature, is used to enhance the quality and
rigor of qualitative analysis [33]. The process involves
identifying and discussing data that differ from primary
themes (i.e., themes generated from prevalent codes) by
identifying less common themes in the data in addition
to alternative explanations for primary themes [34, 35].
This technique assists researchers with improving and
refining analyses by allowing researchers to explain the
majority of the data and capture counter narratives in
comparison to solely discussing data that reflects the
views of the most participants [33–35]. Such an
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approach can be particularly useful in studies with sensi-
tive topics where social desirability may be high among
participants (e.g., discussing sex). In the current study,
contrary cases were identified by examining codes devel-
oped during the thematic analysis that 1) differed from
codes and themes in the thematic analysis and 2) were
mentioned at least five times across groups and
interviews.

Scientific rigor and Intercoder reliability
Several strategies were used to strengthen scientific rigor
in this study. For example, we utilized open-ended ques-
tions to foster authenticity of the data [36]. Clarification
techniques were employed to ensure understanding of
participant remarks. In addition, we employed iterative
processes with multiple coders, peer examination, and
inductive data analysis with Nvivo 8, a qualitative soft-
ware package [25]. Further, intercoder reliability (ICR)
was assessed. Two analysists independently coded all
transcripts that were selected for advanced systematic
analysis. The final ICR was calculated manually using
traditional calculation methods based on percent agree-
ment and disagreement generated by the NVivo 8 ICR
function. The analysts reviewed, resolved, and amended
any coding discrepancies for transcripts with a Kappa
below 0.80. Our final ICR reflects a combined average
Kappa score of 0.91 for the focus groups and 0.92 for
the interviews, indicative of a high level of coding
consistency [37].

Results
Characteristics of the sample
Among participants enrolled in the qualitative sub-study
(N = 288), 86% were Black, 67% non-partnered, 59% had
a household income of $20,000 or less, and 2% had an
HIV seropositive diagnosis. Of sub-study participants
reporting vaginal or anal sex within the last six months,
the majority of participants reported not using a condom
during their last instance of vaginal or anal intercourse.
As an additional level of rigor, we ran descriptive statis-
tics, t-tests, and chi-square tests between our sub-
sample (N = 288) and the overall study population (N =
2099) to confirm that no meaningful differences existed
in demographic characteristics between our subgroup
participants and the overall study participants. Add-
itional demographic information for participants can be
found in Table 1. For ease of presentation, participants
are categorized as Black or non-Black in the table.

Thematic analysis results
Thematic analysis revealed four main themes related to
HIV prevention programming and services: 1) Promote
Multilevel Empowerment (Subthemes: Personal Em-
powerment, Relational Empowerment, and Multilevel

Empowerment), 2) Create Engaging Program Content,
3) Build “Market Demand” (Subtheme: Branding), and 4)
Ensure Accessibility. Detailed descriptions of each theme
and related subthemes are presented in the following
paragraphs and a summary of the results are depicted in
Table 2.

Promote multilevel empowerment
Across groups, participants discussed the need for pre-
vention programs to focus on empowering women by
providing them with the confidence and skills needed to
make self-determined choices that represent their inter-
ests in safer sex. Collectively, participants suggested that
such empowerment should be addressed at individual,
interpersonal, and systemic levels.

Personal empowerment Based on group discussions,
programs should include strategies that empower
women as individuals to ensure women have “the ability
to make these choices for themselves and [for them to]
know that they’re making the decision that they feel is
best for them” (Black woman, Raleigh). At the individual
level, this concept was reflective of the idea that pro-
grams should teach women strategies for “building their
self-esteem up [and] being confident” (Hispanic woman,
Bronx). Participants contextualized the need for individ-
ual empowerment via improvement of self-esteem by
suggesting that women with lower self-esteem may be
more likely to look to sex or men as a coping strategy
for avoiding or mitigating negative self-perceptions.
Thus, participants expressed that it is imperative for
HIV prevention programs to include content focused on
improving mental health and self-esteem, especially
given the ability of the latter to impact sexual health de-
cision making.

I would focus on … self-esteem, the inner woman,
because at the end of the day I think that’s what
drives a lot of women who are promiscuous into
being promiscuous is that low self-esteem … a lot of
what we feel inside and what we’re going through
inside has a lot to do with … what men we choose,
how often we switch sexual partners…
Black woman, Raleigh

In addition, participants explained that negative self-
perceptions influence women to defer to desires of and
ingratiate themselves with male partners for condomless
sex, even if women desire or plan to use condoms.
Explaining how low self-esteem may contribute to in-
creased sexual risk behaviors and demonstrating the im-
portance of addressing it in prevention, a Black woman
from Atlanta simply stated that programs “… would
have to include … self-esteem.” Participants believed that
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Table 1 Demographics and behavioral characteristics of interview and focus group participants and overall HPTN 064 cohort

Characteristic Qualitative data (interview or focus group) Overall data P (t-test or chi-squared)

Number of Women 288 2099

Age

Median 27 29

25th, 75th %tile 23, 36 23, 38

Race 0.9685

Non-Black 41/288 (14%) 297/2099 (14%)

Black 247/288 (86%) 1802/2099 (86%)

Education 0.4486

Less than High School 100/288 (35%) 777/2099 (37%)

> = High School 188/288 (65%) 1322/2099 (63%)

Marital status 0.1438

Missing 8/288 (3%) 51/2099 (2%)

