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Abstract
While programs and interventions intended to increase positive affect among people living with HIV (PLWH) and other 
chronic diseases have been associated with improved health outcomes, including decreased depression, programs have not 
been tailored specifically for Black women. We tailored a program designed to increase positive affect and to decrease depres-
sive symptoms in PLWH to a group format for Black WLWH. We also added skills to increase gender empowerment. We 
then tested the acceptability and feasibility of this program with 8 Black WLWH. The program was acceptable and relatively 
feasible, as assessed by women’s participation and feedback about program clarity and helpfulness, which women rated 
above 9 on a 10-point scale. A few women suggested that optimal delivery point for some skills taught would be shortly after 
HIV diagnosis. A proof-of-concept program intended to bolster positive emotions and gender empowerment and decrease 
depression can be tailored for Black WLWH and is relatively feasible and acceptable. A randomized controlled trial is needed 
to assess the preliminary efficacy of this program on positive affect, depression, and other health outcomes for WLWH.
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Introduction

Understanding predictors of optimal psychological and 
physical health outcomes for people living with human 
immunodeficiency virus (PLWH) is a critical public health 
issue. Positive psychological constructs, such as positive 
affect and spirituality, are associated with better outcomes, 
including increased engagement in care, increased likelihood 

of viral suppression, and reduced likelihood of mortality 
[1–4].

Our group has tested multi-component interventions 
intended to increase positive affect in PLWH or other pop-
ulations living with health-related stress [5–7]. In a large 
randomized trial, we tested a positive affect intervention on 
a mostly male (91.7%) sample of people recently diagnosed 
with HIV [5]. The intervention was delivered via one-on-
one in-person sessions, and included teaching participants 
skills that targeted positive affect including noticing and 
capitalizing on positive events [8–10], gratitude [11–13], 
mindfulness [14], positive reappraisal [15, 16], focusing 
on personal strengths [17], achieving attainable goals [18, 
19], and engaging in altruistic behaviors or acts of kindness 
[20, 21]. At ten months post-intervention, participants in the 
intervention group reported higher past-day positive affect, 
reductions in intrusive and avoidant thoughts about HIV, and 
a lower likelihood of being on antidepressants as compared 
to the control group [5]. In another randomized trial of the 
positive affect intervention delivered in-person to men liv-
ing with HIV (MLWH), the program resulted in durable and 
clinically meaningful reductions in HIV viral load as well as 
concomitant improvements in positive affect and reductions 
in self-reported stimulant use [22].
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While the multicomponent positive affect intervention 
has been tested in mixed-gender, mostly male, samples of 
PLWH in a one-on-one format, it is crucial to tailor interven-
tions intended to increase positive affect for women living 
with HIV (WLWH), who are an especially vulnerable popu-
lation. For example, the estimated rate of intimate partner 
violence among WLWH is 55.3% [23]. Importantly, WLWH 
(both cis- and transgender) who report recent trauma have 
more than four times greater odds of antiretroviral fail-
ure, independent of adherence, as compared with women 
who have not experienced recent trauma [24]. In addition, 
WLWH are more likely to suffer a lack of economic and 
educational opportunities and a history of racial and gen-
der discrimination than HIV seronegative women [25–27]. 
WLWH also tend to engage in self-silencing, or not stat-
ing their needs in order to avoid relationship loss or abuse 
[28]. Self-silencing among WLWH has been associated with 
higher likelihood of depression [38], a lower likelihood of 
engaging in safe-sex behavior [29], and a lower likelihood 
of achieving ≥ 95% antiretroviral therapy (ART) adherence, 
especially among women who are racial/ethnic minorities 
or who have a history of abuse [30]. These multiple risk 
factors exist within the context of gender and racial inequi-
ties, and many researchers have called for interventions that 
specifically increase gender empowerment among WLWH 
to improve symptoms of depression, self-care and medica-
tion adherence [31].

Gender empowerment skills (asserting and communicat-
ing rights, needs and feelings effectively in the face of gender 
inequities), including the inverse of self-silencing, i.e., self-
advocacy, and a related construct, self-efficacy, have been 
shown to be beneficial for interacting with the health care 
system, obtaining and adhering to ART, lowering depres-
sion, and effectively engaging in self-care among WLWH 
[32]. Moreover, positive psychological constructs have been 
shown to have salubrious effects among WLWH and mixed-
gender samples of PLWH. Specifically, self-compassion has 
been associated with lower depressive symptoms in mixed-
gender samples of PLWH, and self-care has been associ-
ated with higher health-related quality of life in WLWH [33, 
34]. In addition, positive affect has been associated with an 
increased likelihood of HIV viral load suppression among 
WLWH [3]. Research has suggested that loving-kindness 
meditation, a spiritual practice in which thoughts of compas-
sion toward oneself and others are promoted, may be a useful 
component of improving health, although it has not yet been 
included in an intervention targeted for WLWH [35, 36].

Depression remains the most common comorbidity for 
PLWH with rates as high as 34 to 67% among WLWH [37]. 
WLWH have higher rates of clinical depression than their 
uninfected peers, than the general population, and than 
MLWH [38, 39]. Elevated depressive symptoms in WLWH 
are significant risk factors for worse self-care behaviors and 

heightened sexual risk behaviors [40–42] as well as for treat-
ment non-adherence, virological failure (inability of anti-
HIV drug treatment to reduce and maintain viral load to less 
than 200 copies per ml.), and higher mortality rates [43–46].

