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Introduction:  

 The Latino population is the fastest growing ethnic group in the United States, 

increasing 30% from 2000 to 2010. (2) In 2010, Latinos and especially Latinas were one 

of the fastest-growing segments of the U.S. population to become infected with HIV. The 

Centers for Disease Control and Prevention (CDC) states that in 2009 the rate of HIV 

infection of Latinas was more than four times that of white women. (2) In many cities 

such as New York and San Francisco, Latina- specific HIV/AIDS prevention programs 

have been successfully implemented and effective in reducing risk of HIV/AIDS. The 

purpose of this paper is to discuss the results of a literature review of culturally 

appropriate HIV prevention programs for Latinas, and provide recommendations for 

implementation of such a program in North Carolina. The state of North Carolina need 

not wait while HIV/AIDS infection rates of Latinas rise, as HIV/AIDS prevention 

programs exist to meet the needs of Latina women and can be adapted to meet the state’s 

needs. 

 Background:  

 The large influx of Latinos to the state of North Carolina has vastly shifted state 

demographics. From 2002 to 2010 the Latino population in North Carolina increased 

77%. (3) Latinos make up a slightly higher proportion of AIDS cases (6.3%) than of HIV 

non-AIDS cases (5.3%); this may be an indication of cultural and language barriers to testing 

and access to care among Latinos in North Carolina. (3) Latinos are more likely to be tested 

late in HIV/AIDS and diagnosed with AIDS. The number of Latinos in the state is 

increasing, but HIV incidence is stable overall.  Figure 1 details the levels of HIV 

incidence in North Carolina between 2005 and 2007. In 2006, 2007 and in 2008 8% of 

newly diagnosed HIV cases in North Carolina were among Latinos. (3) 
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North Carolina reported overall and Latino HIV diagnoses, 2005-2007 

Year HIV incidence  HIV incidence Latino HIV 

diagnosis 

Latino incidence as 

% of total cases 

2005  1806 125 6.92% 

2006  2147 171 7.96% 

2007  1943 160 8.23% 

 
Figure 1: Sources: Surveillance Reports, North Carolina Division of Public Health, HIV/STD Prevention & 

Care Branch, 2005-2007 (3)  

 

 It is important to note that geographically, the largest populations of Latinos in 

North Carolina reside in rural areas. Duplin County has the most prominent Latino 

population at 20.6% of the county’s population. (10) In 2009 McCoy wrote a report 

called, “HIV/AIDS Crisis in Eastern North Carolina” which detailed the high HIV/AIDS 

rates in rural and eastern NC. (8) McCoy explained that NC has some of the highest HIV 

infection rates in the nation. (8) Adapting an HIV/AIDS program for Latinas in rural 

counties such as Duplin County would be extremely beneficial. The map below in Figure 

2 shows the Hispanic/Latino population percentage among North Carolina’s cities and 

towns in 2010.  Figure 3 displays the rates of persons living with an HIV diagnosis, in 

2009 by county in North Carolina per 100,000 persons. Note the areas of high Latino 

population in Figure 2 and Figure 3 compared to rates of persons living with HIV 

diagnosis in those areas in 2009. Chatham County has a high Latino population and high 

HIV/AIDS diagnosis rates noted by the dark red color.   
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Figure 2: U.S. Census Bureau. (2010). State and County Quick facts: North Carolina. (7) 

Rates of persons living with an HIV diagnosis, by county, North Carolina, 2009 

 

Figure 3: Rates of persons living with an HIV diagnosis, by county, North Carolina, 2009. Source: AIDSVu  
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For many Latinos, late diagnosis may be related to an inability to access care and obtain 

an HIV/AIDS test. Figure 3 does not include the many individuals who do not yet know 

their HIV/AIDS status.  Latina’s access to HIV education, testing, and prevention in 

North Carolina is an important factor in adapting a specific HIV/AIDS prevention 

program. 

  Culturally competent care may be insufficient in many areas of North Carolina. 

Barriers may exist such as lack of interpreters and materials in Spanish, lack of attention 

to literary levels and lack of sensitivity to cultural differences. In more densely populated 

areas of North Carolina such as Wake, Durham, and Mecklenburg Counties, bilingual 

staff is present in the public health departments, but bilingual services may not be present 

in all areas of the state. (6)  

 Access to HIV/AIDS testing and medical care in North Carolina for Latinos, and 

especially undocumented immigrants primarily falls on the Public Health Departments 

and Federally Qualified Health Centers (FQHC s). (6) FQHC’s are geographically 

dispersed across the state through 161 sites in 64 North Carolina counties. (6) 

Historically, North Carolina local Health Departments have been pivotal in providing 

care for Latinos in the state. Public Health Departments cover all 100 North Carolina 

counties, serving many Latinas. HIV/AIDS prevention programs inclusive of testing in 

those clinics, if adapted especially for Latinas, would provide essential information and 

services to reduce the risk of HIV/AIDS infection. Nationally, in the last ten years, 

HIV/AIDS prevention efforts have focused largely on testing as a strategy for prevention. 

