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Among US racial/ethnic groups, Blacks are at the highest risk of acquiring HIV/ 
AIDS. In response, the Centers for Disease Control and Prevention (CDC) has 
launched the Heightened National Response to Address the HIV/AIDS Crisis 
Among African Americans, which seeks to engage public and nonpublic partners 
in a synergistic effort to prevent HIV among Blacks. The CDC also recently launched 
Act Against AIDS, a campaign to refocus attention on the domestic HIV/AIDS crisis. 
Although the CDC’s efforts to combat HIV/AIDS among Blacks have achieved some 
success, more must be done to address this crisis. New initiatives include 
President Obama’s goal of developing a National HIV/AIDS Strategy to reduce 
HIV incidence, decrease HIV-related health disparities, and increase access to care, 
especially among Blacks and other disproportionately affected populations. (Am J 
Public Health. 2009;99:S351–S359. doi:10.2105/AJPH.2008.157958) 

Blacks and Hispanics in the United States have 
been disproportionately affected by HIV and 
AIDS, compared with non-Hispanic Whites, 
since the early years of the epidemic, although 
many have perceived the epidemic as affecting 
mostly White gay men.1,2 (The term ‘‘Blacks’’ 
as we use it in this article includes African 
Americans, Caribbean Americans, Africans, and 
other persons of Black race who may not self-
identify as ‘‘African American.’’ To be inclusive of 
all Blacks in the United States who are repre­
sented in national HIV surveillance data and HIV 
prevention efforts, we use ‘‘Blacks’’ throughout 
this article.) As early as October 1986, the Cen­
ters for Disease Control and Prevention (CDC) 
recognized the disproportionate impact of AIDS 
among racial/ethnic minority groups.3 In 1987, 
the CDC published the first in a series of articles 
about the prevalence and rate of HIV infection 
among racial/ethnic minority groups in the 
United States.4 

From 1981 through 1988, Blacks accounted 
for 26% of AIDS cases while only representing 
12% of the US population, and heterosexual 
contact and intravenous drug use were the 
primary modes of transmission among Blacks in 
this country.5 Early surveillance data showed a 
disproportionate impact of AIDS among Black 

and Hispanic women, and in late 1990, the CDC 
reported that although Black and Hispanic 
women represented only19% of women in the 
United States, they accounted for 72% of US 
women diagnosed with AIDS.6 Furthermore, by 
the late 1980s it was clear that among men who 
have sex with men (MSM), Black and Hispanic 
men were disproportionately affected compared 
with other racial/ethnic groups.7 

Racial/ethnic disparities in HIV/AIDS con­
tinue to be present at alarming rates in sur­
veillance of HIV incidence, HIV diagnoses, 
AIDS diagnoses, and deaths among persons 
living with AIDS.8,9 New and more reliable 
incidence data show that although Blacks made 
up 13% of the US population in 2006, they 
accounted for 46% of new HIV infections that 
year.10,11 Among males, 40% of new infections 
occurred in Blacks, 41% in Whites, and 19% in 
Hispanics. Among females, 61% of infections 
occurred in Blacks, 23% in Whites, and 16% in 
Hispanics. The highest rates of new infections 
occurred among Black men and women (115.7 
and 55.7 per 100000 population, respectively) 
compared with men and women from all other 
racial/ethnic groups.10 Furthermore, the esti­
mated lifetime risk of being diagnosed with HIV 
was higher for Blacks than for Whites: 1 in 16 

Black males and 1 in 30 Black females in the 
United States will be diagnosed with HIV, com­
pared to 1 in 104 White males and 1 in 588 
White females.12 

Injection drug use now plays less of a role 
in HIV transmission than it did in the 1980s. 
In 2006, sexual transmission (including het­
erosexual and male-to-male transmission) 
accounted for 90% of all new cases of HIV 
reported and 87% of new cases among 
Blacks.11 This fact underscores the importance 
of improving the community-level understanding 
of HIV as a sexually transmitted infection (STI) 
and of improving our public health interventions 
that aim to delay the onset of sex, reduce num­
bers of sex partners, and increase safer-sex 
behaviors, including consistent and correct con­
dom use. 

Recent data show that Black women and men 
are also disproportionately affected by other 
STIs, including gonorrhea (Black–White ra­
tio=18:1), chlamydial infection (Black–White 
ratio=8.1), primary and secondary syphilis 
(Black–White ratio=7:1), Trichomonas 
vaginalis (Black–White ratio=7:1), and genital 
herpes (Black–White ratio=3:1).13–16 Because 
the presence of STIs can serve as a marker of HIV 
risk and can facilitate HIV transmission by a factor 
of 2 to 5, the disproportionate rates of these 
STIs in Black communities need to be addressed 
with increased screening and treatment efforts 
as part of a comprehensive plan to stop the 
ongoing sexual transmission of HIV.17,18 In addi­
tion to a higher prevalence of STIs in our Black 
communities, other complex factors that dispro­
portionately affect Blacks—such as higher levels of 
poverty, decreased access to preventive and re­
quired health care, institutionalized racial dis­
crimination, anddisrupted social networks caused 
by higher rates of incarceration—contribute to the 
HIV epidemic among Blacks in this country.3,19 
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PROGRAMMATIC RESPONSES 
TO HIV/AIDS AMONG BLACKS 

Based on these and other data, the CDC 
initiated a wide range of activities to: (1) better 
understand the factors that drive the HIV/ 
AIDS epidemic among Blacks in the United 
States, (2) expand HIV testing and access to 
HIV medical care, (3) develop new interven­
tions and scale up the availability of effective 
interventions, and (4) mobilize Black commu­
nities to combat the HIV/AIDS crisis facing 
them. 

In 1985, the CDC started providing dedi­
cated HIV-prevention resources to state and 
local health departments, and the agency 
launched a national effort to educate the public 
about HIV and AIDS. As our understanding of 
the epidemic and its disproportionate impact 
on Blacks in the United States grew, so did the 
CDC’s efforts to develop and target effective 
and culturally appropriate programmatic, re­
search, and intervention efforts for these highly 
affected communities. 

Since the early part of the epidemic, the CDC 
has worked with national, state, and commu­
nity partners to support HIV testing, provide 
prevention services for high-risk HIV-negative 
persons and persons living with HIV, and help 
strengthen capacity, infrastructure, and part­
nerships with health departments and com­
munity-based organizations (CBOs) to address 
the HIV/AIDS epidemic. In 1993, to improve 
community buy-in and support for federally 
funded HIV prevention efforts, the CDC started 
forming community planning groups (CPGs) 
that are cochaired by community and health 
department representatives.20 CPGs help to 
ensure that HIV-prevention resources and inter­
ventions are appropriately prioritized and tar­
geted to the most affected communities on the 
basis of local epidemiological data.20 CPGs con­
tinue to affect local HIV-prevention planning 
efforts, but many have faced challenges in trying 
to ensure a balanced representation of key 
stakeholders and trying to incorporate disparate 
ideas for next steps as part of the planning 
process.21 A recent study suggests that the CDC’s 
guidance on CPGs should be updated to better 
address organizational factors and provide 
mechanisms to manage internal group con­
flict and thus improve the informed decision-
making process for CPGs, ultimately enhancing 

HIV-prevention efforts in the communities they 
21serve.