Issues of gender empowerment and self-advocacy in 
relation to depression are especially important for Black 
WLWH, who constitute the majority of WLWH in the U.S., 
and whose intersecting identities of being female and Black 
in the context of patriarchy, anti-Blackness, racism, and HIV 
stigma have direct implications for their health and well-
being [47]. The theoretical framework of intersectionality 
[48] emphasizes the importance of multiple systems of 
oppression which dynamically interact to affect an individ-
ual’s experience of self, as well as access to resources, func-
tioning, and health [48–50]. Importantly, “self-silencing” 
for Black women is complicated, because oppression has 
demanded that Black women remain silent [51, 52]. Even 
when simply speaking, they can be stereotyped as angry 
and their views dismissed [53]. Self-advocacy may be inter-
preted as a threat, requires constant vigilance (e.g., pick your 
battles, remain calm even when hurtful comments are being 
thrown at you), and does not guarantee a positive outcome 
[47]. Black WLWH in the U.S. are less likely to be adherent 
to ART than other racial groups [54], are less likely to be on 
an ART regimen even when it is medically indicated [55], 
and have higher mortality rates 10 years after highly active 
anti-retroviral therapy initiation than White women (17.3% 
for Black women, as opposed to 8.3% for White women) 
[56]. In light of these issues, we targeted the intervention 
to be relevant to the concerns and issues of Black women.

Importantly, a recent meta-analysis of group interventions 
to improve medication adherence in WLWH concluded that 
group interventions were more effective than individually 
delivered treatments [57]. Groups can provide social sup-
port, enhance mutuality(in which care for self and others is 
balanced), and provide peer modeling of skills, all of which 
have been found to be beneficial for health outcomes in 
WLWH [32]. In this paper, we report on the development 
of a group program to enhance positive affect and gender 
empowerment and decrease depressive symptoms for Black 
WLWH. We aimed to address the feasibility and accept-
ability of the program’s delivery and content by assessing 
participation rates as well as eliciting feedback from partici-
pants on modifications to improve the program and maxi-
mize usefulness for Black WLWH.

Method

Development

A multidisciplinary team of investigators with expertise in 
psychology, medicine/HIV, and public health modified the 
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content of a previously tested multi-component positive 
emotion intervention [5]. The intervention was adapted 
to be more acceptable and relevant for Black WLWH by 
adding in skills to enhance gender empowerment including 
self-assertiveness and the recognition of women’s rights 
in the face of sexism and racism (e.g., the right to say no, 
the right not to be hurt), to decrease self-silencing, and 
to improve self-care, including goal-setting and physical 
activity/exercise, based upon previous research on the 
needs of WLWH [30]. For example, self-care was taught 
with reference to an illustration of a hand (i.e., “Self-care 
is in your hand.”), with each of the five fingers labelled 
with an important component of self-care, including “exer-
cise,” “living clean: taking medication and but not doing 
drugs, engaging in heavy drinking, or smoking,” “healthy 
food and water,” “safe and supportive relationships,” and 
“sleep.” In the palm of the hand was “self-compassion and 
forgiveness”. Given the low formal education and literacy 
skills for many WLWH, with 38% having less than a high 
school education [58], the intervention was developed for 
participants with a low formal educational attainment. 
Concepts and skills were described assuming a less than 
9th grade reading level and included many concrete exam-
ples and pictorial illustrations.

The treatment was trauma-informed throughout, with 
the facilitator trained to help participants manage distress 
if they initiated discussion of previous traumas, to identify 
trauma-related triggers for stress and anxiety, to teach emo-
tion regulation strategies for dealing with stress related to 
trauma, to recognize safe and unsafe situations, and to refer 
participants to outside resources for trauma treatment when 
indicated. More specifically, the facilitator was trained to 
listen for painful traumatic experiences and to acknowledge 
and validate accompanying pain, anxiety, and self-blame. 
She was also taught to help apply skills being learned such 
as mindfulness, self-compassion, and self-care to depres-
sive and other symptoms that might result from traumatic 
memories, and to gently redirect the participant to present-
moment topics and present-moment awareness if the partici-
pant seemed disoriented or agitated, following Dialectical 
Behavior Therapy strategies [47].

Moreover, the intervention content was developed with 
examples that were relevant for the Black community, 
including vignettes to exemplify self-silencing and visual 
depictions of Black women practicing the taught skills 
throughout workbooks and manuals. A discussion about 
the benefits and risks of self-silencing and self-advocacy in 
the face of stigma, interpersonal abuse, and racial microag-
gressions, along with sample scripts for potential responses 
in such situations, was included as one of the modules, with 
an emphasis on being mindful of context and potential con-
sequences, balancing issues of self-worth, racial identity, 
safety and needed systemic change.

One of the study’s co-authors, who was an existing 
research assistant and staff member at the WIHS Chicago 
site, who was well known to participants, and is a Black 
woman (T.C.), facilitated the group, as a meta-analysis of 
52 mental health intervention studies indicated a moderately 
strong preference for a therapist of one’s own race or ethnic-
ity, a tendency to perceive therapists of one’s own race or 
ethnicity somewhat more positively than other therapists, 
and some benefit for client-therapist ethnic matching in 
treatment outcomes, especially for Black participants [59]. 
There is also evidence that participants are less likely to drop 
out of treatment when their therapists are of their own race 
or ethnicity [60].