Married 30/288 (10%) 159/2099 (8%)

Not married, living together 56/288 (19%) 479/2099 (23%)

Non-partnered 194/288 (67%) 1410/2099 (67%)

Household Income 0.4714

$10,000 or less 134/288 (47%) 933/2099 (44%)

$10,001 to $20,000 34/288 (12%) 225/2099 (11%)

$20,001 or More 31/288 (11%) 197/2099 (9%)

Refused to answer/Don’t know 89/288 (31%) 744/2099 (35%)

Number of male partners in last 6 months

Median 2 2

25th, 75th %tile 1, 3 1, 3

Condom used at last vaginal intercourse 0.8562

NA 1/288 (< 1%) 7/2099 (< 1%)

Yes 55/288 (19%) 376/2099 (18%)

No 230/288 (80%) 1698/2099 (81%)

Don’t Know 2/288 (1%) 18/2099 (1%)

Any anal sex in past 6 months 0.7409

Missing 1/288 (< 1%) 5/2099 (< 1%)

No 175/288 (61%) 1298/2099 (62%)

Yes 112/288 (39%) 796/2099 (38%)

Condom used at last anal intercourse 0.2712

Yes 23/112 (21%) 143/796 (18%)

No 89/112 (79%) 637/796 (80%)

Don’t know 0/112 (0%) 16/796 (2%)

Missing 0/112 (0%) 0/796 (0%)

Exchange sex in past 6 months 0.3703

Missing 2/288 (1%) 21/2099 (1%)

No 187/288 (65%) 1302/2099 (62%)

Yes 99/288 (34%) 776/2099 (37%)

Own concurrent partnership in past 6 months 0.6938

Missing 1/288 (< 1%) 9/2099 (< 1%)

No 177/288 (61%) 1314/2099 (63%)
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addressing self-esteem would make women less likely to
rely on men or sex to elevate their esteem and would en-
courage women to recognize that their desires are just
as important and valuable as those of their partners.

Relational empowerment Implicit in participant com-
ments on the essentiality of addressing self-esteem to re-
duce sexual risk behavior was an acknowledgement that
risk behavior does not occur in isolation and that
women must also be interpersonally empowered in
order to engage in protective sexual health decision
making. In this regard, participants called for programs
to include strategies that empower women to address
barriers to safer sex that arise with others. To promote

empowerment at an interpersonal level, participants be-
lieved programs should enhance women’s sexual com-
munication skills. Women discussed the need for
programs to train women to be confident and bold when
discussing safer sex with partners so that they could in-
sist on use of protection. In one rapid focus group ex-
change between several women, participants explicitly
stated women needed training in:

“Communication skills”; “With partners and stuff
…”; “What kind of questions to ask, especially what
kind of questions to ask. How to say, how to be
more…”; “Assertive”; “That’s the word I was looking
for! Be more assertive…”; “And more firm about

Table 1 Demographics and behavioral characteristics of interview and focus group participants and overall HPTN 064 cohort
(Continued)

Characteristic Qualitative data (interview or focus group) Overall data P (t-test or chi-squared)

Yes 110/288 (38%) 776/2099 (37%)

HIV seropositive diagnosis 0.5836

No 283/288 (98%) 2071/2099 (99%)

Yes 5/288 (2%) 28/2099 (1%)

Table 2 Summary of thematic and disconfirming case analyses

Themes Subthemes Example Quotes

Thematic Analysis Results

Promote Multilevel Empowerment Personal Empowerment
Relational Empowerment
Multilevel Empowerment

“So, she needs education first [then] empowerment and
self-esteem reinforcement … All that and prevention
needs to be available.”
Black woman, Raleigh

Create Engaging Program Content “…Half the time somebody hands me a brochure, I’m not
gonna read it. I don’t care what it’s got on it… I want
something hands on.”
Black woman, Raleigh

Build “Market Demand” Branding [Programs need] “to make somebody’s mouth water for it.”
Black woman, Bronx

Ensure Accessibility “I would just make everything accessible … Because it’ll
make a person come on in. Design a program with folks –
to bring women in.”
Black woman, Washington DC

Disconfirming Case Analysis Results

Address Structural Risk Factors Reduce Poverty as a Risk Factor
Employ Policy to Mandate
Prevention Participation

“Most times, it’s finances, and women … take higher risks to
get what has to get paid, so there [needs to be] more
programs out to help them pay their bills, and feed
their children, and clothe them.”
Black woman, Bronx

Expand Awareness of and Access
to Prevention Resources

“The free condoms, even though they’re free, they’re not
available in every corner store. It’s not in walking distance…
So I would say just, promote more condoms.”
Hispanic woman, Bronx

Increase Engagement via Pleasure
Promotion

“My point is … there should be … ways to make safe sex
fun… knowing that you’re talking about your safety or
whatever, maybe you find different ways to make it fun.”
Hispanic woman, Bronx
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it….”; “Not to offend the person.”
Five Hispanic women, Bronx

In another focus group exchange participants dis-
cussed how individual empowerment, in the form of
high self-esteem and confidence, could help facilitate
interpersonal empowerment in the context of sexual
communication with partners. They also described how
such confidence could be increased via group discus-
sions with other women.