(7) In line with National trends, in 2007 the state of North Carolina enacted mandatory 

HIV/AIDS testing for all pregnant women. (7) This may be the first HIV test for many 
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Latinas who have not accessed the healthcare system in North Carolina or have moved 

from another state or country. 

 North Carolina’s mandatory HIV/AIDS testing law for pregnant women states 

that when a woman enters prenatal care she will receive an HIV/AIDS test unless she 

refuses opt-out policy. (7) If a woman declines the test at prenatal visits, she will be 

tested at delivery with or without consent. (7) Once delivered, the baby will be tested 

before leaving the hospital, with or without the mother’s permission if mother declined 

earlier HIV/AIDS test.  The goal of the 2007 mandatory HIV/AIDS Pregnancy Testing 

Law was to ensure that all women have the opportunity to be tested for HIV/AIDS early 

in their prenatal care those who are HIV-positive can begin ante-retroviral treatment early 

to reduce risk of mother-to-child transmission. (7)  

 In 2012, the North Carolina State Health Department expanded funding to 

increase the number of high risk individuals tested for HIV, particularly among 

minorities and young men who have sex with men, by expanding nonjudgmental and 

culturally sensitive nontraditional testing in high prevalence areas. (7) The State Health 

Department also implemented an HIV prevention project and offered testing at fixed sites 

including homeless shelters, jails, substance abuse treatment centers, migrant health 

centers, community-based organizations, mental health facilities, nightclubs, and college 

campuses. (7) The HIV prevention project was solely directed at young men who have 

sex with men. In 2012 the North Carolina State Health Department recognized the 

specific need to focus on the prevention of HIV/AIDS for the Latino population.  

  North Carolina is one of the first southern states to recognize the health disparity 

in HIV for Latinos. The focus of HIV/AIDS for Latinos in North Carolina has primarily 
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focused on a testing initiative for men who have sex with men. The Communicable 

Disease Branch of the State Health Department partnered with the Latino Commission on 

AIDS and the Centers for Disease Control and Prevention in 2012 to strengthen capacity 

of local Latino community-based organizations and to assist in implementing culturally 

proficient HIV prevention interventions. The Communicable Disease Branch works in 

collaboration with the state’s HIV/AIDS Statewide Community Planning Group, the 

Office of Minority Health and Health Disparities, Latino Health Advisory Group, the 

Latino Commission on AIDS “Deep South Project” Planning Committee, and the CDC 

Health Disparities Work Group. Each of these groups collaborates to address either 

directly or indirectly Latino HIV/AIDS/STD prevention, treatment, or healthcare related 

issues. (7) North Carolina is moving in the right direction by increasing the statewide 

HIV/AIDS testing program as well as prevention interventions. It is clear that North 

Carolina is making strides by focusing on HIV/AIDS prevention for Latinos, but solely 

with men and primarily with men who have sex with men. It is essential to adapt a 

program specifically for women, as the prevention needs and impact of HIV are unique to 

women. 

Literature Review: 

 The literature review was shaped around this paper’s overall aim, to inform 

adaptation of HIV/AIDS prevention programs for Latinas in the state of North Carolina. 

Two strategies were utilized for the two literature searches conducted. The first search 

identified key literature on adaptations of HIV/AIDS programs, including concepts, 

theories, and research studies about adaptation process. The search yielded 32 articles and 

12 were selected. Articles published more than fifteen years ago were omitted, since so 
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much progress has been made in HIV/AIDS in the last twenty years. (14) The adaptation 

of HIV/AIDS programs prior to HAART (Anti-Retroviral Therapy) in 1997 were 

excluded if they focused primarily on end-of-life AIDS adaptation programs. The second 

search reviewed recent articles on key initiatives and programs aimed at HIV/AIDS 

specifically for Latinas/Latinos/Hispanics. Twenty-four articles were selected out of 61 

totals.  Two databases were searched PUBMED and PsycINFO. Key search terms 

included best practices, HIV or AIDS Latino, Latinos, Latina, Latinas, Hispanic, 

Hispanics, Mexican American, Mexican Americans and Cultur* 
1
and women. The use of 

Cultur* as a search term was important since titles and abstracts were examined with 

particular attention given to backgrounds and methods framing HIV/AIDS in terms of 

adaptation focus on cultural competence and particularly Latina women.  Articles that 

were excluded did not primarily focus on Latinos and four articles that were excluded 

were published only in Spanish. 

Findings:  

 The search strategies detailed above in the literature review yielded seven articles 

that focused on the theoretical frameworks for adaptation, four articles that focused on 

theoretical frameworks, and six articles focused on applied research of the acculturation 

of Latinos. The literature findings explained that neither the Centers for Disease Control 

and Prevention or National Institutes of Health has a recommended process or set of 

agreed-upon best practices for cultural adaptation of interventions to conditions different 

from those present in the original research. For example, effective HIV/AIDS prevention 

programs have been replicated for different sub-populations, geographical locations, and 

cultures; but there are no guidelines on how best to conduct a cultural adaptation of a 

                                                           
1
 Cultur* Pubmed search term includes all forms of the word cultural  
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public health prevention program. Search results were insufficient in understanding the 

role of cultural adaptation of Latina focused interventions in the southern United States 

and specifically for North Carolina. Search results detailed five studies that were 

examples of HIV/AIDS prevention adaptation in large cities outside the South such as 

San Francisco and New York.  Currently there are no guidelines on the process of 

adapting a public health program and specifically, there was a lack of guidance in the 

literature on how best to adapt an HIV/AIDS program for a specific sub-population.  