The research team followed an iterative process in which 
we exchanged drafts of program content to modify to be 
more acceptable and applicable to the problems that Black 
WLWH might be facing. In addition to content modifica-
tion, the team transformed the previous positive psychol-
ogy intervention [5–7] into a group format. We also created 
workbooks for participants that contained the week’s lesson, 
suggested homework, and provided a woman-specific jour-
nal to all participants that would support continued practice 
at home. This work resulted in a manual that provided a 
detailed script for each session, weekly homework exercises, 
and background materials for session leaders [61].

Participants and Procedures

All participants were enrolled in the Chicago site of the 
Women’s Interagency HIV Study (WIHS), an observational 
prospective national cohort study of HIV positive and demo-
graphically similar HIV-negative women which has been 
ongoing since 1994. Participants provide psychological and 
physical health data biannually and may be invited to par-
ticipate in substudies [62, 63]. Twenty Black WLWH from 
the Chicago WIHS site were invited to participate in a focus 
group to pilot and assess the intervention approach. Crite-
ria for invitation included a history of chronic depressive 
symptoms as measured by Center for Epidemiologic Studies 
Depression Scale (CES-D) scores consistently higher than 
16 [42], identified Black racial identity, a self-reported his-
tory of abuse, and historical willingness to provide feedback 
and participate in initiatives for WLWH. We focused on a 
history of depression and abuse because they are higher 
among WLWH than in the general population and linked to 
lower adherence and worse health indicators, as discussed 
above [23, 30]. We specifically recruited Black women 
because they account for 60% of women living with HIV in 
the United States and face marginalization (e.g. racism, pov-
erty) that exacerbate depressive symptoms [52] and negative 
outcomes along the HIV treatment cascade [53].

The session facilitator, a Black woman who is a research 
assistant at the Chicago WIHS site with a master’s degree in 
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community public health (T.C.), approached 20 women as 
outlined above via phone to determine interest in participat-
ing and preliminary availability for scheduled focus groups. 
Twelve of twenty (60%) women reported interest, but after 
learning the specific schedule, four of these reported sched-
uling conflicts and time constraints. Eight women (3/4 of 
those interested) agreed to participate in the focus groups 
to assess feasibility and acceptability of a women-specific 
program create to enhance positive affect.

Because investigators were also interested in obtaining 
feedback about feasibility and acceptability of the group set-
ting adaptation, sessions were delivered to participants in a 
group, as they would be for an intended future program, and 
participants were asked to focus on evaluating content, deliv-
ery, and format. Participants attended six weekly in-person 
focus group sessions, each approximately 2 h in length. The 
first hour and a half was devoted to presenting specific skills 
following the adapted manual and the last ½ h consisted of 
the participants providing written and oral feedback about 
the session’s content, format, and delivery during a program-
provided lunch.

All program sessions took place in a private conference 
room. At the end of each session, the facilitator handed 
out the weekly feedback questionnaires, and women left 
their completed anonymous questionnaires on the table 
face down. Participants were reimbursed for transportation 
costs and received lunch and a $20 gift card at each session. 
Investigators held a weekly phone conference to discuss 
the previous session and revise subsequent session content, 
format, and delivery based on this feedback. For example, 
if it became clear that the next week’s session would be 
too long, investigators would discuss revisions, for example 
which skill-use examples or exercises might be dropped.

As this study was focused on the development and tailor-
ing of the positive affect program, it was deemed to meet 
criteria for exempt human subjects research by the respective 
IRBs involved. As such, we did not link individual demo-
graphic or clinical data to participants’ feedback regarding 
feasibility and acceptability or audio or video record ses-
sions. However, the first author (S.B.) sat in on each session 
and took observer process notes, as detailed below.

Session Content

See Table 1 for an overview of skills presented, rationale for 
skill inclusion, and weekly homework. Session 1 began with 
introducing women to each other as well as generating and 
discussing group rules and agreements (e.g., be respectful 
and kind, maintain confidentiality). Sessions 2–6 began with 
the facilitator asking whether participants had completed the 
previous week’s homework, and about barriers and facili-
tators to completion. The facilitator then led the group in 
“three breaths of arrival,” a very short mindfulness practice 

(one of the positive psychology skills) in which participants 
focused on their breath as they inhaled and exhaled three 
times, prior to learning new skill content. For all sessions, 
the facilitator followed this format of the brief mindfulness 
practice, then presented new skills to women as detailed in 
Table 1 and helped them plan for ways they could practice 
the skill in the coming week. The week’s homework was 
introduced at the end of the session.

Preceding each session, the facilitator received weekly 
two-hour trainings in administering the upcoming session 
under the primary supervision of two psychologists with 
extensive clinical expertise (L.B. and D.J.). A health psy-
chology researcher (S.B.) sat in on and observed sessions, 
including the feedback session, and took process notes. 
The process notes addressed how participants responded to 
facilitator questions and prompts, how long each skill took 
to teach, and when participants appeared engaged or disen-
gaged with the material.