“Confidence, a lot of women need confidence to be
able to talk about things like that with their
partners.”; “Building their self-esteem up, being
confident.”; “Exactly.”; “You know? Women, you
know, they can just talk about it and get that boost
[of confidence].”; “Yeah, from each other.”
Three Hispanic Participants, Bronx

Discussions regarding the need for programs to train
women in sexual communication skills were at times
contextualized with descriptions of gender imbalances
that perpetuated women’s loss of power and agency in
being able to negotiate safer sex with partners.

There’s so many women available and there’s so
many men that’s not available. So many men
incarcerated. So many men in mental facilities. So
many men at war. They’re limited and [women]
don’t think that they could find something maybe
half as good as what they have …So they’d rather
settle.
Black woman, Bronx

Participants suggested that given the low ratio of men
to women and women’s subsequent loss of power,
women often tolerate less than desirable relationship
conditions. Focusing specifically on sexual relations, they
emphasized that if a woman wants to keep a man she
may be more apprehensive about having a discussion on
safer sex. Moreover, if she does raise the topic, she has
to be strategic in how she approaches the subject so as
not to lose her partner in the process.

Because a lot of times… women [would] rather not
have that uncomfortable conversation and risk
getting her man upset because of that - because she
wants to use the condom and he might not want to
use it. So she don’t want to ruffle the feathers or
whatever. So she’ll avoid it and risk it all ...
Hispanic woman, Bronx

Participants acknowledged the difficulty many women
experience in trying to negotiate safer sex practices and

simultaneously highlighted this as a needed area of focus
for prevention programming.
In addition to being empowered in relationships with

partners, women discussed the importance of being
empowered to have conversations about sex with their
children. As one participant stated, “Some women need
to have help with how to present… those type[s] of
topics and ideas to their partners … Or how to talk to
their kids or their teenagers about sex and being pro-
tected …” (Black woman, Raleigh). In many groups,
women noted that parent-child sexual education needed
to begin earlier in childhood given that sex is initiated at
younger ages in their communities. Though many par-
ticipants discussed the need to have these conversations
with teenagers, numerous participants explicitly stated
that they should also have “sex talks” with children in
elementary school.

They say you not supposed to get sex ed until you
thirteen or you in middle school but it’s kids in
elementary school having sex but they not, well they
think they too young to talk about it. For real, for
real I think that I should have known about sex
when I was in fourth grade. (Black woman,
Washington DC)

Many women passionately discussed the importance
of providing training for women to teach their children
and other young people in their communities about HIV
prevention. Participants emphasized that it was import-
ant for young people to have access to sexual health in-
formation in schools given that “abstinence only”
education would be insufficient because many young
people are already sexually active. “It would be nice for
kids to be abstinent, but I don’t think that’s reasonable
to think it’s going to happen” (Black woman, Bronx). In
light of the lack of comprehensive sex education in
schools, participants noted the role of parents in ensur-
ing that their children had enough information to make
protective sexual health decisions. “You can’t just de-
pend on the school and these teacher(s) and different or-
ganizations to teach your kids. You have to teach your
kids, first” (Black woman, Atlanta).
Despite the recognition that women needed training in

how to speak with their children, participants also noted
children may not feel comfortable coming to adults
when they become sexually active or curious and that it
may be challenging for parents if/when the topic is
raised. As stated by one participant, “sometimes it’s
embarrassing to talk to your kids. It’s very hard” (His-
panic woman, Bronx). Thus, participants suggested that
programs should teach women to address barriers to
these conversations and assist women with overcoming
feelings of embarrassment.
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Multilevel empowerment Rather than have a program
that focuses solely addressing one aspect of women’s
HIV risk (e.g., behavior), participants suggested address-
ing risk at multiple levels via empowering programs that
include traditional clinical services (e.g., HIV testing and
counseling) integrated with behavioral interventions and
social services. For example, one participant stated that
if she were creating an HIV prevention program, she
would make sure it included, “home economics, sex edu-
cation, business skills ... and social services” (Black
woman, Bronx). Capturing the voices of numerous
women, another participant outlined her vision of an
ideal and comprehensive approach to prevention for
women:

… Educational classes and help ... They … need help
to finish school. They need help with childcare…
helping these women with some cash and some
food stamps. Help them with educational classes…
give them the childcare that they need … Something
… that would … have everyone feeling like they can
turn there for help. Like the door is never shut or
something.
Black woman, Bronx

In numerous groups, participants reinforced the need
for programming to go beyond simply providing educa-
tional sexual health classes, which implied an under-
standing of HIV risk as multidimensional. A few
participants also recognized the importance of layering
prevention initiatives by first addressing women’s most
pressing needs (e.g., food, shelter, financial security, and
emotional wellbeing) and then moving on to more trad-
itional approaches to HIV prevention that are inter-
woven with empowerment approaches. Providing an
example, a Black woman from North Carolina, stated
that programs should offer “regular testing [and] life
planning counseling. So, she needs education first [then]
empowerment and self-esteem reinforcement and test-
ing… All that and prevention needs to be available.”

