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A B S T R A C T   

Intimate partner violence (IPV) can constraint Black women’s ability to prioritize and access Human Immuno
deficiency Virus (HIV) pre-exposure prophylaxis (PrEP) services. Recent research has called for the development 
of trauma-informed PrEP implementation programs to improve the delivery of PrEP to Black cisgender women; 
however, many PrEP-prescribing settings do not reflect this recommendation. The current study sought to 
identify key components to develop a trauma-informed PrEP implementation program for Black cisgender 
women and clinical staff. We conducted focus groups with PrEP-eligible Black cisgender women (February-June 
2019), and semi-structured interviews with clinical staff offering HIV prevention and treatment services 
(October-November 2020) in community healthcare clinics in Mississippi. Seven themes were identified as 
needed to facilitate integration of trauma-informed approaches into existing PrEP programs, including defining 
intimate partner violence (IPV), appropriate IPV screening and response, HIV prevention in abusive relation
ships, staff training needs, and creating supportive clinic environments. PrEP-eligible Black women and clinical 
staff generally agreed on how to best operationalize IPV screening and response, the importance of trauma- 
informed staff training, and the need for Black women-specific informational campaigns. However, Black 
women highlighted the need for providers to discuss HIV prevention in controlling relationships, and to respond 
to IPV disclosure. HIV pre-exposure prophylaxis has yet to achieve the potential impact observed in trials. Ul
timately, realizing the HIV prevention potential of PrEP in the US necessitates centering the perspectives of Black 
cisgender women and staff to better integrate trauma-informed approaches.   

1. Introduction 

Intimate partner violence (IPV) and Human Immunodeficiency Virus 
(HIV) are two mutually-reinforcing epidemics disproportionately 
affecting U.S. Black cisgender women (hereafter, Black women). IPV is 
physical, sexual, and psychological abuse between a current or former 
romantic or sexual partner (Black et al., 2011; Smith et al., 2015). More 
than six million Black women have experienced IPV in their lifetime 

(Smith et al., 2015). Black women also continue to carry the highest 
burden of HIV infections compared to women of other racial and ethnic 
groups (Centers for Disease Control and Prevention, 2017b). In 2018, 
Black women account for 58 % of infections among U.S. women (Centers 
for Disease Control and Prevention, 2017a); and account for 67 % of all 
new HIV infections in the U.S. South, a region with the highest HIV 
incidence in the country (Centers for Disease Control and Prevention, 
2017b). Black women at-risk for HIV endure several forms of violence 
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such as sexual coercion (Gutzmer et al., 2016), childhood violence 
(Tsuyuki et al., 2022), and IPV (Stockman et al., 2013). IPV can increase 
Black women’s HIV acquisition risk through forced sex, compromised 
condom negotiation, stress dysregulation, and increased engagement in 
risky sex (Stockman et al., 2013; Dunkle and Decker, 2013; Overstreet 
et al., 2015). Black women are navigating their HIV prevention within 
the context of IPV, which highlights the need for partner-independent 
HIV prevention options. 

HIV pre-exposure prophylaxis (PrEP) is a promising partner- 
independent HIV prevention strategy for Black women. PrEP decreases 
HIV acquisition risk over 90 % through regular adherence to antiretro
viral medications (Food and Administration, 2012). PrEP can be 
administered in oral or recently, injectable form; yet it is underutilized 
among U.S. Black women (Bush et al., 2016; Siegler et al., 2018). Only 7 
% of PrEP-eligible women are prescribed PrEP, with a lower estimate for 
Black women (Bush et al., 2016). 

Consistent studies have demonstrated the importance of accounting 
for how IPV and sociocultural factors constrain Black women’s PrEP 
access in the context of PrEP implementation (Aholou et al., 2016; Willie 
et al., 2021a; Wyatt et al., 2013). First, IPV can reduce PrEP initiation 
(Willie et al., 2017a; Willie et al., 2017b; Garfinkel et al., 2016) and 
adherence among women (Roberts et al., 2016; Cabral et al., 2018). 
Abusive partners may use coercion to prevent access to healthcare 
(Willie et al., 2020), and sabotage medications (Roberts et al., 2016). 
Second, Black women experiencing IPV encounter institutionalized 
racism and sexism within the healthcare system, which can alienate 
women (Rosenthal and Lobel, 2016; Prather et al., 2018). Healthcare 
providers’ biases can influence PrEP decision-making, and result in 
fewer PrEP prescriptions to Black patients (Calabrese et al., 2014). 
Extending this prior research (Calabrese et al., 2014), providers’ ste
reotyped perceptions about Black women could also result in fewer PrEP 
prescriptions. Altogether, providers’ biases about Black women could 
weaken patient-provider relationships and could impede open conver
sations around HIV prevention (Willie et al., 2021a) and IPV 
experiences. 