In addition to CDC-funded efforts in health 
departments, the CDC directly funds minority 
CBOs that provide HIV-prevention services to 
communities of color.22 CBOs involve the local 
community, define solutions for the HIV epi­
demic, and work toward realizing those solu­
tions, making leaders in the provision of HIV/ 
AIDS services. HIV-prevention CBOs continue to 
remain effective, and they continue to receive 
ongoing training and technical assistance from 
the CDC.22 Minority CBOs were first directly 
funded by the CDC in 1988, and minority HIV-
prevention organizations were first funded in 
1989, to provide capacity-building assistance to 
local and regional CBOs serving communities of 
color. One such capacity-building program—the 
Institute for HIV Prevention Leadership, 
initially funded by CDC in 2000—has trained 
more than 300 HIV CBO program managers to 
date and has significantly increased CBO capac­
ity to conduct more effective HIV-prevention 

23programs.
In 1998, upon recognizing that the domestic 

HIV epidemic was continuing to evolve among 
Blacks in the United States, the CDC con­
vened a meeting of Black providers and com­
munity leaders to update them on surveillance 
data showing the alarmingly high—and, at that 
time, steadily increasing—numbers of HIV 
diagnoses and AIDS cases among Blacks and to 
discuss ideas for addressing these situations. 
Later that year, President Clinton declared the 
HIV/AIDS epidemic among US Blacks a 
national crisis. The federal government also 
created the Minority AIDS Initiative, which was 
groundbreaking in 2 ways: (1) it created re­
sources to address racial/ethnic disparities in 
HIV and HIV-related health outcomes, and (2) 
it created opportunities to expand community-
based capacities to serve people of color living 
with HIV and AIDS.24 

The Minority AIDS Initiative, which is ad­
ministered by the Department of Health and 
Human Services, serves as a resource for HIV/ 
AIDS prevention, research, and treatment by 
giving federal agencies targeted funding to 
reduce HIV/AIDS disparities among Blacks 
and other communities of color at high risk for 
HIV.24 These funds, totaling $166 million in 
fiscal year (FY) 1999, $404 million in FY2004, 
and $387 million in FY2009 (slightly less than 

FY2008 and not adjusted for inflation),25 are 
used to address high-priority HIV prevention, 
research, and treatment needs in highly affected 
communities of color. The Minority AIDS Initia­
tive was officially made into law when it was 
incorporated in the Ryan White Treatment 
Modernization Act passed by Congress in 2006. 
Today the Minority AIDS Initiative continues 
to bridge the gap in HIV preventive and 
medical service delivery by providing services to 
underserved communities, empowering local 
community-based providers to implement 
specific interventions to reach their communities, 
and supporting research in these disproportion­
ately affected communities. 

Early diagnosis and treatment of HIV are 
vital components of efforts to stop transmission 
of HIV and progression to AIDS in Black 
communities. To that end, the CDC launched 
the Advancing HIV Prevention initiative in 
2003.26,27 This initiative focused new energies 
on working with HIV-infected persons to de­
crease further HIV transmission, and it directly 
affected previously described local CPG efforts 
by identifying persons living with HIV/AIDS 
as the first-priority population for CPGs. The 
Advancing HIV Prevention initiative consisted of 
4 strategies for HIV prevention: (1) making 
HIV testing a routine part of medical care, (2) 
encouraging people to learn their HIV status 
through increasing the availability of nonmedical 
HIV testing locations, (3) increasing prevention 
efforts by working with HIV-infected persons 
and their partners, and (4) decreasing perinatal 
HIV transmission and officially recommending 
routine opt-out HIV screening during prenatal 

20,26care.
Several Advancing HIV Prevention demon­

stration projects were funded with more than 
$27 million. Implementation of many Ad­
vancing HIV Prevention projects focused on 
populations with a high percentage of Blacks. 
Six of 9 Advancing HIV Prevention demon­
stration projects included HIV testing in clinical 
and nonclinical settings to identify persons 
with unrecognized HIV infection; of approxi­
mately 107000 rapid HIV tests performed 
from 2003 to 2007, 1100 incident cases 
were identified, and more than 80% of newly 
identified HIV-infected persons were from mi­
nority racial/ethnic groups.27 To further build 
upon Advancing HIV Prevention efforts, the 
CDC continues to explore strategies to more 
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efficiently provide HIV testing. These efforts 
include a scale-up of a successful social-network 
approach to identifying persons with undiag­
nosed HIV infection,28 programs to increase 
HIV testing at historically Black colleges and 
universities,29 and testing programs in correc­
tional settings.30 

Advancing HIV Prevention initiative out­
comes also helped inform the CDC’s revised 
recommendations for routine, voluntary HIV 
screening in health care settings for all patients 
aged 13 to 64 years in the United States.31 In 
addition, the CDC provided a total of $70 million 
in supplemental funding for ‘‘Expanded and In­
tegrated HIV Testing for Populations Dispropor­
tionately Affected by HIV, Primarily African 
Americans’’ in 2007 and 2008.32 This effort 
expanded HIV-testing programs in jurisdictions 
with the highest AIDS rates among Blacks and 
complemented the 2006 revised recommenda­
tions for routine HIV testing at health care venues. 
In 2007, 23 jurisdictions were funded, and 
25 were funded in 2008. In the first 18 months 
of the project, participating sites reported con­
ducting more than 840000 tests and identifying 
more than 10000 HIV infections. 

Additionally, HIV testing efforts are in­
creasingly being integrated with other STI and 
HIV services provided by health departments 
and other service providers, and the CDC 
recently developed guidance in support of 
these integrated services.33 

HIV-PREVENTION RESEARCH 
AMONG BLACKS 

Throughout the course of the epidemic, the 
CDC has supported HIV-prevention research 
conducted by scientists both inside and outside 
the agency. Developing and supporting behav­
ioral interventions for at-risk and HIV-positive 
Blacks in the United States is a central element of 
the CDC’s approach to preventing HIV trans­
mission among Blacks. The CDC’s HIV Pre­
vention Research Synthesis Project conducts 
meta-analyses of data from scientifically rigor­
ous behavioral and clinical intervention trials in 
an effort to provide objective assessments for 
CBOs and other groups that implement these 
interventions in their local communities.34,35 

Prevention Research Synthesis analyses have 
shown that behavioral interventions significantly 
reduce sexual risk among young adults, MSM, 

heterosexual men and women, and drug users 
and can be successfully implemented in at-risk 
communities.35–44 Prevention Research Synthe­
sis reviews are updated annually; as of May 2009, 
the Prevention Research Synthesis project had 
identified 63 interventions with strong evidence 
of efficacy.45,46 Of these, 34 (54%) were devel­
oped for Blacks or were evaluated in a study in 
which the majority of participants were Black 
(Table 1).47–56 

Selected Prevention Research Synthesis in­
terventions with evidence of efficacy are pack­
aged and disseminated nationwide. ‘‘Packag­
ing’’ means that user-friendly implementation 
and training materials are developed by CDC’s 
Replicating Effective Programs Project57,58 and 
disseminated by the Diffusion of Effective Be­
havioral Interventions (DEBI) program, which 
seeks to bring science-based HIV-prevention in­
terventions to state and local health departments, 
CBOs, and other HIV service providers.59,60 As 
of June 2009, materials and trainings were 
available for 21 interventions,59 and 15 new 
interventions were being prepared for dissemi­
nation in 2009 and 2010. Of these, 20 were 
developed specifically for Blacks or were tested 
in studies in which a majority of the sample 
population was Black. These interventions ad­
dress a range of subpopulations within the Black 
community, including heterosexual women and 
men, youth, MSM, injection drug users, and 
persons living with HIV (Table 1). 