 Cultural adaptation was discussed extensively in the literature, and a study led by 

Mier in 2010 was found to have intervention success after culturally adapting the 

intervention. Mier found that 13 of 18 studies produced significant effects for culturally 

adapted interventions on outcome measures. (15) Three intervention features appeared to 

be associated with intervention success: involvement of family or social support, literacy-

level appropriateness, and incorporation of cultural values. (15) Cultural values are not 

easily understood, which is why it is so important to receive feedback from a community 

and specific population before adapting a program. (15) 

  The next three sections will further discuss and explore findings from different 

areas of the literature review. I will focus on three main areas that assist in better 

understanding how best to adapt an HIV/AIDS program for Latinas in North Carolina: 

rationale for HIV/AIDS adaptation in NC, tools for adaptation and theoretical 

frameworks than can assist in the adaptation process. 

Rationale for HIV/AIDS Prevention Adaptation:  

 In 2011, Research Triangle International (RTI) led The Hispanic Women’s Health 

Project. The study demonstrated the need for Latina-specific HIV/AIDS intervention in 
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North Carolina. The Hispanic Women’s Health Project led two women’s and two-service 

provider’s focus groups in 2011 in Durham, Wake, and Orange Counties. (9) The study 

was conducted in two phases and included focus groups with immigrant Hispanic women 

and community-based healthcare providers who served them. (9) The focus of Phase 1 

was with healthcare providers who work with Latino populations. The provider focus 

groups were compared to the self-reports of women from the community focus groups. 

This study was a pilot study, and Phase 1 was conducted with community health 

providers who work with Latinos in the Research-Triangle region. 73% of the providers 

said that the Latinas they serve to predominantly spoke Spanish. (9) Results from the 

women’s focus groups showed that 65% were in the United States without proper 

documentation. (9) Only 20% of the women participating in focus groups reported 

English proficiency. 

 The Hispanic Women’s Project demonstrated the HIV/AIDS needs of Latinas in 

the Research-Triangle area of North Carolina and focused on feedback from providers 

that work in HIV/AIDS specifically with Latinas. Providers that participated in the focus 

groups came from local public health clinics, farmworker health clinics, HIV/AIDS 

clinics in the area, and social workers that worked as HIV/AIDS caseworkers. The 

project underscored the need for HIV prevention interventions for Latinas that address 

language and other specific cultural aspects and gender role expectations. (9) Findings 

from the study illustrated that culturally appropriate interventions benefit women as well 

as their partners (9) Results from the focus group underscored that the HIV/AIDS 

prevention needs of women and men are different and the stigma of HIV/AIDS in the 

Latino community in the Research Triangle area is a barrier to HIV/AIDS testing and 
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treatment. Woman-focused intervention that focuses on HIV/AIDS as well as other 

women-focused empowering topics was found to be beneficial in the focus groups. (9)  

 Hernandez in 2011 from RTI studied the perspectives of Hispanic female 

immigrants to understand HIV risk factors, as well as the perspectives of community-

based providers and sought to identify services they offer that support the adaptation of a 

best-evidence HIV behavioral intervention for Hispanic women. (9) Encouraging quality 

communication about sex, drugs, HIV, and other sexually transmitted diseases between 

families has the potential to promote safer sex practices and prevent the spread of HIV 

among Latinas. (9)  

  “It appears that recently immigrated women may benefit from a woman-focused 

 intervention, such as the Women’s CoOp, that is adapted for Hispanic women 

 which strives to educate and empower women. The Women’s CoOp synthesizes 

 substance use, HIV prevention, and harm reduction skills for women in a 

 culturally appropriate intervention that can benefit Hispanic women as well as 

 their male partners and can be placed in a health department or with medical 

 providers within a rapid testing framework.” (9 p 9)  

 

 The findings from the focus group affirmed that in the development of an HIV 

prevention program for Latinas, cultural and linguistic considerations must be 

appropriately addressed. An example of linguistic consideration would be that if the 

population were monolingual women from Mexico, having a facilitator that is Spanish 

speaking and familiar with slang and the Mexican culture is important. (9) The literature 

review highlighted the importance of understanding acculturation levels of a sub-

population before creating a prevention program locally here in North Carolina. Level of 

acculturation must be understood to tailor and properly adapt an intervention to a specific 

Latina population.  
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Tools for Adaptation:  

 Results from the literature review presented tools that are critical in adapting an 