Integrating trauma-informed principles with PrEP implementation 
might increase access among Black women (Willie et al., 2021b). 
SAMHSA defines trauma-informed as approaches that understand 
trauma’s impact on settings, populations, and services while also 
recognize how ecological and cultural contexts shape an individual’s 
perception and process of trauma (Substance Abuse and Mental Health 
Services Administration, 2014). A trauma-informed approach is rooted 
in four assumptions (Substance Abuse and Mental Health Services 
Administration, 2014): realizes that trauma has widespread impacts; 
recognizes the symptoms of trauma; responds to trauma; and resists re- 
traumatization. There are six principles for when implementing trauma- 
informed approached (Substance Abuse and Mental Health Services 
Administration, 2014): individuals are physically and psychologically 
safe (safety); organizations are honest about operations (trustworthiness 
and transparency); peers can build trust and promote recovery (peer 
support); cross-sector partnerships can streamline processes (collabo
ration and mutuality); shared decision-making is supported (empower
ment, voice, and choice); and organizations are responsive to the needs 
of gender and racial/ethnic groups and recognizes historical trauma 
(cultural, historical, and gender issues). 

A trauma-informed approach to PrEP implementation could serve 
Black women by incorporating these key assumptions and principles 
into organizational policies and practices (Willie et al., 2021). Recent 
literature offered recommendations for potential trauma-informed 
practices in PrEP implementation including routine IPV screening and 
safety protocols; cross-sector collaborations with trauma-specific 
agencies; patient-provider conversations on limits of confidentiality; 
and recognition of systemic healthcare barriers among marginalized 
populations (Willie et al., 2021). Utilizing a trauma-informed approach 
to PrEP implementation for Black women may positively impact PrEP 
initiation by creating safe environments to discuss IPV and safety plan to 

enhance access. 
Extant U.S. research on trauma-informed PrEP implementation re

mains nascent (Willie et al., 2021), but prior research suggests that IPV- 
related policies could positively change the HIV prevention landscape 
for women. A study reviewed five policies regarding IPV and the 
healthcare system: prohibiting healthcare discrimination; requiring IPV- 
related healthcare protocols; requiring IPV screenings; requiring IPV 
provider training; and mandatory reporting of IPV-related injuries 
(Willie et al., 2018). Twenty-three states had two policies. States with 
higher IPV prevalence were associated with higher HIV diagnoses 
among women, but states with several healthcare policies had a weaker 
IPV-HIV association compared to states with fewer healthcare policies 
(Willie et al., 2018). Policies addressing IPV in the healthcare system 
may create responsive healthcare environments that identify women 
experiencing IPV and act sensitively to their needs (Willie et al., 2021; 
Willie et al., 2018). 

Nevertheless, studies have yet to identify the best way to design 
trauma-informed PrEP implementation to support Black women (Willie 
et al., 2021b). Utilizing SAMHSA’s concept of trauma-informed ap
proaches (Substance Abuse and Mental Health Services Administration, 
2014), this study aims to identify key components for trauma-informed 
PrEP implementation from the perspectives of Black women and clinical 
staff. 

2. Methods 

Black women and clinical staff members involved in PrEP clinical 
services were recruited to participate in this study. Women were eligible 
if they: self-identified as a Black or African American cisgender female; 
self-reported HIV-negative status; resided in the Greater Jackson Mis
sissippi area; had at least one substantial risk factor for HIV infection per 
2017 CDC PrEP Eligibility Guidelines for heterosexually-active women 
(i.e., sexual partner living with HIV or status unknown, diagnosed 
bacterial STI, 2 or more sex partners, inconsistent or no condom use, sex 
work); ≥18 years, and had never taken PrEP. Clinical staff were eligible 
if they were: ≥18 years; had experience discussing PrEP with patients; 
and currently employed at a community healthcare clinic in Mississippi 
(e.g., nurses, social workers). 

Between February 2019 and June 2019, Black women were recruited 
through fliers and social media (e.g., Facebook) to participate in an in- 
person focus group discussions (FGDs; n = 6–7 per group). Fliers 
informed participants that this was a study on Black women’s sexual 
health and invited women to contact the research team. FGDs were 
conducted to elicit a wide range of views on PrEP among Black women 
in Mississippi. During FGDs, a facilitator asked participants about PrEP 
knowledge and uptake; IPV and trauma-informed care; and recom
mendations for trauma-informed PrEP programs (Supplementary File 
1). After each FDG, the team debriefed and developed analytical memos. 
FDGs were audio-recorded, transcribed, and lasted on average 80 min. 
Participants were remunerated $50. 