Since the inception of the DEBI program in 
1999, more than 8500 individuals have been 
trained to deliver HIV-prevention interven­
tions for Blacks who are at risk for or living 
with HIV. The CDC continues to work to 
increase the number of culturally appropriate 
DEBI programs and to package and dissemi­
nate them more quickly. Some public health 
partners have reported barriers to DEBI 
implementation, including: (1) the challenges of 
adapting evidence-based, multilevel interven­
tions to real-world time constraints; (2) an 
increased need for greater local health depart­
ment technical assistance and monitoring; and 
(3) a critical need for a wider menu of inter­
ventions for all high-risk populations.60,61 

Reaching the disproportionately affected Black 
MSM community is especially challenging be­
cause of greater resistance to self-disclosure of 
MSM behaviors, decreased knowledge of or 
access to community resources, and a lack of 

culturally relevant and appropriate interventions 
for Black gay men.62,63 

Despite the range of HIV-prevention inter­
ventions for Blacks in the United States, many 
unmet prevention needs remain. The CDC 
continues to support research to develop a 
wide range of new behavioral and biomedical 
interventions for Blacks. These efforts include 
research with Black MSM, heterosexual men, 
and women to develop and test new interven­
tions, assess locally developed interventions, 
and evaluate the effectiveness of scientifically 
proven interventions in the field. For example, 
the CDC is supporting demonstration projects 
to compare the relative cost-effectiveness of 
existing community-based HIV-testing strate­
gies to reduce undiagnosed HIV infections 
among Black women and men and stop HIV 
transmissions that are caused by being un­
aware of one’s HIV status. Additionally, male 
circumcision is being further explored as 
a potentially effective biomedical interven­
tion to decrease sexual transmission of HIV 
among heterosexual Black men in the United 
States.64 

Although individual risk behavior contrib­
utes to HIV transmission, it alone does not 
account for disparities in HIV/AIDS among 
Blacks in the United States. Behavioral studies 
must be complemented by studies that inves­
tigate how we affect deeply entrenched social 
determinants that contribute to and often cre­
ate the foundation for ongoing HIV transmis­
sion.3,65–68 The CDC is conducting research to 
better understand and plan interventions tar­
geted at the social, community, financial, and 
structural factors that contribute to HIV risk 
among Blacks. For example, the CDC is collab­
orating with local researchers to conduct epide­
miological research on individual and social 
determinants of HIV risk among Black MSM 
and is currently involved in similar research 
focused  on Black  women in the  southern  
United States. 

The CDC is also involved in research eval­
uating structural interventions to reduce HIV 
risk among Blacks. Examples of this research 
include a study focused on economic inter­
vention with impoverished women in the 
South68 and a study examining the effects of 
providing housing to homeless and unstably 
housed persons living with HIV, the majority of 
whom are Black.69,70 
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TABLE 1—Selected HIV Prevention Interventions Included in the Centers for Disease Control 
and Prevention’s Diffusion of Effective Behavioral Interventions Project 

Intervention Study Population Description Main Outcomes 

d-up!47 Black MSM 

100% enrolled were Black 

Community-level intervention for Black MSM that is designed to 

change social norms by enlisting popular 

opinion leaders. The opinion leaders are trained to change risky 

sexual norms and endorse risk reduction in conversations with 

their friends and acquaintances. 

Decreased unprotected anal intercourse. 

Decreased number of unprotected 

sexual partners. 

Focus on Youth + ImPACT48,49 At-risk Black youths 

(aged 13–16 y) 

from low-income 

neighborhoods 

100% enrolled were Black 

Small-group and parent–child-dyad intervention designed to 

reduce substance and sexual risk behaviors of high-risk youths. 

The intervention emphasizes decision-making, goal setting, 

communication, negotiation, and consensual 

relationships. Includes a single session delivered individually to each 

youth and his or her parent or guardian that emphasizes parental 

monitoring and communication and includes skills-building exercises. 

Among participants who were sexually 

active at baseline, lower rates of 

sexual intercourse. 

Among participants who were sexually 

active at baseline, lower rates of 

unprotected sex. 

Healthy Relationships50 HIV-positive men 

and women 

74% enrolled were Black 

Small-group intervention focused on building skills and self-efficacy 

to make informed and safe decisions about risk disclosure and 

behavior. Activities included feedback 

reports, discussion sessions, role-playing, and movie-quality video clips 

to teach and practice decision-making and problem-solving skills. 

Decreased unprotected anal and vaginal 

intercourse among all participants. 

Decreased unprotected anal and vaginal 

intercourse with non–HIV-seropositive 

partners. 

Promise51 At-risk youths 

Injection drug users 

and female 

sex partners 

Female commercial 

sex workers 

Men who have sex with men 

Residents of areas with high 

STD prevalence 

54% enrolled were Black 

Community-level intervention focused on risk reduction 

through distribution of role model stories and prevention 

materials. Activities included collecting information about 

HIV risk behavior in the community, creating role model stories 

based on personal accounts of community members, and 

recruiting and training peer advocates to distribute role 

model stories and prevention materials. 

Increased condom use with 

main sexual partners. 

Increased condom use with 

nonmain sexual partners. 

RAPP (Real AIDS 

Prevention Project)52 

At-risk women 

73% enrolled were Black 

Community-level intervention focused on HIV risk reduction. 

Activities included assessing community knowledge of HIV, 

using peer networkers for community outreach, engaging in 

individual-level safer-sex discussions, and engaging in small-group 

gatherings to promote HIV risk reduction. 

Increased condom use during 

vaginal sex with main partner. 

Project RESPECT (Brief Counseling 

Intervention)53 

At-risk men and women 

at STD clinics 

59% enrolled were Black 

Two-session individual-level intervention that provided client-centered 

HIV prevention counseling in conjunction with HIV testing. Focused 

on identification of personal risk factors, barriers to change, and 

development of an achievable personalized risk reduction plan. 

Decreased new sexually transmitted 

infections. 

Decreased unprotected vaginal sex. 

SISTA (Sisters Informing 

Sisters on Topics About 
54 AIDS)

At-risk Black women 

100% enrolled were Black 

Small-group intervention focused on preventing HIV sexual risk 

behavior via gender and culturally relevant activities. Activities 

included behavioral skills practice, group discussions, lectures, 

role-playing, prevention video viewing, and take-home exercises. 

Increased consistent condom use. 