HIV/AIDS prevention program for a sub-population such as Latinas. One example of a 

practical tool that has been used widely in adaptation of public health programs is the 

acculturation scale. (21) High levels of acculturation among Latinos are associated with 

increased rates of cancer, infant mortality, and other indicators of poor physical and 

mental health. (21) With some exceptions, rates of behavior such as risky health 

behaviors such as smoking and alcohol use also increase with acculturation. (21) These 

findings suggest that, in the process of acculturation, Latinas may be exposed to different 

risk factors or may adopt unhealthy behaviors that result in shifts in morbidity and 

mortality for various diseases such as HIV/AIDS. (21) 

 While acculturation is a risk factor for myriad unhealthy behaviors, there is also 

some evidence that it is associated with several healthy behaviors. (21) For example, 

findings suggest that the degree of an individual’s assimilation may have very important 

implications on her/his understanding of program materials. (4) Assimilation is an 

essential component in HIV/AIDS prevention for Latinas and it has been widely used in 

public health prevention programs for subpopulations. (4) Multidimensional scales may 

be useful in identifying specific components of acculturation, such as norms concerning 

smoking or alcohol consumption, that present risk or protective factors for particular 

health problems, such as tobacco use, binge drinking, or condom usage. (21) 

 The literature reflected the importance of understanding language and nativity in 

understanding acculturation of an individual. The definition of cultural adaptation 

explains that the understanding of language, culture, and context must be compatible with 
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the client’s cultural patterns, meanings, and values. (16) Language and nativity are 

imperfect proxy measures for acculturation; however, they are often the most practical 

measures that can be used in real-life public health settings. (17) Many terms are used to 

refer to the richly diverse Hispanic/Latino communities; consensus has emerged in 

Hispanic/Latino community on which term to use. (20) The government adopted the use 

of the term “Hispanic” in the 1970s, and the Census used that term in the 1980 and 1990 

Censuses. Often, data that are reported by a government source use the term “Hispanic” 

to refer to the population, and many data systems collect data using that as an ethnic 

category. The word “Hispanic” is derived from España, or Spain. (20) Other terms 

commonly used include Chicano, Latin American, and Latin. Others prefer to use 

something that refers to the person’s country of origin, such as Mexican American, 

Mexican national, or Puerto Rican. The data issues are important to note as well as the 

level of awareness of the concepts of Hispanic/Latino. How relevant and precise are the 

data for Latinos and Hispanics if different terminology is used? For the purpose of this 

paper the term Latino was used, but in North Carolina both terms are used and state 

forms use the term Hispanic. Whether an individual defines her/himself as Latino/a or 

Hispanic will differ with each individual; the level of assimilation is not defined by how 

long as a person has lived in the United States, but best understood through an 

assimilation tool such as the Abbreviated Multidimensional Acculturation Scale created 

by Zea in 2003. (5)  

 Acculturation scales were developed by researchers such as Zea (4) based on the 

model of acculturation to better understand if cultural competence and identity are 

distinct dimensions of acculturation with a particular individual who is competent in a 
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culture not necessarily identifying with it, and vice versa. (16)  

 The Abbreviated Multidimensional Acculturation Scale (AMAS-ZABB) was 

developed based on the model of acculturation; the scale measures acculturation to both 

Anglo-American culture and the respondent’s culture of origin by including items on 

language preference and cultural competence. (5) The widely used Abbreviated 

Multidimensional Acculturation Scale is a 42-item scale designed to assess three factors 

associated with acculturation in the United States. (5) A study by Zea in 2013 was 

developed to validate the AMAS– ZABB using two samples of Latinos/Latinas. The 

measure includes: cultural identity, language competence, and cultural competence. All 

of these domains are assessed for culture of origin and host culture. The AMAS– ZABB 

assumes that acculturation is a process by which individuals retain characteristics of the 

culture of origin while simultaneously acquiring characteristics of the new culture. (5) 

Zea notes that the acquisition of some characteristics may sometimes translate into losing 

others, but this is not always the case and may depend on the setting or cultural context in 

which the individual lives. (5) 

 In 2003, Zea used the term cultural competence component, which included 

knowledge about the culture and the ability to function within it. The 42 questions asked 

in the Abbreviated Multidimensional Acculturation Scale defined cultural competence 

rather than language preference as a factor of importance.  The term cultural assimilation 

refers to both individuals and groups, and in the latter case it can refer to either immigrant 

Diasporas or native residents that come to be culturally dominated by another society. (5) 

This is vital in understanding acculturation of an individual and how best to adapt an 

HIV/AIDS program for Latinas, as the competence in a language and preference of 
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speaking English or Spanish does not determine “assimilation”. An individual may prefer 

to speak in Spanish, but have fluency in English. Level of assimilation should not be 

defined by which language an individual prefers. 

The Abbreviated Multidimensional Acculturation Scale (AMAS-ZABB)  

 

1. I think of myself as being U.S.  
American                   

2. I feel good about being U.S. American. 
3. Being U.S. American plays an important part in.  

4. I feel that I am part of U.S. American culture.  

5. I have a strong sense of being U.S. American.  
6. I am proud of being U.S. American.  

8. I feel good about being.  
9. Being plays an important part in my life.  

10. I feel that I am part of culture.  

11. I have a strong sense of being 
12. I am proud of being.  

How well do you speak English? 
13. At school or work?  