Feedback Sessions

At the end of each session, participants completed Likert 
scales [1–10] for each of the skills presented that day, rating 
each skill for clarity of presentation, perceived helpfulness 
for WLWH, perceived likely motivation of WLHW to use 
the skills, likely fit with spiritual beliefs and practices of 
WLHW, and perceived helpfulness of homework to WLWH. 
In addition, one week following completion of the 6 weekly 
focus groups, there was an additional 2-h feedback session 
to evaluate overall and session-specific program content, for-
mat, and delivery. During this dedicated feedback session, 
which four women attended and for which a fifth woman 
provided written feedback asynchronously, women were 
each asked to provide written feedback to a subset of sev-
eral open-ended questions regarding feasibility and accept-
ability of the program delivery and content. Sample items 
included, “What was your favorite skill?” “How much would 
you recommend to other WLWH that they participate in 
this program? Why did you select that rating?” “How could 
the group be improved for women living with HIV?” and 
“How do you think the program skills fit in with the spiritual 
beliefs or practices of women living with HIV?” We asked 
each woman to write answers to only ½ of the questions in 
order to keep the length of the questionnaire manageable 
and in order to obtain sufficient detail in women’s responses, 
with every other woman doing the first ½ and every other 
woman doing second ½ of the question booklet so that those 
sitting next to each other were completing different ques-
tions. Participants were then asked to share their individ-
ual feedback in the group setting facilitated by a co-author 
(K.W.) who was not directly involved with program facili-
tation. During the feedback session, women often referred 
to their own experiences attending the group in addition to 
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reflecting on the appropriateness of the group for WLWH 
in general. Women had the opportunity to provide oral feed-
back on the appropriateness of session length, whether this 
program would be better in a group or individual format, 
when this program would be most useful in relation to HIV 
diagnosis, which skills would be useful proximal to HIV 
diagnosis, which skills were useful to women regardless of 
time since diagnosis, and whether this program should be 
peer-led.

Feasibility and Acceptability

Feasibility

We assessed feasibility via the number of women who 
agreed to participate and attend the first session, the number 
of participants who actually attended each session, as well 
as any stated reasons for non-participation during the course 
of the weekly sessions.

Acceptability

We assessed acceptability of individual sessions on a weekly 
basis and at the final feedback session, using rating scales 
and open-ended questions described above.

Results

Feasibility of Development

Working with a multidisciplinary team of researchers, it was 
feasible to customize this program for a small proof-of-con-
cept program with WLWH who had a history of abuse and 
ongoing high chronic depressive symptom burden.

Feasibility and Acceptability of Delivery

We had approached 20 women with the hope of recruiting 
12. Although 12 expressed interest in the study, only eight 
women formally enrolled, with the other four reporting 
scheduling conflicts and time constraints. One woman who 
initially agreed to participate did not attend any sessions. 
Thus, seven women attended the first session. Prior to each 
session, the facilitator contacted each participant to remind 
her of the upcoming session. Women who could not attend 
most often reported scheduling conflicts or transportation 
difficulties even though the study reimbursed for public 
transport. Of the seven women who were enrolled in the 
group, three women attended all six sessions; two women 
attended five of six sessions, one woman attended four of 
six sessions, and one woman attended only the first session.Ta
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Feasibility and Acceptability of Content

Weekly Feedback

Participants’ weekly feedback ratings indicated a highly 
acceptable program with regard to clarity of skill presen-
tation, perceived helpfulness of each skill to WLWH, per-
ceived likely motivation of WLWH to use the skills, fit with 
spiritual beliefs and practices of WLWH, and helpfulness 
of homework to other WLWH. On a 1–10 scale, women’s 
range of scores across all skills was 9.43–10 for clarity, 
9.60–10 for helpfulness, 9.67–10 for motivation to use the 
skills, 9.33–10 for fit with spiritual beliefs, and 9.83–10 for 
helpfulness of homework.

Qualitative Analysis of Women’s Feedback 
and Observational Notes

Women’s written and verbal comments were analyzed using 
a thematic qualitative analysis, in which similar responses 
were grouped together as a theme, as identified by first 
author (S.B.) in collaboration with co-authors. During 
the final group discussion, participants’ oral feedback was 
visually documented on a group bulletin board so that key 
themes could be highlighted and also integrated with the 
final focus group rating scales. Women’s responses were 
assumed to be their realistic appraisals of the program 
contents and format, as consistent with a realist approach 
to qualitative data analysis as discussed by Maxwell and 
Miller [64]. In addition to analyzing women’s written and 
verbal comments, the first author (S.B.) attended all sessions 
as an observer and took notes on attendance, on the topics 
on which women seemed engaged or distracted, and timed 
how long each skill took to present. These observational 
notes were used as additional descriptive data to supplement 
the thematic analysis [64]. Themes identified included the 
importance of emphasizing the following skills: self-care, 
goal setting, communication and self-advocacy skills, mind-
fulness, and spirituality. Other identified themes included 
the importance and challenges of a group format, using food 
and drink to build group cohesion, addressing women’s trau-
matic and stressful experiences, the length of time involved 
in sessions and learning skills, and the usefulness of the 
program in relation to time since HIV diagnosis.