Between October 2020 and November 2020, clinical staff were 
purposively sampled from two community healthcare clinics in the 
Greater Jackson area and invited to complete semi-structured phone 
interviews (n = 3–4 per clinic). Semi-structured interviews were con
ducted to understand staff’s personal narratives of clinical care. Partic
ipants were asked questions related to PrEP implementation: barriers to 
PrEP initiation and implementation; trauma-informed care; readiness 
for IPV protocols; and training preferences (Supplementary File 2). 
Analytical memos were created after each interview. Interviews were 
audio-recorded, transcribed, and lasted between 45 and 60 min. Par
ticipants were remunerated $50. 

All participants provided oral consent at the outset of the FGDs and 
interviews. The Johns Hopkins University and Brown University IRBs 
approved all study procedures. 

FGDs and interviews were conducted and coded by Black women 
from the U.S. South. Thematic analysis was used to identify and report 
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patterns in the interview and FDG data. This approach included both 
inductive and deductive coding methods. An interdisciplinary team of 
four coders open-coded two interviews and FGDs and discussed memos 
in order to develop codebooks, iteratively. The deductive codes were 
based upon the interview guide and research questions. When creating 
the inductive codes, the team thoroughly reviewed the transcripts, and 
created an initial set of codes and patterns that were distinct from the 
interview guide and research questions. During the codebook develop
ment, the appropriateness and distinctness of the inductive and deduc
tive codes were discussed among the research team. The finalized 
codebook contained both inductive and deductive codes based on prior 
literature on IPV, PrEP implementation, and trauma-informed care. All 
transcripts were coded using finalized codebooks in Dedoose. Team 
meetings were used to discuss inconsistencies in code application and 
interpretation as well as prior assumptions and experiences that shaped 
data interpretation. The lead researcher adjudicated decisions on coding 
inconsistencies. 

In this study, we used four criteria of trustworthiness for our quali
tative analysis: credibility, transferability, dependability, and confirm
ability (Lincoln and Guba, 1985). To increase credibility and 
dependability, we conducted peer debriefings (i.e., qualitative guidance 
from Black and IPV survivor scholars from the U.S. South), prolonged 
engagement in the data (i.e., several reviews of all transcripts, intensive 
coding), and managed data triangulation (i.e., interviews and FGDs 
assessing similar constructs). We also used purposive sampling to focus 
on key informants to enhance transferability. Lastly, the Methods sec
tion outlines a thorough description of the research process which al
lows for the confirmability criteria to be met. 

3. Results 

Tables 1 and 2 summarizes characteristics for 37 Black women par
ticipants and seven staff members, respectively. The results sections 
describe seven factors informing the development of trauma-informed 
PrEP implementation. Table 3 displays additional quotes. Table 4 is a 
joint display that integrates qualitative findings with potential program 
components. 

3.1. Defining IPV 

Consistent definitions of IPV among clinical staff and Black women 
are crucial for identifying Black women experiencing IPV. Clinical staff 
and Black women participants had similar definitions for IPV. In the 
FGDs, women discussed how IPV is more than just physical abuse; it also 
encompasses mental abuse. 

Participant 1: “But some people really don’t know what domestic 
violence is other than just hitting.” 
Participant 2: “Right [just] hitting.” 
Participant 1: “Yeah. It’s verbal. It’s mental.” 

Clinical staffs’ definitions aligned with Black women. Some staff also 
elaborated on the definition of IPV to include financial abuse. Staff 
Member 5 states “They’ll probably have the conversations about 
fighting, [but] just explaining to them that abuse is not just physical. It 
could be financial. It could be emotional. You see them talking to you in 
a degrading manner and those kind of things. Not respecting, not giving 
them money to pay the bills…that’s control.” 

3.2. Clinical screening practices 

Participants discussed the importance of screening for IPV in clinics 
as well as differences in screening practices across clinics. Overall, Black 
women patients thought it was acceptable and appropriate for clinical 
staff to screen for IPV. 

Participant 1: “Some people gonna be scared to talk and tell some
body. So if a doctor asks them, you know, they’ll probably be a little 
bit more comfortable, especially if they talk to them about their 
problems all the time.” 

In this study, some Black women patient participants further 
explained that clinical staff are trusted resources for women experi
encing IPV and may help women safely leave their relationship.  

Participant 
1: 

“I think that’s a good idea because a lot of people are afraid to talk 
about it if they’re real life going through, and maybe they talking to 
their doctors, somebody they feel close to, might be able help them 
out in a situation of getting out of domestic violence.” 

Participant 
2: 

“That’s very amazing because it’s one of the questions that come up 
in one of my [visits]. They ask the question “Do you feel safe or is 
there [anyone] you know whose being violent towards you or that 
you feel like you’re in harm’s way?”  

Clinic staff discussed screening protocols and barriers. In particular, 
competing priorities with other health needs reduces time to discuss IPV 
with patients. For example, Staff Member 5 shares “We have so many 
competing priorities that we have to do. We’ve got to check out this box 
for Medicare/Medicaid, got to check off this box for ACO, you’ve got to 
check off this box for something else. I think sometimes the pertinent 
things, like IPV, get kind of lost in the South.” 