14. With American friends?  

15. On the phone?  
16. With strangers?  

17. In general?  
How well do you how well do you understand English? 

18. On television or in movies?  

19. In newspapers and magazines?  
20. Words in songs?  

21. In general?  
How well do speak your native language: 

22. With family?  

23. With friends from the same country as you?  
24. On the phone?  

25. With strangers?  
26. In general? 

27. On television or in movies?  

28. In newspapers and magazines?  
29. Words in songs?  

 

Zea MC, Asner-Self K, Birman D, Buki LP. The Abbreviated Multidimensional Acculturation Scale: Empirical 

validation with two Latino/Latina samples. Cultural Diversity and Ethnic Minority Psychology 2003 05; 9(2): 107-126.  

 

  

 Cultural norms, beliefs, and values as well as broader structural factors must be 

considered for an HIV/AIDS prevention program for Latinas. A Latina specific 

HIV/AIDS prevention program would benefit from using the above Abbreviated 

Multidimensional Acculturation Scale. The scale can increase understanding of 

acculturation theories in the context of public health prevention and specifically 

HIV/AIDS adaptation for a sub-population. There is no doubt that Latinas in the United 

 
 

 

 
 

22. With family?  
23. With friends from the same country 

as you?  

24. On the phone?  
25. With strangers?  

26. In general? 

27. On television or in movies?  

28. In newspapers and magazines?  

29. Words in songs?  
30. In general?  

How well do you know: 

31. American national heroes?  
32. Popular American television shows?  

33. Popular American newspapers and 

magazines?  
34. Popular American actors and 

actresses?  

35. American history?  
36. American political leaders?  

37. National heroes from your native 
culture?  

38. Popular television shows in your 

native language?  
39. Popular newspapers and magazines 

in your native language?  

40. Popular actors and actresses from 
your native culture? . 

41. History of your native culture?  

42. Political leaders from your native 
culture? . 
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States face many hardships (e.g., poverty, inadequate access to health care, 

discrimination). (25) It is important to differentiate the cultural resources and structural 

factors that better explain how acculturation affects the risk and infection of HIV/AIDS. 

(25) Theoretical frameworks are needed to adapt prevention programs to be more 

successful. 

Theoretical Frameworks for Adaptation: 

 Neither the CDC nor The NIH has a recommended process or set of agreed-upon 

best practices for adapting interventions to conditions different from those present in the 

original research. (25) It is important that adaptation of public health programs is 

effectively documented and managed to help advance the science of dissemination. Since 

there are no agreed-upon best practices, theoretical frameworks can be very effective in 

guiding adaptation of HIV/AIDS prevention programs.  

 Barrera (22) finds this very problematic; a number of approaches can be taken to 

create interventions having cultural elements to boost program appeal, appropriateness, 

and efficacy; but they are not specific to HIV/AIDS and Latinas. (22) Search results were 

lacking for cultural adaptation of Latina- focused HIV/AIDS interventions. The state of 

North Carolina can use the proven evidence that effective HIV/AIDS prevention 

programs have been successfully adapted for sub-populations by utilizing an appropriate 

adaptation framework that specifically targets a specific sub-population. 

 Scholars examining culturally adapted treatments disagree as to the degree to 

which adaptations should be implemented from the outset (22) or if evidence-based 

practice should be modified only when existing treatments have been shown to be 

ineffective. (26) It is widely accepted that intervention delivery should at minimum occur 
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in the client's preferred language. There is a disagreement regarding whether adaptation 

should be first implemented or proven ineffective before implementation. (26) 

 In 2013 Barrera explained cultural adaptation as “the systematic modification of 

an evidence-based treatment or intervention protocol to consider language, culture, and 

context in such a way that is compatible with the client's cultural patterns, meanings, and 

values.” Barrea below explains the two widely used approaches to improving health of 

sub-populations in the public health field.  

 (a) A universal approach or “top down” views an original intervention's content as 

applicable to all subcultural groups and not in need of alterations.  

(b) A culture-specific approach or “bottom-up” emphasizes culturally grounded content 

consisting of the unique values, beliefs, traditions, and practices of a particular 

subcultural group. (23)  

 Approaches to improving the health of sub-populations rely heavily on top-down, 

specifically in HIV/AIDS.  Regardless of specific approaches, strategies too often fail to 

give adequate attention to involving communities; a “bottom-up” approach is more 

effective at building the community's capacity to identify and address its own health 

problems. (25) Many HIV/AIDS interventions began as “top-down” approaches and then 

after proved effective in the field, became more “bottom-up” as the local community 

became more involved in the implementation and adaptation process. Top-down 

approaches are a one-size fit’s all approach that does not take into account cultural 

differences in unique sub-populations.  Bernal in 2012 explained that exemplary cultural 

adaptation procedures integrate both “top-down” and “bottom-up” approaches through a 

series of adaptations.  
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 Table 1, created by Barrera in 2012, (22) shows the specific steps needed to adapt 

an evidence-based intervention.  The stages in Table 1 explains the possible steps and 

recommendation that a HIV/AIDS prevention program may take in adapting a culturally 

appropriate program in North Carolina for Latinas that first includes information 

gathering and reviewing existing literature to determine whether an evidence-based 

intervention should be adapted. Preliminary adaptation design is when all stakeholders, 

potential participants, Latino community members, developers, and agency staff draft 

adaptation then the adaptation is testing preliminary adaption through a pilot if feasible. 