Create engaging program content
Across groups, approaches to HIV prevention were most
often conceptualized as behavioral interventions. In this
regard, participants discussed the need for behavioral in-
terventions to employ participatory activities that en-
courage engagement. This recommendation often
emerged as a disagreement in groups where a few partic-
ipants initially suggested less engaging programmatic ap-
proaches such as having educational classes and
distributing informational brochures. In numerous
groups, participants responded to such suggestions by
highlighting associated drawbacks and offered alternative
approaches that could engage participants in experiential

and visual learning activities to encourage knowledge ac-
quisition and skill building. “I see what she’s saying, a
brochure, but half the time somebody hands me a bro-
chure I’m not gonna read it. I don’t care what it’s got on
it… I want something hands on” (Black woman, Raleigh).
Similarly, another participant stated, “If you give me a
pamphlet – hey when I leave out that door everything
you just said is going right in the trash versus me seeing
it” (Black woman, Washington, DC).
Participants provided examples of a variety of visual

and hands-on activities that programs could employ,
including a) showing pictures of active STIs to incite
fear and motivate engagement in prevention, b) show-
ing videos of active STIs so that women were able to
identify symptoms of infections (e.g., bumps, dis-
charge, etc.) in themselves and their partners, c) en-
gaging women in role play to better learn sexual
communication skills, d) demonstrating condom use
to ensure women know how to correctly use con-
doms, and e) facilitating interactions with PLWHA in-
dividuals to learn firsthand about their physical and
psychological experiences with the virus.

I think I probably would have a program … [with a]
demonstration of how to put a condom on. I mean,
have a dildo or banana, whatever you want to use to
show them the proper way of using a condom …
Black woman, Washington, DC

Participants discussed the utility of hands on engage-
ment, emphasizing that fun activities can build women’s
self-efficacy, which will allows women to take safety into
their own hands rather than relying on partners. Women
stated that this was especially important in the context
of condom use, as condom use should not be the sole
responsibility of male partners. One participant empha-
sized that women “… know how to use [condoms], be-
cause you don’t know – [he] may not know how to put
it on, so you might just have to do it …” (Hispanic
woman, Bronx). To this end, many participants stated
that programs should include condom use demonstra-
tions for both male and female condoms.
In expressing the need for more engaging program-

ming, participants also discussed the importance of util-
izing “motivational speakers [that will] encourage these
women to go out here and do right, love themselves,
and protect themselves” (Black woman, North Carolina).
Many participants discussed the need for women to be
exposed to the unique perspectives and experiences of
HIV positive individuals to learn more about how indi-
viduals contracted the virus and live with HIV.

I’m all about … motivational speakers but they
would have to be HIV positive people. Because only
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people who don’t look like they have it, who have it,
can really show other women that you can’t tell who
has it or not …They need to see that… They need to
see women with HIV living day to day, men with HIV
living day to day, living healthy productive lives …
Black woman, Washington, DC

Overall, participants expressed that there were no vi-
able substitutes for being exposed to the perspectives of
HIV positive facilitators. “You find someone that’s deal-
ing with it, that’s living with it… don’t bring me some-
body that’s doing research, because I can do the same
research you’re doing” (Black woman, Bronx).
Although they mentioned the import of being able to

hear these stories, they also highlighted that programs
should include more dialogue versus presentations. Par-
ticipants felt that women would be more engaged if
women could talk with each other and the facilitators in
a guided discussion format. In the words of a Black
woman from the Bronx, “You need it to be interesting.
It’s serious, but it shouldn’t just be something where
you’re just sitting there, and they’re doing all the talking.
No, everyone talks… It’s discussion.” In addition to en-
suring that groups were discussion based, participants
also stated that the groups should be small and start
with fun icebreakers. Participants highlighted that the
discussion groups could serve as sources of support for
women and could also be a safe environment where they
can talk about and receive help with their experiences
with sex, condom use, sexual communication with part-
ners and kids, relationship dynamics, drug and alcohol
use, family planning, and domestic violence. Despite the
seriousness of these topics, women stated the need to in-
fuse the group discussion with fun and interactive activ-
ities to maintain engagement.

Some groups are dead. Nobody wants to sit there
for an hour listening to: ‘what are STDs? … Can
anybody tell me how you contract HIV?’ That
sounds boring. I would be sitting there going, ‘Oh.
My. God. When is lunch? … What are they giving
out for free? Am I getting paid for this?’ I would
literally be sitting there bored to death… But they
need more talk groups…livelier talk groups.
Black woman, Bronx

Through this recommendation on how interventions
should be delivered, participants suggested that discus-
sion groups would honor women’s desire to be heard
and feel their opinions are valued.

Build “market demand”
Participants discussed that prevention programs needed
to employ marketing strategies to ensure interest and

desirability in the target audience, emphasizing that pro-
grams needed “to make somebody’s mouth water for it”
(Black woman, Bronx). Suggestions for stimulating inter-
est in programming included employing media cam-
paigns via targeted promotions and advertisements on
television and in areas frequented by women such as res-
taurants, parks, bathrooms in bars, and hair salons. Re-
latedly, participants suggested having programs
promoted by national and local celebrities. For ex-
ample, a participant discussed the popularity and in-
fluence of a local radio personality and discussed how
individuals with a platform and large audiences could
quickly engage and attract large followings in preven-
tion activities.