Street Smart55 Street youths (aged 11–18 y) 

59% enrolled were Black 

Small-group intervention focused on building individual skills to 

prevent HIV risk behavior. Activities included scripted and nonscripted 

role-playing, problem-solving activities, and video production. 

Decreased unprotected sex among 

women. 

Voices/Voces56 Adult men and women 

at STD clinics 

62% enrolled were Black 

Small-group intervention focused on building individual skills 

to prevent HIV risk behavior. Activities included viewing 

culturally specific videos and facilitated group discussion. 

Decreased STD incidence among men. 

Note. MSM = men who have sex with men; STD = sexually transmitted disease. 
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In addition, the CDC funds the Minority 
HIV/AIDS Research Initiative, which provides 
funding support to Black and Hispanic re­
searchers who are conducting HIV/AIDS re­
search in affected Black and Hispanic commu­
nities.71 These minority-led studies are asking 
key questions and providing important tools that 
can be used to more effectively  work  with  
communities of color for improved HIV pre­
vention and control. In addition to providing 
critical data, this effort builds the capacity of 
Black and Hispanic investigators to conduct HIV-
related research by supporting the develop­
ment of researchers who are early in their 
careers and by encouraging more established 
researchers to begin studying HIV in communi­
ties of color. 

HIV-PREVENTION 
COMMUNICATIONS WITH BLACKS 

Culturally appropriate HIV/AIDS awareness 
and prevention communication messages are 
also a component of effectively reaching highly 
affected communities of color. CDC has con­
tinued to expand its HIV communications ef­
forts by developing and delivering messages for 
the general public, health care organizations, 
and HIV-prevention partners and providers, 
including faith-based institutions and the pop­
ulations they serve. HIV-prevention efforts 
mounted by faith-based institutions are partic­
ularly important for reaching many Black 
communities; at the same time, such efforts are 
often challenging because of religious stigma 
surrounding HIV-associated same-sex behav­
iors.72–75 The CDC continues to work with faith-
community leaders and institutions in Black 
communities and recently held a series of faith-
community forums in Atlanta, Baltimore, and 
New York City. The forums allowed CDC staff 
and faith-community leaders to discuss the im­
pact of HIV/AIDS and stigma in Black commu­
nities and to stress the importance of working 
collaboratively to more effectively communicate 
with Black men and women to fight the HIV/ 
AIDS epidemic. 

Social marketing campaigns to communicate 
important HIV-related messages to Blacks in the 
United States have also recently been devel­
oped. One such campaign is Act Against AIDS, a 
5-year, multiphase communication campaign 
launched in 2009 and designed to support CDC 

efforts to reduce HIV incidence among Blacks 
and other highly affected populations in the 
United States. The CDC has partnered with 
other federal agencies and the Kaiser Family 
Foundation as part of this campaign to ensure 
that HIV/AIDS media messages are appropri­
ately developed and disseminated to reach 
Blacks and other highly affected communities. 
The ‘‘9½ Minutes’’ kickoff phase of Act Against 
AIDS sought to remind all US residents of the 
real threat of HIV.76 Additionally, Act Against 
AIDS makes HIV/AIDS education and preven­
tion materials available to the public and updates 
them as new data become available (http:// 
www.cdc.gov/hiv/aaa). 

THE HEIGHTENED NATIONAL 
RESPONSE 

As part of its commitment to work with 
partners in innovative ways to combat the 
HIV/AIDS epidemic within the Black commu­
nity, the CDC launched its Heightened National 
Response to Address the HIV/AIDS Crisis 
Among African Americans in 2007. The 
Heightened National Response initiative dem­
onstrates a renewed support for increased 
coordination of the CDC’s programmatic and 
research efforts to combat HIV/AIDS among 
Blacks in the United States. In preparation for 
the Heightened National Response initiative, 
the CDC hosted external expert consultations 
to review the current state of the epidemic and 
hear feedback and suggestions from a non-
CDC perspective. As a result of these consul­
tations, the CDC expanded and refined its 
programmatic and research efforts and sought 
new ways to involve highly respected leaders in 
the Black community in HIV prevention. In 
2007 and again in 2008, Heightened National 
Response partners—including Black leaders in 
business, faith, health, educational, civic, social, 
arts, entertainment, and media sectors—conv­
ened to share ideas and contribute to a collec­
tive effort to fight the HIV/AIDS crisis in the 
Black community. 

As of October 2008, more than 200 Black 
leaders made commitments to take action to 
fight HIV/AIDS as part of the Heightened 
National Response. The commitments made 
by these leaders and the CDC as part of the 
Heightened National Response are guided by 
the 4 pathways of the Heightened National 

Response Action Plan to end the HIV/AIDS 
epidemic within the Black community: 
(1) expanding the reach of prevention and 
capacity-building services; (2) increasing op­
portunities for diagnosing and treating HIV; 
(3) developing new, effective prevention inter­
ventions; and (4) mobilizing broader commu­
nity action (Table 2). Heightened National 
Response collaborations and the progress 
they have achieved prove that by bringing 
together both governmental and nongovern­
mental partners who are passionately commit­
ted to stopping the spread of HIV/AIDS, 
we can successfully combat the epidemic 
among the Black community in the United 
States. One example of this type of collabora­
tion is the CDC’s participation in Take a 
Loved One to the Doctor Day. As part of this 
annual event at clinical settings across the 
country, the CDC provides HIV prevention and 
testing information during morning radio 
shows and in the context of routine medical 
visits. 

Other Heightened National Response efforts 
include the newly established Act Against 
AIDS Leadership Initiative. This initiative 
partners the CDC with 14 of the nation’s lead­
ing historically Black organizations to integrate 
HIV awareness and prevention into their cur­
rent and future outreach programs and to help 
ensure that culturally relevant communications 
about the HIV epidemic reach a wide range 
of Black communities (Table 3). 

NEW OPPORTUNITIES 
AND NEXT STEPS 

The ongoing public health response to the 
domestic HIV epidemic has faced many chal­
lenges, including domestic HIV funding that is 
not always fully aligned with the pace of the 
epidemic, but new opportunities are emerging. 
The CDC is reviewing and evaluating new 
HIV behavioral and clinical research proposals, 
as well as community planning, development, 
and dissemination of effective interventions, to 
ensure that we realize our goal of helping 
disproportionately affected Blacks in the United 
States. New approaches with Black MSM, 
women, youth, people who do not identify as 
gay, and incarcerated populations are impera­
tive because the HIV-prevention needs of these 
groups have not been fully understood and 
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TABLE 2—The Centers for Disease Control and Prevention’s (CDC) Heightened National Response (HNR) 
Action Plan: 2007 

HNR Pathway Selected Internal CDC Actions Selected External Partner Actions Selected Examples 