The pilot provides necessary revisions and refinement before beginning the cultural 

adaption trial to determine whether adaption had desire effects on health outcomes.  
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 Table 1: Describes the steps in adapting an evidence-based intervention. Figure 3: Barrera MJ, Castro FG, Strycker LA, Tolbert DJ. 

Cultural adaptations of behavioral health interventions: A progress report. J Consult Clin Psychol 2013 04;81(2):196-205.  

 In 2012, Rhodes from Wake Forest University in Winston-Salem, North Carolina 

led a study that explored the “Sexual Health Priorities and Needs of Immigrant Latinas in 

the Southeastern United States.” (27) The purpose of the study was to develop an 

intervention that built on existing community strengths to promote sexual health among 
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immigrant Latinas. (27) The steps were determined through four focus groups in which 

43 women participated. Approximately one-quarter of the women reported having 

completed elementary or middle school; another one-quarter reported completing some or 

all of high school. (27) Nearly one-half of the participants noted living with a male 

partner, one-third reported being single, and one-fifth reported either living alone but 

with a partner in their country of origin or having a living situation categorized as 

“other,” which included living with a female partner or relatives. (27) Length of time 

since arrival in the US averaged 7 years and ranged from 6 months to 17 years. The 

Mujeres intervention contained five modules to train Latinas to serve as lay health 

advisors (LHAs) known as "Comadres."(27) The community-based participatory research 

(CBPR) partnership created a multistep intervention development process. 

 The steps were the following: 1. Increase Latina participation in the existing 

partnership; 2. Establish an intervention team ;3. Review the existing sexual health 

literature; 4. Explore health related needs and priorities of Latinas; 5. Narrow priorities 

based on what are important and changeable; 6. Blend health behavior theory with 

Latinas' lived experiences; 7. Design an intervention conceptual model; 8. Develop 

training modules; 9. resource materials;10. Pre-test and post-test; 11. Revise the 

intervention. (18) The modules synthesized locally collected data with other local and 

national data, blended health behavior theory with the lived experiences of immigrant 

Latinas, and harnessed a powerful existing community asset, namely, the informal social 

support Latinas provide one another. This intervention was designed to meet the sexual 

health priorities of Latinas. It included HIV and STI disease prevention within a sexual 

health promotion framework. Rhode’s framework for prevention built on the strong, 
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preexisting social networks of Latinas and the preexisting, culturally congruent roles of 

LHAs. (27) Rhode’s study  provides a greater understanding of possible interventions 

that utilize  community strengths of local Latina community through a multistep 

intervention development process.  Rhodes’ study could play a pivotal  role in a future 

HIV/AIDS intervention for Latinas in  North Carolina 

  As described later in the case studies, HIV/AIDS prevention programs do exist 

for Latinas in larger urban settings, and the theoretical frameworks may be a helpful 

resource for North Carolina Health Department. Needleless to say, additional funding, 

perhaps from the CDC or NIH to allow  would be required to allow the state to adapt a 

program for Latinas. 

Discussion:  

 The need for an evidenced-based Latina focused HIV/AIDS prevention 

programs was well documented by the 2012 Hispanic Women’s Health Project by RTI; 

the study affirmed that Latinas in North Carolina are lacking the skills and resources to 

protect themselves against HIV/AIDS. Tools do exist to adapt a culturally competent 

HIV/AIDS intervention for a sub-population. Tools such as the Abbreviated 

Multidimensional Acculturation Scale created by Zea in 2003 may be influential in 

understanding the role of acculturation in shaping and adapting an HIV/AIDS prevention 

program.  Theoretical frameworks for adaptation as discussed above can help guide   

adaptation of an HIV/AIDS prevention program for Latinas.  

 It is important to note the limitation of the acculturation scales and 

theoretical frameworks. There may be other mediating factors that might affect 

adaptation. A limitation may be that the acculturation scale may not fully understand the 
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cultural context of Latina women in North Carolina and how that may differ from a larger 

urban area. Inadequate funding may also be a limitation if the prevention program is 

extremely complex and costly. The state health department could increase funding as 

well as sustainability by partnering with the CDC or NIH to adapt an HIV/AIDS 

prevention program for Latinas in North Carolina. The three case studies described below 

are excellent examples of effective HIV/AIDS programs specifically for Latinas in the 

United States that could be adapted for use in North Carolina.  