Self‑care  When the group was discussing self-care in the 
feedback session, one participant stated, “That self-care is 
like the golden part for me.” Self-care was especially impor-
tant for the women in the context of being caretakers, as all 
of the women had children and/or grandchildren. One par-
ticipant thought for a minute, and noted, “If you’re a care-
taker with HIV, you’re taking care of everybody else, but 
nobody is taking care of you,” and that “We need to be able 

to take care of us.” These quotes are consistent with research 
on self-silencing, in which prioritizing care for others may 
interfere with self-care [65–67]. One participant told the 
group that her doctor was encouraging her to engage in self-
care and indicated that information that participants learned 
in the program aligned with and supported her doctor’s rec-
ommendations. Participants kept coming back to the self-
care session and saying that self-care was crucial. They 
agreed that mindful breathing was a component of self-care, 
and group members at the feedback session all said that they 
were using three breaths of arrival in their daily lives and 
truly enjoying this skill.

Goal Setting and Related Skills  During the feedback session, 
women suggested that setting goals would be very helpful 
for dealing with denial and confusion surrounding diagnosis 
of HIV and living with the virus. One participant gave an 
example of how setting goals was important for in manag-
ing her HIV care. She was having trouble with her health 
and set the attainable goal of seeing her doctor. She set two 
more goals for what she wanted to accomplish within her 
appointment that included remembering what she is enti-
tled to as a person and using active communication skills to 
facilitate better patient-provider interactions. Similarly, dur-
ing the feedback session, one woman indicated that she had 
just filled her prescription for antiretroviral medication. She 
said that goal setting, self-care, loving-kindness, and mind-
fulness were the skills that helped her get to the point that 
she could accomplish this.

Communication and  Self‑advocacy Skills  Communication 
skills were a central theme during the feedback session. In 
particular, women noted the need for a better ability to com-
municate with healthcare providers so that they could more 
easily navigate medication adherence, HIV disclosure and 
relationship negotiation. During the discussion about com-
munication, one woman stepped out of the room to contact 
her healthcare provider in order to express her strong desire 
for a more thorough workup of her ongoing acute symptoms 
(pain) and conveyed to the group that for the first time in 
many years, she had decided to take her HIV medications. 
She reported that the decisions to contact her healthcare pro-
vider and to take her HIV medications were direct results of 
the program content and skills learned. Other women noted 
that many of these skills learned could be used to improve 
patient/provider interactions and that it would be useful to 
incorporate this content more explicitly.

Mindfulness  In the context of a discussion about the help-
fulness of mindfulness, one member gave an example of 
how she was using mindfulness: “When you’re in a situ-
ation, just breathe. When you’re getting into a situation 
where you’re losing your self-care, being able to stop, 
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breathe, and reset is critical for you to get to self-care.” 
However, mindfulness practice was not a universally posi-
tive experience. During a session that taught mindfulness, 
sitting still invoked a flood of traumatic memories for one 
participant, who broke into tears. Here the facilitator used 
trauma-informed treatment, validating the participant’s 
feelings, redirecting her to use self-care and self-compas-
sion skills, and giving herself permission to redirect her 
attention to her surroundings rather than focusing on her 
breath.

Trauma History  Importantly, many women in the group 
were coping with multiple traumas, including recent spousal 
loss and domestic violence, which they shared with other 
group members. The trauma-informed group structure pro-
vided an opportunity for women to process stressors and get 
peer support and guidance in how to cope. The facilitator 
attempted to apply the weekly skills being taught to ongo-
ing stressful or traumatic issues that were raised, especially 
the importance of self-care and self-advocacy. However, 
because the goal of the group was to teach skills and to eval-
uate program content, format, and delivery, the facilitator 
had to balance supporting women while also limiting the 
discussion of individual traumas, which could be challeng-
ing.

Importance of the Group Format  Women appeared to want 
connection with other WLWH, especially with regard to 
practicing using the skills. Women also seemed to draw sol-
ace from speaking with other women about the problems 
that they were going through. Throughout sessions, women 
said that they hadn’t previously known how good their lives 
were and coming to this group made them realize that they 
had a lot to be grateful for. When asked if it would be bet-
ter for women to learn the skills as a group or individually, 
women explained that it was helpful to learn from other 
women in the group. They thought the group process was 
good for understanding the skills in the context of their own 
lives and helped them to feel gratitude for where they are in 
their lives. They also expressed appreciation for the group 
as an environment to practice skills. Some women disclosed 
that they would like to read out loud in front of other women 
in order to improve their literacy skills in a safe space.

Women also talked about how they were “learning some-
thing here” in multiple sessions. They reportedly told their 
friends that they had to go to class or school when they were 
talking about the program. The concept of continued edu-
cation seemed especially important to participants as they 
all valued education highly. In the final feedback session, 
one participant said that she liked this group much more 
than groups wherein participants just provide information 
via diaries, etc., because she felt as though she was learning 
something. She stated, “This is a good group because it’s a 

learning group. This group was to teach skills and to learn 
skills, which was important.”

When asked if this group should be peer-led, several 
participants gave a resounding no, one shook her head vig-
orously against the idea, and one participant noted that it 
would be difficult for another WLWH to lead the group, 
saying, “It would be touchy to have someone switch from 
peer to staff and back.” Participants explained that they want 
to have this group led by someone with content expertise 
and who can keep them on task with respect to learning 
new skills.