Expanding the reach of 

effective prevention and 

capacity-building services 

Increasing investment in prevention and 

capacity-building programs serving Blacks 

and enhancing culturally appropriate 

strategies for delivering services to this population 

Building linkages with other organizations 

that provide related social and health 

services to Blacks 

Expanding the dissemination of Many Men, 

Many Voices, a program that reduces 

HIV and STD risk among MSM of color 

Increasing opportunities 

for diagnosing and 

treating HIV 

Increasing investments in and expanding 

access to HIV testing and treatment of Blacks 

Increasing access to HIV testing and 

treatment services by offering them or 

partnering with community organizations 

that offer them 

Providing rapid testing and prevention 

services at a range of Black community 

venues such as churches, college campuses, 

concerts, and minority gay pride events 

Developing new, effective 

prevention interventions 

Initiating new research projects to test newly 

developed, community-based, or adapted 

interventions for Blacks who may be at 

increased risk for contracting or transmitting HIV 

Involving Black community stakeholders 

in developing and implementing research 

designs that address a range of issues 

related to accessing HIV prevention, 

treatment, and care services 

Examining ways to reduce HIV risk behaviors 

among unemployed and underemployed 

Black women in the Southeast through 

an intervention that supports education 

and training for the women to start their 

own businesses 

Mobilizing broader 

community action 

Developing new channels for working with 

partners and communicating about the 

impact of HIV/AIDS on Black families and 

communities, and about the consequences 

of silence and stigma about HIV 

Breaking the silence and increase awareness 

of HIV/AIDS among friends, family, coworkers, 

and others within Black communities 

Partnering with Black small-business owners 

in local communities in several cities to 

help reach their community members with 

HIV prevention information and testing services 

Note. MSM = men who have sex with men; STD = sexually transmitted disease. 

incorporated into ongoing efforts. Research ef­
forts to better understand the diversity among 
US Blacks, as well as Black sexuality in the 
context of HIV/AIDS prevention and improved 
sexual health, are warranted as we work toward 
more targeted interventions for Blacks.77 De­
velopment of new interventions for Blacks, par­
ticularly Black MSM, is lagging behind efforts to 
help other heavily affected communities. 

New data on HIV transmission through 
prison sexual networks suggest that routine 
HIV screenings and access to HIV care for 
affected populations in US prisons may be 
important interventions to explore. Black men 
accounted for almost 70% of these transmis­
sions in a recent study, consistent with their 
disproportionate representation as part of the 
national prison system.78,79 New efforts to in­
corporate routine HIV screening and treatment 
services for prison populations and to provide 
prevention interventions may be warranted; 
such efforts could directly affect ongoing HIV 
transmission when HIV-infected persons are 
released from prison and return to their com­
munities. The CDC is working with other federal 

and nonfederal partners to explore further ex­
pansion of prison-based HIV screening, treat­
ment, and prevention efforts. 

In terms of funding, domestic HIV preven­
tion represents only 4% of the federal HIV/ 
AIDS budget, and its share of the overall 
budget has decreased over the course of the 
epidemic.25 Approximately half of the  CDC  
Division of HIV/AIDS Prevention’s program­
matic, surveillance, and research funding (which 
totals more than $600 million per year) is 
directed toward efforts serving Blacks in the 
United States. The CDC is reevaluating the cur­
rent distribution of these resources and is work­
ing to increase the impact of these resources in 
Black communties. 

Important challenges remain in addressing 
social determinants of health that contribute to 
disparities in HIV and AIDS among people of 
color in this country. They include many so­
ciocultural (and difficult to affect) factors, such 
as poverty, low literacy, stigma, unemployment, 
homelessness, racism, homophobia, and being 
underinsured or uninsured, which decreases 
access to acceptable health care.80 The CDC 

cannot tackle these societal issues alone; accord­
ingly, the CDC recently invited academic, scien­
tific, public health, and community partners to its 
first external consultation on social determinants 
of health and infectious diseases. The agenda 
included a discussion of social determinants and 
associated strategies that can be systematically 
prioritized to accelerate the reduction of racial/ 
ethnic and gender health disparities for infectious 
diseases, including HIV. The consultation at­
tendees also suggested partner pairings and ini­
tiatives that should be explored to more effec­
tively reduce structural and systemic barriers to 
health and improve health equity. Addressing 
social and structural determinants that fuel the 
spread of HIV/AIDS among Blacks in the United 
States will require a coordinated and sustained 
effort on the part of federal, state, and local 
agencies and organizations; people living with 
and affected by HIV; and Black leaders from all 
sectors of society. 

There are also new opportunities arising 
from the recent reintroduction of the Routine 
HIV Screening Coverage Act in the 111th 
Congress.80 This bill would require health 
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TABLE 3—Partner Organizations in the Centers for Disease Control and Prevention’s 
ACT Against AIDS Leadership Initiative: 2009 

Organization Description 

100 Black Men of America National alliance of leading Black men of business, industry, public affairs, and government 

whose mission is to improve the quality of life for Blacks, particularly Black youths. 

American Urban Radio Networks The nation’s only Black-owned network radio company, which broadcasts programming to more 

than 300 radio stations nationwide. 

Coalition of Black Trade Unionists The nation’s oldest and largest independent Black labor organization. 

Congressional Black Caucus Foundation A nonpartisan, nonprofit public policy, research, and education institute to help improve the 

socioeconomic circumstances of Blacks in the Americas and other underserved communities. 

National Action Network A leading national civil-rights organization. 

National Association for the Advancement 

of Colored People 

The nation’s oldest and largest civil-rights organization, with more than 500 000 members and supporters nationwide. 

National Coalition of 100 Black Women A nonprofit advocacy organization supporting women of color through leadership development, 

networking, political action, health awareness, mentoring, and scholarship. 

National Council of Negro Women A coalition of national Black women’s organizations connecting nearly 4 million women worldwide to 

lead, develop, and advocate for women of African descent as they support their families and communities. 

National Medical Association The largest and oldest organization representing Black physicians and their patients in the United States. 

National Newspaper Publishers Association A 67-year-old federation of more than 200 Black community newspapers from across the United States. 

National Organization of Black County Officials A coalition of Black elected and appointed officials within county government for all 50 states. 

National Urban League The nation’s oldest and largest community-based movement devoted to empowering Blacks to enter the economic 

and social mainstream. 

Phi Beta Sigma Fraternity A predominantly Black fraternity founded in 1914 and dedicated to public service. 

Southern Christian Leadership Conference One of the oldest and most influential civil-rights organizations in the United States, with strong ties to faith-based 

institutions in the Southern United States. 

insurance plans to cover routine HIV tests under 
the same terms as other routine health screen-
ings and would allow for broader compliance 
with the 2006 recommendations for routine 
HIV screenings in health settings.31,81 Efforts that 
increase alignment of best public health practices 
with executive-branch goals will improve overall 
HIV prevention and intervention synergy and 
will enhance our ability to stop the ongoing 
spread of HIV disease within Black communities. 
Collaborative efforts by HIV partners on all 
fronts, in conjunction with a movement toward a 
National AIDS Strategy developed and imple-
mented by the Office of National AIDS Policy at 
the White House, will allow for greater efficiency 
and effectiveness as we battle HIV/AIDS in the 
United States, especially within highly affected 
Black communities. 

About the Authors 
Madeline Y. Sutton, Rhondette L. Jones, Richard J. Wolitski, 
and Janet C. Cleveland are with the Division of HIV/AIDS 

Prevention, National Centers for HIV/AIDS, Viral Hepa-
titis, STD, and TB Prevention, Centers for Disease Control 
and Prevention (CDC), Atlanta, GA. Hazel D. Dean and 
Kevin A. Fenton are with the National Centers for HIV/ 
AIDS, Viral Hepatitis, STD, and TB Prevention, CDC, 
Atlanta.