Case Studies: 

 Case Study 1: VOICES/VOCES  

  VOCES is a Center for Disease Control and Prevention (CDC) Diffusion of 

Effective Behavioral Interventions (DEBI) program that is an excellent example of 

an effective adaptation of an intervention through proper training and feedback from 

local organizations. (29) VOCES translates to voices in English, and is a single-

session, video-based HIV/STD prevention program designed to encourage condom 

use and improve condom negotiation skills. (29) The program is based on the theory 

of reasoned action, which explains how behaviors are guided by attitudes, beliefs, 

experiences, and expectations of other persons’ reactions. (29) The CDC intervention 

is grounded in extensive formative research exploring the culture- and gender-based 

factors that can facilitate behavior change. The intervention showed that 

VOICES/VOCES is effective when delivered at a “teachable moment,” for instance 

when a visit to an STD clinic may motivate a person to change behavior.  (29) 

Groups are gender- and ethnic-specific, so that participants can develop prevention 

strategies appropriate for their culture. Videos, facilitated group discussion, and a 
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poster board presenting features of various condom brands in English and Spanish 

deliver information on HIV risk behaviors and condom use. Two culturally specific 

videos are used: one for African American participants and a bilingual video for 

Latinas. Skills in condom use and negotiation are modeled in the videos, then role-

played and practiced by participants during the discussion that follows. The original 

program described above was adapted for use for Latinas in urban areas in the United 

States.  

 The adaptation of this specific intervention known as VOCES was the largest 

centralized effort to diffuse evidence-based prevention science to fight HIV/AIDS in the 

United States.  The adaptation process of VOCES wanted to ensure the most effective 

science-based prevention interventions are widely implemented across the country in 

community-based organizations. The issues of implementation are:  (1) community 

perceptions of a top-down mode of dissemination; (2) the extent to which local 

innovations are being embraced, bolstered, or eliminated; and (3) contextual and 

methodological considerations that shape community preparedness. Consideration of 

these additional factors is necessary in order to effectively document, manage, and 

advance the science of dissemination and technology transfer in centralized prevention 

efforts within and outside of HIV/AIDS. (29) The CDC trained over 260 agencies on 

VOICES/VOCES between August 2003 and April 2005. Interviews were conducted with 

agency staff three months after receiving VOICES/VOCES training. (29) The vast 

majority of agencies implemented VOICES/VOCES with fidelity to the core elements, 

and agencies successfully adapted the intervention to make it more appealing to target 

populations. The main question revolving around the DEBI project’s from the CDC was: 
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“what happens when an effective intervention is packaged, translated, and diffused 

nationally for implementation by community–based organizations and health 

departments?”(29) 

 A study by Harshbarger noted that assistance in adaptation is needed for 

interventions to be successfully adapted and implemented with fidelity to the core 

elements, and to ensure program sustainability. (30) More effective interventions are 

needed of short duration and minimum complexity to easily match with existing 

resources and conditions of agency capacity among HIV prevention providers in the 

community are necessary. 

 The VOCES intervention is an excellent example of a large-scale adaptation 

incorporating feedback from organizations. It is important to note the VOCES program 

was on a national scale and was well funded by the CDC. An important factor in the 

VOCES intervention  was its focus throughout the adaptation process on feedback from 

the organizations while still keeping the core of the program in place.   

Case Study 2:  

SEPA (Salud/Health, Educación/Education, Prevención/Prevention, Autocuidado/Self-

care): A Small Group-level Intervention for Heterosexually Active Hispanic 

Women/Latinas 

 CDC’s Latinas focused HIV Prevention Program SEPA produced significant 

outcomes among low-income Mexican and Puerto Rican women between the ages of 18 

and 44 in Chicago where the intervention was tested between 1999 and 2001. (31) 

Intervention SEPA was designed to educate Latinas about HIV and other STDs and to 

help them build the skills necessary for behavioral changes that lead to more healthy 

http://www.ncbi.nlm.nih.gov/pubmed?term=Harshbarger%20C%5BAuthor%5D&cauthor=true&cauthor_uid=16987099
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relationships and safer sex. (31) SEPA consisted of six two-hour sessions that included 

presentations, group discussions, and practice exercises on male and female condom use, 

condom negotiation, and assertive communication. Session content covered HIV and 

STD transmission and prevention, male and female reproductive anatomy, human 

sexuality, interpersonal communications, and domestic and intimate partner violence. 

(31) SEPA is based on Social Cognitive Theory, which states that behavior is influenced 

by outcome expectancies, interaction with the environment, observation, and self-

efficacy. (32) Individuals who believe they have the capability to perform an action are 

more likely to engage in the action. (32) SEPA employs demonstrations, role-play, and 

other skills-building exercises to enhance the self-efficacy of Hispanic women/Latinas in 

condom use, condom negotiation, and partner communication. 

 As Hernandez from RTI wrote, role-playing and skill-building exercises are 

extremely beneficial for HIV/AIDS prevention programs. (8) Culturally and linguistically 

appropriate information that is given to sexually active women reduces the risk of 

acquiring HIV from unprotected sex with a male partner. (31) The use of a female 

facilitator who speaks the native language of participants was an integral part of the 

intervention.  