Challenges of Group Dynamics

The use of electronic devices during the group sessions was a 
contentious topic of discussion during the feedback session. 
While some women stated that they did not feel as though 
they could be away from their phones because they wanted 
their children to be able to contact them, other women felt 
that the use of smart phones significantly detracted from the 
positive group dynamics. As we mentioned above, focusing 
on phones may become a way of avoiding distress, including 
avoiding connection and conflict with other group members. 
Further, late arrivals and early departures posed a challenge 
for building group cohesiveness and trust. Finally, there were 
also differences among women regarding how much indi-
viduals spoke during sessions, with some women talking at 
length, and some not sharing enough.

Women had specific feedback about how to improve 
group dynamics. One potential solution discussed by partici-
pants was to have a basket in the room in which participants 
and facilitators could put their phones. Most women reacted 
positively to this idea, while one reacted less enthusiasti-
cally. They also reiterated the importance of group rules as 
crucial to the success of the group approach. For example, 
they liked the idea of having a rule about time limitations for 
talking (perhaps even using a visible timer) and a reminder 
to be given about this every week. They also suggested that 
a facilitator could write “off subject” on a whiteboard, and 
point to it as a gentle reminder when necessary if subject 
matter was not relevant. Women wanted the time within the 
program to be more focused on the skills that they were there 
to learn, with less time dedicated to having women talk or 
reflect so that the facilitator could more easily get through 
all intended material.

Food and Drink as a Way to Foster Group Cohesion

At the start of each session, women either asked for coffee 
or tea, or we offered it to them. This allowed participants 
to ease into the program content and also allowed time for 
community building. One benefit of this soft start was that 
women who were arriving late missed less session material 
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than they would have if the program started precisely on 
time. In addition to receiving beverages at the start of each 
session, some women stated that they appreciated sharing 
a provided lunch after their 2-h weekly sessions. However, 
one woman noted that the actual quality of the food was her 
least favorite part of the program. As food insecurity often 
accompanies the economic vulnerability of WLWH, provid-
ing food was valued by participants.

Length of Sessions

When queried about session length, three participants stated 
that it would be helpful to have less content per session and 
longer sessions. They stated that 2 h of materials would be 
better than one and a half hours. One participant disagreed 
and stated that she was pressed for time as it was in this pro-
gram. At least two women indicated that they would prefer 
to keep sessions at 1.5 h and have these occur over four 
rather than 6 weeks but provided the option for two courses 
that build on each other, one more introductory and another 
for a more intermediate level. In this tiered approach, entry 
level groups would meet for a shorter amount of time per 
session and for fewer weeks than intermediate groups. This 
would provide an opportunity for women to progress at skill 
development at varied paces. Thus, feedback about length of 
sessions varied among participants.

Timing of Learning the Skills in Relation to HIV Diagnosis

When discussing optimal timing of learning program skills 
in relation to HIV diagnosis, there was discussion that an 
HIV diagnosis today is very different than an HIV diagnosis 
in the late 1990s or early 2000s. The majority of the partici-
pants were more than 10 years post-HIV diagnosis. Some 
women noted that specific aspects of the program would 
have been especially helpful if these were taught more proxi-
mal to HIV diagnosis, which may have helped them to cope 
with the stigma accompanying HIV [68, 69]. Specifically 
related to the potential utility of the program with regard 
to post-diagnosis stigma, one participant stated, “A lot of 
it comes back to how you got this disease, who you went 
to share it with. Staying positive with the disease can be a 
roller coaster.” Similarly, when asked at what point in life a 
program like this would be most useful, one woman noted, 
“My struggle would have been easier if I’d learned this stuff 
earlier on.” Another stated, “Had I had something like this 
when I first diagnosed, I think I’d be further in life. I couldn’t 
find a group that would actually help me grow.” However, 
they said that the current group and skills were still of great 
use to them at this time in their journeys of living with HIV.

When queried regarding which skills would have been 
useful if they had been taught earlier on in relation to HIV 
diagnosis, participants stated that specific skills would 

have been useful for different reasons. Women stated that 
physical activity/exercise and goal setting would have been 
very useful in helping in coping with HIV diagnosis. They 
stated that stress management and mindfulness, especially 
with relation to mindful eating, would have been use-
ful, and that enhanced communication skills would have 
informed how they disclosed their HIV status with family 
and partners, and would also have helped them navigate 
romantic relationships with greater ease. Participants also 
stated that self-care would have been very useful close to 
diagnosis, with one participant noting that after HIV diag-
nosis, “You get up every morning and you’re like, ‘Why 
would I take a shower?’” Participants agreed that if they 
had learned how to achieve greater levels of self-care ear-
lier in relation to diagnosis, they would have had struggled 
less and likely had better health. With regard to remember-
ing your rights and how to communicate effectively, one 
woman stated, “If you haven’t been exposed to these skills, 
you might be missing out on a lot—especially when you’re 
first diagnosed”.

Spirituality

During the feedback session, participants were asked 
whether it would make sense to include spirituality in a 
program like this one. Most women indicated that spir-
ituality was a strong aspect of their lives even previous to 
their HIV diagnosis, so it was not a new skill but rather 
something they heavily depended on for coping with HIV. 
Some women indicated that their spiritual practices had 
evolved since their HIV diagnosis and that for some, spir-
ituality, or the belief in something bigger, was a turning 
point for “getting clean.” Participants suggested that incor-
porating spirituality as a strength that WLWH can draw 
upon would be useful.