Let Big G put on a flyer ‘free admission [to the]
Backyard [Band] show for HIV testing, bring your
proof of HIV [testing]’. Girl you know that line [is]
going to be like the Million Man March outside…
Big G can come on the radio and be like ‘we got
tacos and condoms’! … Let him … be like ‘HIV -
that’s the new thing to do, go take a test.’ Everybody
going to be in the DC area talking about ‘stick me
right there’!
Black woman, Washington, DC

Participants also discussed the need for strategic
incentivization as an approach for increasing market de-
mand. Recommended incentives included food, give-
aways, childcare, gift cards, cash, and vouchers for gas or
public transportation. Participants also recommended
including a variety of free condoms, “free HIV testing,
free pap smears, [and] free medication” (Black
woman, Washington, DC). Participant responses im-
plied a desire to see free health services co-located
with HIV prevention services and programming, sug-
gesting a desire for improved access to health care.
Relatedly, during a focus group exchange in the
Bronx, three Black women stated,

“As long as it’s free you will be amazed at how fast
people come.”; “People will come. Offer some food
with it.”; “That is so true, sweetie.”; “As long as it’s
free, you’d be amazed at how fast they’d come.”

In addition to suggesting free programming, some par-
ticipants recommended paying individuals to engage in
prevention activities.

Oh, you’ll pay me fifty dollars! Oh, I’ll go … and
everybody’s like, girl I ain’t going to go get no AIDS
test …I was like they pay you fifty dollars and then
everybody [was] like ‘come on let’s sign up’ …
Black woman, Atlanta
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Overall, participants acknowledged the importance of
having high quality intervention content but also empha-
sized the necessity of designing and implementing high
quality marketing strategies to stimulate interest and en-
gagement in prevention activities. “Because you got to
really … get these people’s attention nowadays. You got
to really have a good, good, good, good idea – to get
somebody to stop what they doing” (Black woman,
Washington DC).

Branding When participants were invited to provide
their suggestions for a prevention program logo or
motto, they mentioned that the visual appearance of the
prevention approach was key for flyers and other
branded materials. “It’s all in the presentation” (Black
woman, Bronx). General discussion suggested that both
the logo and the motto must be memorable, attractive,
and mentally stimulating. “You need to reach their men-
tality [with a] little catchy slogan, you know. ‘Condoms
Equal Life’ … a real message that can hit hard” (Black
woman, Washington DC).
Participant dialogue suggested that marketing mate-

rials for programs, especially the logos, demonstrate
unity, women, safety, and action. One participant dis-
cussed the importance of symbolizing action by stating,
“It’s not even about being aware because everybody is
pretty much aware now. You have to actually do it, not
just say [it]” (Black woman, Bronx). Additionally, partici-
pants recommended the motto for the program to dem-
onstrate safety, community, action, and consequences of
risky sexual behavior. One participant simply said,
“United we stand. That’s it” (Hispanic woman, Bronx),”
expressing the importance of community being demon-
strated in the motto.

Ensure accessibility
Accessibility was also stressed as a key component of
prevention programming. Participants suggested several
strategies to increase access to prevention while elimin-
ating barriers to engagement such as medical mistrust,
stigma associated with accessing sexual health services,
lack of awareness regarding where to access prevention
resources, and transportation to program sites.

I would be more down to earth… have like an
outreach program also, go around with this pack [of
prevention materials] … because you know people
are scared, they’re afraid… They don’t want you to
know … that they’re buying in the stores, … they’re
embarrassed by it … So, I would like an outreach
program, like when the truck come out and pass
out condoms.
Black woman, Washington DC

In addition to community-based outreach, other sug-
gestions included having community members host and
facilitate programs, implementing community-based
“door to door” programming, employing peer education
strategies, and engaging individuals in prevention
through volunteerism.

Try to involve -- I think, try to involve the
community. You know, try to go out there and …
see if you can get volunteers, someone to actually
go out and involve themselves… try to get people to
come out and recruit. ‘Hey, let’s hand out fliers!’
Hispanic woman, Bronx

Several of the community-based strategies were also
highlighted as approaches that could help participants
feel safe, interested, and open to participating in preven-
tion programming.
In order to ensure the greatest possible level of en-

gagement and accessibility, it was recommended that
community members be part of the program design
team. “I would just make everything accessible for noth-
ing. You know? Because it’ll make a person come on in.
Design a program with folks – to bring women in”
(Black woman, Washington DC). Additionally, partici-
pants stated that combining community-based ap-
proaches with other types of approaches would be most
effective in helping women engage in and access preven-
tion programming as the target population would be re-
peatedly exposed to the same messages, information,
and resources.

Results of disconfirming case analysis
Our efforts to identify contrary cases in the data resulted
in the following thematic results: 1) Address Structural
Risk Factors (Subthemes: Reduce Poverty as a Risk Fac-
tor and Employ Policy to Mandate Prevention Participa-
tion); 2) Expand Awareness of and Access to Prevention
Resources, and 3) Increase Engagement via Pleasure Pro-
motion. The following paragraphs detail these findings.

Address structural risk factors
Empowering women economically and creating policies
that mandated participation in prevention via testing
and educational classes were suggested by a few partici-
pants as a strategy for improving prevention initiatives.

Reduce poverty as a risk factor Results revealed recog-
nition of a need for programs to address structural fac-
tors that impact HIV risk, including poverty. Some
participants believed that equipping women with the
skills needed to obtain gainful employment would help
prevent women from engaging in risky behaviors, espe-
cially those who do so in an effort to meet their daily
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living needs. It was also acknowledged that before con-
versations can be had about safer sex, prevention pro-
grams need to first address women’s most pressing
concerns, which are often related to meeting basic needs
(i.e., food and shelter).