Correspondence should be sent to Madeline Y. Sutton, 
Centers for Disease Control and Prevention, 1600 
Clifton Road NE, MS E-45, Atlanta, GA 30333 (e-mail: 
msutton@cdc.gov). Reprints can be ordered at http://www. 
ajph.org by clicking on the ‘‘Reprints/Eprints’’ link. 

This article was accepted on June 11, 2009. 
Note. The findings and conclusions in this report are 

those of the authors and do not necessarily represent the 
views of the CDC. 

Human Participant Protection 
No protocol approval was needed because no human 
research participants were involved in this endeavor. 

References 
1. Waters M. Letter to secretary of Department of 
Health and Human Services to declare HIV/AIDS crisis a 
public health emergency. Washington, DC: Congressio­
nal Black Caucus; May 15, 1998. 

2. Clinton administration record on HIV/AIDS [fact 
sheet]. Washington, DC: US Dept of Health and Human 
Services; December 1, 2000. Available at: http:// 
www.hhs.gov/news/press/2000pres/00fsaids.html. 
Accessed September 22, 2008. 

3. Laurencin CT, Christensen DM, Taylor ED. HIV/ 
AIDS and the African American community: a state of 
emergency. J Natl Med Assoc. 2008;100(1):35–43. 

4. Centers for Disease Control and Prevention. Epi-
demiologic notes and reports: acquired immunodefi-
ciency syndrome (AIDS) among Blacks and Hispanics— 
United States. MMWR Morb Mortal Wkly Rep. 1986; 
35(42):655–658, 663–666. 

5. Centers for Disease Control and Prevention. Human 
immunodeficiency virus infection in the United States: 
a review of current knowledge. Supplement, December 

Contributors 
M.Y. Sutton, R. L. Jones, and R. J. Wolitski conducted 
background literature searches and gathered data for 
this review. All authors contributed to the writing and 
revising of this article. 

Acknowledgments 
We thank Chris Cagle, Amy Stuckey, and Susan Donahue 
for their review of funding data; Charles Collins and 
Rashad Burgess for providing capacity-building training 
data; and Cynthia Lyles for her careful review of pre-
vention research synthesis data. 



FRAMING HEALTH MATTERS
 

S358 | Framing Health Matters | Peer Reviewed | Sutton et al. American Journal of Public Health | Supplement 2, 2009, Vol 99, No. S2 

18, 1987. MMWR Supplements. 1987;36(suppl 6): 
1–20. 

6. Centers for Disease Control and Prevention. Distri­
bution of AIDS cases, by racial/ethnic group and expo­
sure category, United States, June 1, 1981–July 4, 1988. 
MMWR CDC Surveill Summ. 1988;37(SS-3):1–3. 

7. Centers for Disease Control and Prevention. Reports 
on selected racial/ethnic groups special focus: maternal 
and child health surveillance for AIDS and HIV infection 
among Black and Hispanic children and women of 
childbearing age, 1981–1989. MMWR CDC Surveill 
Summ. 1990;39(SS-3):23–24, 29–30. 

8. Hall IH, Song R, Rhodes P, et al. Estimation of HIV 
incidence in the United States. JAMA. 2008;300(5): 
520–529. 

9. Centers for Disease Control and Prevention. HIV/ 
AIDS Surveillance Report, 2006. Vol 18. Atlanta, GA: 
Centers for Disease Control and Prevention, US Dept of 
Health and Human Services; 2008. 

10. Centers for Disease Control and Prevention. Sub­
population estimates from the HIV incidence surveillance 
system—United States, 2006. MMWR Morb Mortal Wkly 
Rep. 2008;57:985–989. 

11. US Census Bureau. United States Census 2000: 
demographic profiles: 100-percent and sample data. 
Available at: http://www.census.gov/Press-Release/ 
www/2002/demoprofiles.html. Accessed November 18, 
2008. 

12. Hall HI, An Q, Hutchinson AB, Sansom S. Estimating 
the lifetime risk of a diagnosis of the human immunode­
ficiency virus (HIV) infection in 33 states, 2004–2005. 
J Acquir Immune Defic Syndr. 2008;49:294–297. 

13. Centers for Disease Control and Prevention. Sexu­
ally Transmitted Disease Surveillance, 2007. Atlanta, GA: 
Centers for Disease Control and Prevention, US Dept of 
Health and Human Services; December 2008. 

14. Miller WC, Swygard H, Hobbs MM, et al. The 
prevalence of trichomoniasis in young adults in the 
United States. Sex Transm Dis. 2005;32(10):593–598. 

15. Sutton M, Sternberg M, Koumans E, et al. The pre­
valence of trichomonas vaginalis infection among repro­
ductive-age women in the United States, 2001–2004. 
Clin Infect Dis. 2007;45:1319–1326. 

16. Xu F, Sternberg MR, Kottiri BJ, et al. Trends in 
herpes simplex virus type 1 and type 2 seroprevalence in 
the United States. JAMA. 2006;296(8):964–973. 

17. Centers for Disease Control and Prevention. HIV 
Prevention through early detection and treatment of 
other sexually transmitted diseases—United States rec­
ommendations of the advisory committee for HIV and 
STD prevention. MMWR Recomm Rep. 1998;47(RR12): 
1–24. 

18. Fleming DT, Wasserheit JN. From epidemiological 
synergy to public health policy and practice: the contri­
bution of other sexually transmitted diseases to sexual 
transmission of HIV infection. Sex Transm Infect. 1999; 
75(1):3–17. 

19. Institute of Medicine. Unequal Treatment: Confront­
ing Racial and Ethnic Disparities in Health Care. Wash­
ington, DC: National Academy Press; 2002. 

20. Centers for Disease Control and Prevention. Sup­
plemental Guidance for HIV Prevention Community Plan­
ning. Available at: http://www.cdc.gov/hiv/topics/cba/ 
resources/guidelines/hiv-cp/index.htm. Accessed April 
8, 2009. 

21. Mejia R, Jenkins RA, Carey JW, et al. Longitudinal 
observation of an HIV prevention community planning 
group (CPG). Health Promot Pract. 2009;10:136–143. 

22. Barrington T, Bartholow K, Wright-DeAguero L, 
Uhl G, Toledo C, Riddle D. Preliminary findings from a 
rapid program assessment of CDC-funded HIV preven­
tion programs. Abstract presented to: National HIV Pre­
vention Conference; July 27–30, 2003; Atlanta, GA. 
Abstract TP-041. 

23. Richter DL, Dauner KN, Lindley LL, Reininger BM, 
et al. Evaluation results of the CDC/ASPH institute for 
HIV prevention leadership: a capacity-building educa­
tional program for HIV prevention program managers. 
J Public Health Manag Pract. 2007;(Jan suppl):64–71. 

24. Aragon R, Kates J. HIV/AIDS Policy Brief: The 
Minority AIDS Initiative 2004. Available at: http:// 
www.kff.org/hivaids/upload/Minority-AIDS-Initiative­
Policy-Brief.pdf. Accessed October 16, 2008. 