Discussion

The current program demonstrates that a positive skills 
learning skills intervention originally developed primarily 
for MLWH [5, 70] can be adapted in a group format for 
Black WLWH and tailored to be relevant for women with 
a trauma history, depressive symptoms, and those with low 
educational attainment. The adapted intervention was also 
demonstrated to be relatively feasible and acceptable. Focus 
group participants enjoyed learning the skills, felt as though 
they were helpful, and felt as though other WLWH would 
find the skills useful. The intervention is worth develop-
ing further to identify and test the most useful content and 
delivery format.
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Lessons Learned

We learned five primary lessons about developing a posi-
tive psychology intervention for WLWH from the current 
study: (1) increase feasibility by offsetting barriers that may 
prevent participants from attending groups consistently (e.g., 
by offering internet-based groups). (2) capitalize upon the 
potential of the group setting to emphasize and encourage 
social supports, peer modeling, and mutuality, which may 
decrease depression and enhance effectiveness in learning 
skills. (3) practice positive psychology and gender empow-
erment skills in session to decrease avoidance and manage 
the distress evoked by sharing and listening to traumatic 
experiences. (4) place more emphasis on specific interven-
tion skills, including effective communication with doctors, 
self-care, goal setting, and mindfulness, and integrate these 
with women’s ongoing spiritual practices. (5) consider the 
time since HIV diagnosis and utility of interventions, given 
participants’ suggestions that some of these skills would 
have been useful more proximal to HIV diagnosis. Each of 
these lessons bears further discussion.

Given that only four to six women attended each session, 
researchers need to facilitate greater feasibility of attendance 
in the future. Maintaining consistent attendance in groups 
was more difficult than we had anticipated due to issues sur-
rounding housing and economic insecurity, transportation 
difficulties, and scheduling conflicts. However, our recruit-
ment and retention rates were consistent with a previous 
review of studies evaluating attendance at substance abuse 
and psychiatric treatment programs, which reported that 
between 10% and 60% of scheduled appointments are not 
attended [71]. In order to make this intervention more fea-
sible, researchers may find it useful to offer internet-based 
group meetings for women who have access to technology, 
offer more than one session per week so that women have the 
option of choosing a time best for their schedule, or provide 
some additional online materials that women can learn from 
when they do miss a session. Having online groups or mate-
rials would be especially useful when public health issues 
(e.g., the COVID-19 pandemic) prevent meeting safely in 
person.

Second, we learned that women found the group espe-
cially important as a setting to enhance social supports, peer 
modeling, and mutuality. The group provided a safe space in 
which to learn skills, share personal stories, and gain sup-
port, consistent with other work demonstrating increased 
social support among WLWH in a group intervention [46]. 
The safe space provided by the group is exemplified by the 
facts that some women wanted to read out loud in front of 
their peers to improve their literacy skills, exchanged phone 
numbers so that they could have the opportunity to meet and 
talk outside of the group setting, and reported that eating 
together was one of the group highlights. Given that 35% of 

WLWH in a longitudinal study reported some degree of food 
insecurity [72], mindfully eating lunch together as a group 
could be a beneficial component of the program, providing 
opportunities for nutrition, but also opportunities for com-
munity building and socializing. Adding group components 
such as walking together or engaging in yoga or meditation 
might also be helpful.

Third, we learned that applying positive psychology and 
gender empowerment skills to help manage distress evoked 
by sharing or listening to traumatic events was critical for 
maximizing participants’ growth, engagement and learn-
ing in the moment. Researchers should incorporate more 
material on how to apply self-compassion, self-advocacy, 
and mindfulness to the distress evoked by sharing traumatic 
stories and listening to others’ trauma. Allowing women to 
share their stories and to manage distress using learned skills 
is potentially of great benefit. It is also critical to support 
group members’ distress management skills when listening 
to traumatic experiences so that they can be witnesses and 
provide validation. The women’s concrete suggestions for 
decreasing avoidance and distractions, including providing a 
basket for all phones to be placed so that women can be fully 
present throughout the sessions, muting phones, or providing 
gentle reminders about rules, might be one step in achieving 
these goals.

The fourth lesson highlights placing a greater emphasis 
on skills which previous research has found to be important 
in the treatment of depression, including self-care, goal set-
ting, and mindfulness. Previous research has indicated that 
self-care in WLWH is critical for improving and maintain-
ing health [34], and the results of the current study suggest 
that learning how to communicate with medical providers 
is a self-care skill that WLWH find useful. Learning effec-
tive communication skills for interacting with the medical 
profession may be especially important for the Black com-
munity, given the historical betrayals and mistreatment by 
the medical community and ensuing levels of mistrust [73]. 
Further, emphasizing connections between ongoing spir-
itual practices and positive psychology skills may also be 
especially helpful for Black women, given the importance 
of spirituality in the Black community [74]. One study has 
shown that among Black women who have experienced 
domestic violence, those with higher levels of spirituality 
and greater religious involvement reported fewer depressive 
symptoms [25]. Furthermore, spirituality has been found to 
be related to a greater sense of well-being, life satisfaction, 
and mental health outcomes in Latino and Black commu-
nities [75]. In a longitudinal study of PLWH (36% female 
and 38% Black), participants who reported an increase in 
spirituality/religiosity after the HIV diagnosis had slower 
disease progression, showed significantly greater preserva-
tion of CD4 cells over a 4-year period, and had significantly 
better controlled HIV viral load [76].
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Finally, we have to consider the time since HIV diag-
nosis in relation to the effectiveness of interventions. The 
initial period following an HIV diagnosis is normatively 
stressful and even traumatic, and can include feelings such 
as shock, guilt, depression, and fear [77]. Women in this 
time period may experience stigmatization due to illness, 
which can compound their feelings of discrimination and 
isolation [68, 69]. Individually, women can also be unin-
formed about the disease and what self-care entails. Group 
interventions during this time may be especially important. 
It is possible that the consistently higher levels of depres-
sion seen in WLWH many years post diagnosis could be 
lowered if they were addressed earlier on in the disease. 
Of course, women who have been living with HIV for 
many years may also need continued support and remind-
ers about self-care, mindfulness, and goal setting. Further 
research on how the effectiveness of the intervention and 
of each of the skills relates to the timing of HIV diagnosis 
is essential.