Most times, it’s finances, and women get themselves
into a situation – they have to do it to feed their
children … and they’ll take higher risks to get what
has to get paid, so there [needs to be] more
programs out to help them pay their bills, and feed
their children, and clothe them.
Black woman, Bronx

Economic empowerment was viewed as a “way out” of
the financial hardship that influenced some women to
engage in risky behaviors to provide for themselves and
their children. Describing these challenges and providing
a roadmap for prevention programs, one woman
explained,

If you sit there and tell me, okay, I understand that
you’re having problems paying the bill and I under-
stand you’re out here doing this, so how about I help
you get into some job training ... I’ll find resources to
help you better your situation so that you’re not
struggling here and feeling like you need to take up
slack with selling sex or end your depression by using
drugs … I just would like them to offer some real re-
sources that are reachable for women…
Black woman, Raleigh

In other words, empowering women with tangible sup-
port can facilitate women’s increased capacity to make
choices they deem best for themselves via increased con-
fidence and access to resources needed to manifest their
desired behaviors and outcomes.

Employ policy to mandate prevention participation
Data analysis also revealed controversial suggestions for
addressing social determinants of health via access to
prevention programing and resources, including
mandatory participation. A few proposals were offered
in this regard. For example, a Hispanic woman from the
Bronx simply recommended practitioners “make them
mandatory sex education classes” and suggested this
may be most useful for women with low incomes or
those receiving public assistance. In addition, in a focus
group exchange in the Bronx, a few participants agreed
that participation in prevention initiatives should be
mandatory.

“It’s mandatory that they have to go to this class.
It’s by the law. I would want that to be in the

program… We send you a letter, and you don’t
come to this class, you get in trouble for it … you
don’t want to pay no fine, so you better come to the
class. And then we’ll make it fun … [but] I feel it
has to be a mandatory class for everybody to go…”;
“That’s right.”; “Free but mandatory.”; “It’s
mandatory by law that you show up.”; “Or you will
not get no food stamps this week.”
Three Black Women, Bronx

Increase engagement via pleasure promotion
To create more engaging programmatic content some
participants suggested teaching women strategies to in-
crease sexual pleasure for themselves and their partners.
In a focus group of Black women in the Bronx, one par-
ticipant suggested teaching women how to perform oral
sex for a male partner because “it’s is a good skill [to
have].” Other participants in the same focus group
agreed and discussed popular sex symbols in the media
that provided examples on how to please their partners.
Similarly, in another focus group in the Bronx with His-
panic women, participants discussed learning oral sex
techniques in the context of safer sex promotion. One
participant emphasized, “My point is … there should be
… ways to make safe sex fun… knowing that you’re talk-
ing about your safety or whatever, maybe you find differ-
ent ways to make it fun.”
A few participants suggested that sexual health pro-

grams should not exclusively focus on prevention but
should comprehensively approach sexual wellness and
include pleasure as a focal point in programming for
women. Emphasizing the utility of this approach, a Black
woman from Atlanta discussed pleasure-focused skills
training as a strategy for increasing women’s interests in
HIV prevention programming as well as an alternative
to partnered sexual relations.

I might [get] some toys for them… [If] you can’t
have sex, go ahead and play with yourselves… [I
would give them] … sexual toys, like vibrators,
dildos… [You can] put the babies to bed and go
about your business.

Expand awareness of and access to prevention resources
Suggestions for increasing access included providing
location-based text and online alerts to ensure maximal
awareness of prevention initiatives and having services
and facilities that provide continuous access to preven-
tion resources, especially for high-risk populations.

My program would have websites. It would have a
24 hour phone line and it would tell you things like
if you’re out in the street like if you’re a street
worker, if you prostitute and stuff it’ll tell you the
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nearest location to find condoms, free condoms.
Black woman, Washington DC

Relatedly, participants recommended making free con-
doms available in locations that are easily accessible and
open for longer hours such as local corner stores and
gas stations.

I know sometimes you just run out or you short on
supply or something… The free condoms, even
though they’re free, they’re not available in every
corner store. It’s not in walking distance… So I
would say just, promote more condoms.
Hispanic woman, Bronx

One participant recounted an experience of visiting a
local corner store that carried condoms.

I mean he had women’s condoms. He had men’s
condoms. He had finger condoms… And since he
tore down his store – in the hood, it’s not a lot of
stores out here now that gives out condoms.
Black woman, Raleigh

This participant highlighted the convenient nature of
being able to quickly and easily access condoms and the
unfortunate nature of a limited number of stores offer-
ing free condoms, suggesting a desire for free condoms
to be offered in more areas that are quickly accessible.

Discussion
Despite recent successes in HIV prevention and treat-
ment in the US, sustained epidemic rates of HIV infec-
tion among certain social groups indicate formidable
barriers to HIV prevention [7–9]. Highlighting concerns
around the ability of the US to meet national and inter-
national HIV prevention goals, the CDC has emphasized
that effective prevention and treatment interventions are
not reaching those most in need, especially those living
in high HIV burden counties [3, 10, 18, 38]. By centering
the voices of women living in four cities heavily im-
pacted by HIV, this qualitative study outlines sugges-
tions for developing new and improving existing HIV
prevention programs. Women with high geo-behavioral
and socioeconomic risk for HIV suggested specific pro-
gram strategies to increase impact, engagement, and
accessibility.