25. Kaiser Family Foundation. US Federal Funding for 
HIV/AIDS: The FY 2009 Budget Request. Available at: 
http://www.kff.org/hivaids/upload/7029-041.pdf. 
Accessed September 27, 2008. 

26. Centers for Disease Control and Prevention. Ad­
vancing HIV prevention: new strategies for a changing 
epidemic—United States, 2003. MMWR Morb Mortal 
Wkly Rep. 2003;52(15):329–332. 

27. Heffelfinger JD, Sullivan PS, Branson BM, et al. 
Advancing HIV prevention demonstration projects: new 
strategies for a changing epidemic. Public Health Rep. 
2008;123(suppl 3):5–15. 

28. Centers for Disease Control and Prevention. Use of 
social networks to identify persons with undiagnosed 
HIV infection—seven US cities, October 2003–Septem­
ber 2004. MMWR Morb Mortal Wkly Rep. 2005;54(24): 
601–605. 

29. Thomas PE, Voetsch AC, Song B, et al. HIV risk 
behaviors and testing history in historically Black college 
and university settings. Public Health Rep. 2008; 
123(suppl 3):115–125. 

30. MacGowan R, Margolis A, Richardson-Moore A, 
et al. Voluntary rapid human immunodeficiency virus 
(HIV) testing in jails. Sex Transm Dis. 2009;36:S9–S13. 

31. Centers for Disease Control and Prevention. Re­
vised recommendations for HIV testing of adults, ado­
lescents, and pregnant women in health-care settings. 
MMWR Recomm Rep. 2006;55(RR-14):1–17. 

32. Expanded and integrated human immunodeficiency 
virus (HIV) testing for populations disproportionately 
affected by HIV, primarily African Americans [program 
announcement]. Atlanta, GA: Centers for Disease Control 
and Prevention. http://www.cdc.gov/od/pgo/funding/ 
PS07-768.htm. Accessed November 11, 2008. 

33. Centers for Disease Control and Prevention. Rec­
ommendations for partner services programs for HIV 
infection, syphilis, gonorrhea, and chlamydial infection. 
MMWR Recomm Rep. 2008;57(RR-9):1–63. 

34. Sogolow E, Peersman G, Semaan S, Strouse D, Lyles 
CM; HIV/AIDS Prevention Research Synthesis Project 
Team. The HIV/AIDS Prevention Research Synthesis 
Project: scope, methods, and study classification results. 
J Acquir Immune Defic Syndr. 2002;30(suppl 1): 
S15–S29. 

35. Lyles CM, Crepaz N, Herbst JH, Kay LS; HIV/AIDS 
Prevention Research Synthesis Team. Evidence-based 
HIV behavioral prevention from the perspective of the 

CDC’s HIV/AIDS Prevention Research Synthesis Team. 
AIDS Educ Prev. 2006;18(suppl A):21–31. 

36. Semaan S, Des Jarlais DC, Sogolow E, et al. A meta­
analysis of the effect of HIV prevention interventions on 
the sex behaviors of drug users in the United States. 
J Acquir Immune Defic Syndr. 2002;30(suppl 1): 
S73–S93. 

37. Mullen PD, Ramirez G, Strouse D, Hedges LV, 
Sogolow E. Meta-analysis of the effects of behavioral HIV 
prevention interventions on the sexual risk behavior of 
sexually experienced adolescents in controlled studies in 
the United States. J Acquir Immune Defic Syndr. 2002; 
30(suppl 1):S94–S105. 

38. Darbes L, Crepaz N, Lyles C, Kennedy G, Ruther­
ford G. The efficacy of behavioral interventions in re­
ducing HIV risk behaviors and incident sexually trans­
mitted diseases in heterosexual African Americans. AIDS. 
2008;22:1177–1194. 

39. Neumann MS, Johnson WD, Semaan S, et al. 
Review and meta-analysis of HIV prevention interven­
tion research for heterosexual adult populations in the 
United States. J Acquir Immune Defic Syndr. 2002; 
30(suppl 1):S106–S117. 

40. Herbst JH, Sherba RT, Crepaz N, et al. HIV/AIDS 
Prevention Research Synthesis Team. A meta-analytic 
review of HIV behavioral interventions for reducing 
sexual risk behavior of men who have sex with men. 
J Acquir Immune Defic Syndr. 2005;39:228–241. 

41. Herbst JH, Kay LS, Passin WF, Lyles CM, Crepaz N, 
Marı́n BV; HIV/AIDS Prevention Research Synthesis 
(PRS) Team. A systematic review and meta-analysis of 
behavioral interventions to reduce HIV risk behaviors of 
Hispanics in the United States and Puerto Rico. AIDS 
Behav. 2007;11:25–47. 

42. Herbst JH; Task Force on Community Preventive 
Services. Recommendations for use of behavioral inter­
ventions to reduce the risk of sexual transmission of HIV 
among men who have sex with men. Am J Prev Med. 
2007;32(suppl 4):S36–S37. 

43. Crepaz N, Lyles CM, Wolitski RJ, et al. HIV/AIDS 
Prevention Research Synthesis (PRS) Team. Do preven­
tion interventions reduce HIV risk behaviours among 
people living with HIV? A meta-analytic review of 
controlled trials. AIDS. 2006;20:143–157. 

44. Crepaz N, Horn AK, Rama SM, et al. HIV/AIDS 
Prevention Research Synthesis Team. The efficacy of 
behavioral interventions in reducing HIV risk sex be­
haviors and incident sexually transmitted diseases in 
Black and Hispanic sexually transmitted disease clinic 
patients in the United States: a meta-analytic review. Sex 
Transm Dis. 2007;34:319–332. 

45. Lyles CM, Kay LS, Crepaz N, et al. HIV/AIDS 
Prevention Research Synthesis Team. Best-evidence in­
terventions: findings from a systematic review of HIV 
behavioral interventions for US populations at high risk, 
2000–2004. Am J Public Health. 2007;97(1):133–143. 

46. Centers for Disease Control and Prevention. Com­
pendium of HIV prevention interventions with evidence 
of effectiveness. Available at: http://www.cdc.gov/hiv/ 
resources/reports/hiv_compendium/. Effective 
November 1999. Revised August 31, 2001. 

47. Jones KT, Gray P, Whiteside O, et al. Evaluation of 
an HIV prevention intervention adapted for Black men 
who have sex with men. Am J Public Health. 2008;98(1): 
1043–1050. 



FRAMING HEALTH MATTERS
 

Supplement 2, 2009, Vol 99, No. S2 | American Journal of Public Health Sutton et al. | Peer Reviewed | Framing Health Matters | S359 

48. Wu Y, Stanton BF, Galbraith J, et al. Sustaining and 
broadening intervention impact: a longitudinal random­
ized trial of 3 adolescent risk reduction approaches. 
Pediatr. 2003;111:e32–e38. 

49. Stanton B, Cole M, Galbraith J, et al. Randomized 
trial of a parent intervention: parents can make a differ­
ence in long-term adolescent risk behaviors, perceptions, 
and knowledge. Arch Pediatr Adolesc Med. 2004;158: 
947–955. 