 The SEPA Intervention was a part of Replicating Effective Programs (REP), a 

CDC-initiated project that supports the translation of evidence-based HIV/AIDS 

prevention interventions into everyday practice. (31) SEPA is one of the REP 

interventions and is the product of extensive collaboration among researchers, 

community-based advisors, and health promotion experts. Core elements cannot be 

changed, but other elements are modified to fit the needs of each population. (31) When 
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core elements of the intervention are changed interventions may lack effectiveness and 

understanding the effectiveness of adaptation will not be well understood. The REP is a 

beneficial tool that would be very useful for adapting HIV/AIDS prevention program for 

Latinas in North Carolina. 

Case Study 3:  

Latinas por la Salud, Latino Commission on AIDS  

 Latinas por la Salud is an HIV prevention intervention for Latinas in New York 

City targeting HIV-negative women between the ages of 18 and 50. (34) Through guided 

discussion groups the program aimed to: improve participants' knowledge about 

HIV/AIDS and other sexual transmitted diseases by providing participants with tools to 

address HIV risk at the personal, family, and community levels. The interventions 

increased participants' self-esteem to engage in behaviors that will help them has a 

pleasurable and healthy sexual life. Participants are referred to other social or health 

services according to their needs. (34)  

 The program took place with a small group of 10-15 participants in closed group 

settings that were safe and supportive. The group met once a week for 12 weeks. The 

sessions were held in a community center and were in either English or Spanish, based on 

the needs of the group. A professional health educator who was fully bilingual facilitated 

the sessions and would speak whichever language was most comfortable for participants. 

To assess the effectiveness of the program, an anonymous and confidential survey was 

administered at three points during the intervention (baseline at the initial visit, post after 

the first visit, and three month follow-up.) (34) The curriculum included sessions related 

to HIV-AIDS and sexual transmitted diseases, and topics that influence sexual behavior 
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like culture, women’s sexuality, immigration, partner violence, and substance abuse. The 

intervention effectively adapted a culturally competent HIV/AIDS prevention program by 

addressing the unique risk to HIV/AIDS of Latina women living in New York City.  

  The case studies above provide excellent examples of demonstrated successes in  

HIV/AIDS prevention especially for Latinas. Each program took into account the unique 

cultural differences of Latina women and had bilingual, preferably female facilitators. 

VOCES intervention required community and organizational feedback throughout the 

adaptation process.  All three studies focused on adaptation of HIV/AIDS programs for 

Latinas in large cities.  The case studies demonstrate the feasibility of adaptation but also 

provide a toolkit for the different ways to adapt an HIV/AIDS Prevention program. The 

limitation of the case studies is that they are all in large areas and the HIV prevention 

needs of  Latinas in New York City are different for women residing in rural North 

Carolina. For example, a woman in New York may not have a language barrier at the 

local clinic or may not need to travel 20 miles to reach a clinic. The risk factors of 

HIV/AIDS as discussed earlier are unique to the South and to North Carolina, also many 

Latinas may have recently immigrated to the state, which may not be as common for 

Latinas in an urban city who may have been born in the United States.  

Recommendations: 

  To this date no studies exist  on how best to adapt HIV/AIDS specific 

interventions for Latinas in North Carolina. In 2000, Kreuter and Wilson noted that 

culturally appropriate health interventions are more effective than usual care or other 

control conditions. (35-36) The Latina population in North Carolina is growing; in order 

to prevent HIV/AIDS infections in Latinas is necessary to adapt an HIV/AIDS program 
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for Latina women in the state. Tools such as the Abbreviated Multidimensional 

Acculturation Scale (5) and Barrera's Cultural Adaptation theoretical framework (22) can 

provide the necessary tools to begin adapting a culturally competent HIV/AIDS 

intervention for Latinas in North Carolina. The focus of this paper was to provide 

recommendations for the state of North Carolina to adapt a Latina specific HIV/AIDS 

prevention program.  Literature review findings detailed that Latina focused HIV 

Prevention programs do exist in large settings in the United States. Adaptation of 

HIV/AIDS prevention programs was successful as noted by the VOCES intervention in 

many cities in the United States.  A possible limitation in adapting a program here in 

North Carolina is the current instability of funding of public health programs and 

specifically HIV/AIDS Prevention Programs for Latinas. Politically North Carolina has 

shifted greatly since the 2012 election and it are unclear if HIV/AIDS prevention 

programs will continue to be funded or if any new programs will be implemented.  

Conclusion:  

 As in the United States, Latinas in North Carolina are disproportionately affected 

by HIV/AIDS. (2) Currently in the state of North Carolina no programs exist to meet the 

priorities and HIV/AIDS prevention needs of recently arrived and less acculturated 

immigrant Latinas who are settling and making North Carolina home. The Latino 

population has grown 30 % in the past 10 years in North Carolina. (3) In 2008 8% of 

newly diagnosed HIV cases in North Carolina were among Latinos. (3) The HIV/AIDS 

prevention needs of Latinas were well documented by Hernandez from RTI (9) and 

Rhodes from Wake Forest University. (27) Tools such as the acculturation scale and 

adaptation frameworks are essential resources in the adaptation process on a state level. It 
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is time that the State of North Carolina adapts and implements a Latina centered program 

so that Latinas of North Carolina can have the necessary knowledge, skills and tools to 

prevent the spread of HIV/AIDS.  
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