Ensuring impact
To empower women at the individual level, participants
called for promotion of self-esteem. This recommenda-
tion is supported by literature that identifies low self-
esteem as a predictor of decreased self-efficacy for con-
dom negotiation, increased perceived barriers to condom

use, more negative condom attitudes, and higher HIV
risk behaviors [39–42]. In addition, low self-esteem is re-
lated to psychological distress [43], another predictor of
HIV risk behavior [44]. In light of these findings,
scholars, like the participants in the current study, have
called for self-esteem to be addressed in the design and
adaptation of risk reduction and prevention programs.
Participants also stated that interpersonal or relational

empowerment via training in sex communication skills
(for partners and children) was necessary for programs
and suggested that acquisition of these skills could be fa-
cilitated by increasing women’s self-esteem. Based on
previous research [39], it is plausible that programs fa-
cilitating increases in self-esteem have potential to de-
crease risk at individual and interpersonal levels. In
addition, although not mentioned by participants, risk
reduction programs addressing interpersonal empower-
ment could also target couples and address issues related
to intimate partner violence, substance use, sexual health
communication, and HIV testing. While such programs
are useful, programs that focus exclusively on individual
and interpersonal behavior change often neglect com-
munity, structural, and other interrelated factors that in-
fluence behavior and impact risk [45].
In this regard, participants identified structural factors

and subsequent behaviors that interact to impact HIV.
For example, they highlighted that low socioeconomic
status likely impacts decisions to engage in “survival sex”
[11]. To address this issue, participants recommended
addressing economic risk factors. Moreover, participants
implicitly acknowledged that women’s risk simultaneously
manifests at multiple levels and should thereby be simul-
taneously addressed at multiple levels. Indeed, researchers
have characterized the nature of women’s risk for HIV as
multifaceted [11, 45, 46]. However, intervention ef-
forts for women principally remain unilevel [45, 47].
Such approaches highlight the deficiencies of individ-
ual level appraisals of HIV risk and limit potential
macrolevel heath changes that can be achieved by
implementing a package of multilevel and combin-
ation interventions [48, 49].
Though effective biomedical, community, individual,

and interpersonal level interventions exist in the CDC’s
Compendium of Evidence Based Interventions for HIV
prevention [47], there remains a need for programs that
simultaneously address multilevel risk among women.
This need represents an opportunity for the field to de-
velop multilevel programming and adapt existing
evidence-based programs, particularly in high HIV bur-
den counties. To this end, participants suggested devel-
oping empowering multilevel programs by integrating
traditional clinical services (e.g., distribution of condoms
and HIV testing) with behavioral interventions and so-
cial services. These findings emphasize the need to co-
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locate services to facilitate greater access to care, which
may address underlying structural issues and disparities
that further drive the HIV epidemic.
Relatedly, findings suggest that women do not have

the capacity to negotiate safer sex if they are more con-
cerned about where they will live, what they will eat,
and/or whether or not their children have their needs
met. Thus, prevention programs and initiatives may be
most impactful if they first address social determinants
of health before addressing interpersonal, behavioral,
and psychological risk factors, which are primarily the
focus of the majority of interventions for women [47].
Taken together, the aforementioned suggestions stand to
improve the ability of health professionals to meet the
unique HIV prevention needs of women, especially those
of Black women, who represented the majority of our
sample.

Bolstering engagement
Implicitly underscoring lack of engagement as a barrier
to effective implementation, “create engaging program
content” and “build market demand” emerged as sugges-
tions for prevention programs. Participants offered sev-
eral suggestions that are currently utilized in HIV
prevention campaigns and programs (e.g., Greater Than
AIDS [50] and Sister to Sister [51]), including engaging
national celebrities, incorporating visuals, incentivizing
participation, employing various hand-on activities, and
utilizing role play activities to capture interest and assist
participants with retaining and applying intervention
material [47]. Novel suggestions for increasing engage-
ment, not often utilized in primary prevention programs,
included involving PLWHA in prevention programs de-
signed for HIV negative women and offering pleasure fo-
cused activities in programming (e.g., teaching women
how to pleasure themselves or a partner versus simply
eroticizing safer sex). Although these strategies are not
frequently utilized in prevention programs for women,
they demonstrate promise for effectiveness as they have
been shown to reduce HIV stigma and increase prevent-
ive behaviors for other groups [52–55].
Another strategy recommended for growing respon-

siveness to programs included employing strategic and
targeted marketing and branding strategies that reflect
values of the target population. Although engagement
and uptake are key implementation challenges for HIV
prevention, the fields of medicine, public health, and so-
cial and behavioral sciences have lagged behind in ensur-
ing that prevention programs and interventions are
inclusive of comprehensive marketing strategies that fa-
cilitate engagement. Often an afterthought, this key as-
pect of implementation can assist with improving reach,
engagement, and behaviors of the target population and
acceptability and uptake of an intervention [56, 57].

Considering these challenges, participants suggested
“meeting people where they are” and bringing preven-
tion to them in familiar places via familiar channels. For
example, participants suggested utilizing local celebrities
(e.g., radio personalities, musical artists, etc.) with large
local followings in key catchment areas to disseminate
prevention messages and advertise programs. This ap-
proach, which can also be applied in the context of so-
cial media with “influencers” on Instagram and
Facebook, can be an effective marketing strategy as it
can facilitate quickly reaching the target audience as well
as more rapid establishment of trust and increased
awareness. Moreover, social marketing campaigns in
HIV prevention have demonstrated effectiveness in in-
creasing HIV testing and other prevention behaviors
[56–58]. As an example, the Johns Hopkins Center for
Communication Programs’ utilizes “Entertainment-Edu-
cation” (also called edutainment”) via audio visual media,
social media, social marketing, and strategic marketing
and branding strategies to increase understanding of and
engagement in HIV prevention, which has resulted in
health promoted behaviors across varied target popula-
toins [59]. The suggestions provided can be used to in-
form comprehensive marketing strategies that spur
uptake of and equitable recruitment and retention in
interventions.