50. Kalichman SC, Rompa D, Cage M, et al. Effec­
tiveness of an intervention to reduce HIV transmission 
risks in HIV-positive people. Am J Prev Med. 2001;21: 
84–92. 

51. Cdc Aids Community Demonstration Projects Re­
search Group. Community-level HIV intervention in 
5 cities: final outcome data from the CDC AIDS Com­
munity Demonstration Projects. Am J Public Health. 
1999;89:336–345. 

52. Lauby JL, Smith PJ, Stark M, Person B, Adams J. A 
community-level HIV prevention intervention for inner-
city women: results of the women and infants demon­
stration projects. Am J Public Health. 2000;90:216–222. 

53. Kamb M, Fishbein M, Douglas JM, et al. Efficacy of 
risk-reduction counseling to prevent human immunode­
ficiency virus and sexually transmitted diseases: a ran­
domized controlled trial. JAMA. 1998;280:1161–1167. 

54. DiClemente RJ, Wingood GM. A randomized con­
trolled trial of an HIV sexual risk-reduction intervention 
for young African-American women. JAMA. 1995;274: 
1271–1276. 

55. Rotheram-Borus MJ, Song J, Gwadz M, Lee M, Van 
Rossem R, Koopman C. Reductions in HIV risk among 
runaway youth. Prev Sci. 1993;4:173–187. 

56. O’Donnell CR, O’Donnell L, Doval AS, Duran R, 
Labes K. Reductions in STD infections subsequent to an 
STD clinic visit: using video-based patient education to 
supplement provider interactions. Sex Transm Dis. 
1998;25:161–168. 

57. Eke AN, Neumann MS, Wilkes AL, Jones PL. 
Preparing effective behavioral interventions to be used 
by prevention providers: the role of researchers during 
HIV prevention trials. AIDS Educ Prev. 2006;18(suppl 
A):44–58. 

58. Neumann MS, Sogolow ED. Replicating effective 
programs: HIV/AIDS prevention technology transfer. 
AIDS Educ Prev. 2000;12(suppl 5):35–48. 

59. Center on AIDS and Community Health. Diffusion 
of Effective Behavioral Interventions (DEBI) Web site. 
Available at: http://effectiveinterventions.org/. Accessed 
June 12, 2009. 

60. Collins C, Harshbarger C, Sawyer R, Hamdallah M. 
The Diffusion of Effective Behavioral Interventions pro­
ject: development, implementation, and lessons learned. 
AIDS Educ Prev. 2006;18(suppl A):5–20. 

61. Shea MA, Callis BP, Cassidy-Stewart H, Cranston K, 
Tomoyasu N. Diffusions of effective HIV prevention 
interventions—lessons from Maryland and Massachusetts. 
AIDS Educ Prev. 2006;18(suppl A):96–107. 

62. Millett GA, Peterson JL, Wolitski RJ, Stall R. Greater 
risk for HIV infection of Black men who have sex with 
men: a critical literature review. Am J Public Health. 
2006;96:1007–1019. 

63. Herbst JH, Beeker C, Mathew A, et al. The 
effectiveness of individual-, group-, and community-level 
HIV behavioral risk-reduction interventions for adult 

men who have sex with men: a systematic review. Am J 
Prev Med. 2007;32(suppl 4):38–67. 

64. Warner L, Ghanem KG, Newman DR, Macaluso M, 
Sullivan PS, Erbelding EJ. Male circumcision and risk of 
HIV infection among heterosexual African American 
men attending Baltimore sexually transmitted disease 
clinics. J Infect Dis. 2009;199:59–65. 

65. Hallfors DD, Irtani BJ, Miller WC, Bauer DJ. Sexual 
and drug behavior patterns and HIV and STD racial 
disparities: the need for new directions. Am J Public 
Health. 2007;97:125–132. 

66. Adimora AA, Schoenbach Vj, Doherty IA. HIV and 
African Americans in the southern United States: sexual 
networks and social context. Sex Transm Dis. 2006;33: 
S39–S45. 

67. Forna FM, Fitzpatrick L, Adimora AA, et al. A 
case–control study of factors associated with HIV infec­
tion among Black women. J Natl Med Assoc. 2006;98: 
1798–1804. 

68. Stratford D, Mizuno Y, Williams K, Courtenay-Quirk 
C, O’Leary A. Addressing poverty as a risk for disease: 
recommendations from CDC’s consultation on micro-
enterprise as HIV prevention. Public Health Rep. 2008; 
123:9–20. 

69. Wolitski R, Kidder DP, Fenton KA. HIV, homeless-
ness, and public health: critical issues and a call for 
increased action. AIDS Behav. 2007;11(suppl 2):167– 
171. 

70. Kidder DP, Wolitski RJ, Royal S, et al. Access to 
housing as a structural intervention for homeless and 
unstably housed people living with HIV: rationale, 
methods, and implementation of the Housing and Health 
Study. AIDS Behav. 2007;11(suppl 2):149–161. 

71. Fitzpatrick LK, Sutton M, Greenberg AE. Toward 
eliminating health disparities in HIV/AIDS: the impor­
tance of the minority investigator in addressing scientific 
gaps in Black and Latino communities. J Natl Med Assoc. 
2006;98(12):1906–1911. 

72. Valentine JA. Impact of attitudes and beliefs re­
garding African American sexual behavior on STD pre­
vention and control in African American communities: 
unintended consequences. Sex Transm Dis. 2008; 
35:S23–S29. 

73. Banerjee N. For some Black pastors, accepting gay 
members means losing others. New York Times. March 
27, 2007. Available at: http://www.nytimes.com/2007/ 
03/27/us/27churches.html. Accessed July 20, 2009. 

74. McKoy JN, Petersen R. Reducing African American 
women’s sexual risk: can churches play a role? J Natl Med 
Assoc. 2006;98:1151–1159. 

75. Peterson JL, Jones KT. HIV prevention for Black 
men who have sex with men in the United States. Am 
J Public Health. 2009;99(6):976–980. 

76. 9½ Minutes Web site. Available at: http://www. 
cdc.gov/nineandahalfminutes/index.html. Accessed 
April 30, 2009. 

77. Wyatt GE, Williams JK, Myers HF. African-Amer­
ican sexuality and HIV/AIDS: recommendations for fu­
ture research. J Natl Med Assoc. 2008;100:44–51. 

78. Jafa K, McElroy P, Fitzpatrick L, et al. HIV trans­
mission in a state prison system, 1988–2005. PLoS One. 
2009;4(5):e5416. 

79. Harawa N, Adimora A. Incarceration, African 
Americans and HIV: advancing a research agenda. J Natl 
Med Assoc. 2008;100:57–62. 

80. Sumartojo E. Structural factors in HIV prevention: 
concepts, examples, and implications for research. AIDS. 
2000;14(suppl 1):S3–S10. 

81. Congresswoman Waters introduces the Routine 
HIV Screening Coverage Act [press release]. Washington, 
DC: US House of Representatives; April 28, 2009. 
Available at: http://www.house.gov/apps/list/press/ 
ca35_waters/PR090428_hivscreening.html. Accessed 
May 1, 2009. 