Future Research

Future research should test whether and how this program is 
beneficial to mental and physical health outcomes, includ-
ing depressive symptoms, quality of life, self-care, medi-
cation adherence and decreased self-silencing, in Black 
WLWH. Although this small proof-of-concept program 
showed relatively high feasibility and acceptability in that 
these women believed that it would be highly useful for other 
Black WLWH, this must be tested in a larger samples. This 
program could also potentially be adapted for non-Black 
women. Additional research should be conducted to inves-
tigate feasibility and acceptability with other groups, as the 
current study’s findings are applicable only to Black women 
living with HIV.

Varying the structure and length for the presentation of 
each skill should also be further examined. For example, 
one possibility for the format includes having a short intro-
duction to the skills online or in weekly hour-long sessions, 
followed by a longer group program for those who are inter-
ested. This would respond to some women’s suggestion to 
have more time together and fewer skills covered in each 
session. A format that combines an individualized online 
version followed by a group therapy format might also allow 
women to initially work at their own pace, learn the skills 
without distraction, and potentially benefit from the social 
support and mutuality involved in a group. However, given 
low education and literacy skills for many WLWH [47], an 
online individualized version may not be appropriate for eve-
ryone, and more work should be done evaluating whether 
the program is helpful for women at all levels of educational 
attainment.

Limitations

A limitation of the study is that there were no pre-set cri-
teria as to what rates of participation and attendance we 
would use to deem the program feasible, and this should 
be addressed in future research.

Additionally, our assessment of program feasibility and 
acceptability was based on a very small and highly moti-
vated sample with chronic depressive symptoms who were 
recruited based on their historical willingness to partici-
pate in WIHS activities. They may not be a representative 
sample of Black WLWH in the US. A further limitation 
of the study is that we did not ask participants whether 
race of the facilitator was important to them. It would be 
helpful to do further research to investigate whether this 
was true in this case, as has been demonstrated in previous 
research [59]. It is also a potential limitation that we asked 
women if this program might be beneficial for WLWH 
in general (rather than for themselves) on the structured 
feedback scales. Women’s responses to this question may 
entail drawing on a combination of their own experiences; 
their familiarity with the experiences of peers living with 
HIV; or their general ideas about WLWH. There is some 
evidence to support the assumption that people project 
their own feelings onto general others with whom they 
identify [78]. Assuming this is true, it highlights the issues 
of generalizability of our findings to non-Black WLWH. 
In the future, adapting this intervention for non-Black 
WLWH should entail asking a larger and more racially 
diverse sample of WLWH for feedback about the inter-
vention to potentially replicate and expand our findings. 
However, it is important to note that often, White (non-
minority) women are asked to reflect on the fit of an inter-
vention for all women and their perspectives are viewed as 
global, rather than as individual perspectives constrained 
by their lived experiences. Because Black WLWH repre-
sent the largest proportion of women with HIV nationally 
and globally, their perspective on fit is especially needed 
for interventions for WLWH, whether stemming from 
their lived experiences or from a more global and general 
perspective.

Other limitations of the current study are that social desir-
ability may have influenced ratings and open-ended feed-
back, because the facilitator who led the group (T.C.) was 
also the person who handed out weekly self-report feedback 
questionnaires. Although these questionnaires were anony-
mous and individual women could not be identified, in the 
future, the facilitator should not be present when question-
naires are being handed out or feedback is being given. Our 
final questionnaires were relatively long, and some ques-
tions required a higher reading level than some women had 
achieved which limited our ability to get complete answers 
from all participants.
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Conclusions

A proof-of-concept program to bolster positive emotion 
and gender empowerment as a way of reducing depressive 
symptoms can be tailored for Black WLWH and is relatively 
feasible and acceptable. Future researchers should repli-
cate results with larger numbers of women and investigate 
whether adapting program content in ways consistent with 
the lessons learned from our analysis is helpful in reduc-
ing depressive symptoms pre and post intervention. With 
continued research with larger samples of Black WLWH, 
mechanisms regarding whether, how, and why positive affect 
regulation programs are helpful to women can be elucidated, 
and women can learn skills that may help them achieve bet-
ter health.

Funding  Funding was supported by Third Coast Center for AIDS 
Research (Grant No. P30 AI117943).
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