Increasing accessibility
Participants also discussed the need for implementation
of community-based intervention strategies (e.g.,
utilization of community health workers for door to
door outreach) as well as the need to include the target
population in the design of prevention strategies. Such
strategies are increasingly being utilized and have been
informed by community-based participatory and action
research approaches. Within this theme, participants
also offered a more novel recommendation to increase
accessibility to prevention resources, in particular con-
doms, by making them available for free in venues that
are closer to their homes, less stigmatized (e.g., not
healthcare facilities), and frequented by the target popu-
lation on a daily basis. Specifically, participants suggested
offering free condoms in gas stations, corner stores, bar
bathrooms, hair salons, lingerie stores, and clothing
stores.
This recommendation speaks to the importance of

availability and accessibility – both of which are in line
with the CDC’s Strategic Planning Guidelines for Con-
dom Distribution [60], an integrated (e.g., biopsychoso-
cial) approach to prevention which also includes
guidelines for ensuring condoms are acceptable by the
target population. Although not mentioned in the
current study, the suggestion to make condoms more
available and accessible can also be relevant to Pre-
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exposure prophylaxis (PrEP), a desired prevention option
among women in the US [61]. Despite PrEP’s high ef-
fectiveness rate of reducing risk of HIV transmission
[62], it remains widely underutilized by women due, in
part, to lack of awareness, stigma, and challenges with
accessibility [61, 63, 64]. Increasing awareness of PrEP
and integrating it with existing interventions and multi-
level programming while simultaneously making it more
accessible, available, and socially acceptable may result
in increased uptake among women. Of note, our data
were collected before PrEP became widely available in
the US.
Another, more controversial, participant suggestion

for ensuring accessibility to prevention resources was to
legally mandate engagement. Although the US has not
adopted any universal prevention mandates, there is pre-
cedent for routinized screening. For example, HIV test-
ing is required for pregnant women in some states and
several states utilize “opt out” testing approaches [65], in
which HIV tests are conducted along with other stand-
ard screenings during pregnancy unless the woman opts
out. Such policies can result in testing increases for
pregnant women, including increasing rates of testing
among pregnant women up to 98% [65].
Other countries have executed more concentrated na-

tional policies to prevent HIV and mandate engagement
in prevention. For example, Cuba, designated by the
World Health Organization as the first country to elim-
inate mother to child transmission of HIV, requires test-
ing for all pregnant women and individuals who test
positive for other STIs [66, 67]. These policies have con-
tributed to Cuba being among countries with the lowest
prevalence rates in the world [68, 69]. Although these
policies would likely be extremely controversial in the
US, it is possible that employing opt out testing for cer-
tain populations (e.g., pregnant women and those who
test positive for other STIs) may be more acceptable and
feasible and could help contribute to meeting goals of
the National AIDS Strategy [1, 2].

Limitations
While our sub-study sample is not representative of all
US women at HIV acquisition risk, it is important to
note that the overall HPTN 064 cohort was at demon-
strated increased risk for HIV acquisition. One limita-
tion is the age of the data, which were collected 10 years
ago. It is possible that participants may have provided
different responses if the data had been collected more
recently. Another limitation was the lack of a connection
between detailed participant demographic data (e.g.,
SES, age, or relationship status) and participant qualita-
tive data. Having these data connected could have
allowed us to better contextualize participant responses
and make comparisons among participants based on

demographic characteristics. Despite these limitations,
the current analysis of the subjective opinions of selected
participants provides substantive information to re-
searchers and interventionists seeking to create or im-
prove HIV prevention programs and initiatives. While
our analysis included only a portion of transcripts from
the overall qualitative data gathered in the larger study
(i.e., 30% of the interview transcripts and approximately
50% of the focus group transcripts), the number of tran-
scripts reviewed was based on principles of data satur-
ation [32].

Conclusion
We have the information and tools needed to end HIV
but have not yet done so [3]. The suggestions presented
herein bear relevance for development and implementa-
tion of behavioral and biobehavioral interventions for ra-
cially, ethnically, and socioeconomically marginalized
women which may contribute toward the advancement
health equity in HIV prevention. As we learn more
about the multidimensional nature of women’s risk for
HIV, there are increasing opportunities to utilize sugges-
tions from the target population to better understand
and overcome barriers to optimal sexual health and to
develop and promote gender relevant interventions, es-
pecially for locations with great need for expanded and
improved prevention services. As highlighted by partici-
pants, existing prevention programs have employed use-
ful strategies but there is room for improvement. Our
findings situated in the context of existing research sug-
gest that lending increased attention to empowerment,
marketing, and accessibility has potential to result in
positive outcomes for HIV prevention programming.
Moreover, the data presented herein provide a platform
for the voices of the target population, voices often not
heard, which fills gaps in the current literature and pro-
vides critical insights to support bringing the plan of
Ending the HIV Epidemic18 closer to reality.
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