3.3. Responses to IPV disclosure 

Both Black women and clinical staff participants discussed the po
tential implications of disclosing IPV in a clinical setting. In particular, 
Black women addressed the sociostructural ramifications of disclosing 
these experiences. 

Table 1 
Characteristics of Black Cisgender Women Who Participated in Focus Group 
Discussions, February 2019 – June 2019.   

N (%) 

Overall 37 (100.0) 
Age in years, M (Range) 32 (18 – 44) 
Employment status  
Employed (full-time or part-time) 29 (80.8) 
Unemployed 8 (19.2) 
Annual income  
Greater than $30,000 18 (46.2) 
$30,000 or less 19 (53.8) 
Sexual identity  
Heterosexual 29 (80.8) 
Lesbian or bisexual 8 (19.2) 
Past-year access to healthcare services  
Yes 33 (90.0) 
No 4 (10.0) 
Ever PrEP use  
Yes 0 (0) 
No 37 (100)  

Table 2 
Characteristics of Clinical Staff Who Participated in Semi-structured Interviews, 
October 2020 – November 2020.   

N (%) 

Overall 7 (100.0) 
Age in years, M (Range) 46 (38 – 53) 
Race and Ethnicity  
Black 7 (100 %) 
Gender  
Women 6 (88.9) 
Men 1 (11.1) 
Clinical Roles  
Program Director 2 (46.2) 
Nurse 2 (46.2) 
Social Worker 2 (46.2) 
PrEP Navigator 1 (46.2) 
One of the Program Directors was also a Nurse Practitioner.  
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Participant 1: “Because a lot of women don’t want people to know 
they’re being abused. Or if they tell it, and that partner get in trouble, 
they’re gonna abuse them again.” 

In the FGDs, women shared some barriers to IPV disclosure in 

healthcare settings. First, patients may be reluctant to disclose IPV due 
to potential violent retaliation from their partner. Specifically, patients 
may fear that abusive partners will learn about the disclosure and use 
violence to against them. Second, FGD participants also noted that some 
patients do not want to disclose or share their abusive experiences. 

Black women who participated in the FDGs also discussed how the 
justice system responds to Black women during an incidence of partner 
violence. 

Participant 1: “I’ve actually been in an [abusive] domestic rela
tionship. I was arrested for it as well. The way it happened; he was 
hitting me first…” 
Multiple Participants in agreement. 
Participant 1: “He called the police and he said I was trying to murder 
him, but I got the bruises. They ended up arresting us both.” 

The intersections of structural racism and sexism have led to a 
disparate difference in lived experiences of survivors engaging with 
justice system about IPV. Specifically, Black women are likely to be 
viewed as an “aggressor” during IPV disclosure, leading to dual arrest 
which disproportionately affects Black women experiencing IPV (Ja
cobs, 2017). These experiences may thwart women’s ability to engage in 
formal help-seeking behaviors. 

Clinical staff outlined strategies used to encourage disclosure and 
link patients to services. In this narrative, Staff Member 5 states “If there 
is a positive assessment for IPV, we have a Licensed Certified Social 
Worker (LCSW) and the Licensed Masters Social Worker (LMSW) on 
staff. The nurse can refer them to them for resources…We just tell them, 
‘If it gets this bad, let’s have a plan, you know? Take a bag somewhere. 
Get your papers together, where he can’t [find it].” After a patient dis
closes IPV, a clinical social worker is available to conduct safety plan
ning such as gathering important documentation when she is ready to 
leave the relationship, in addition to providing access to additional 
resources. 

3.4. HIV prevention in controlling relationships 

FGD participants described gender-based power imbalances that 
constrain women’s autonomy in relationships. 

Participant 1: “Because he can go out there and do whatever he 
wanna do and not expect you to [do anything].” 
Participant 2: “Domestic violence because he’s out here [and] she’s 
at home.” 
Multiple Participants in agreement. 
Participant 1: “And now, he’s bringing X, Y, Z back to her, and she 
mad.” 
Participant 3: “Girl at high risk not only for HIV, but for STDs.” 
Multiple Participants in agreement. 

FGD participants discussed how controlling male partners engage in 
sexual concurrency and acquire sexually transmitted infections like HIV 
but use isolation tactics to prevent female partners from engaging in 
similar sexual behaviors. 

FGD participants also discussed how economic dependence can 
constrain women’s power to use condoms. 

Participant 3: “It depends on where their resources come from – so 
where their money and their light bill comes from. If you don’t want 
me to use a condom, then I won’t because I won’t say anything 
because I need you to help me. 
Multiple Participants in agreement. 
Participant 3: “You’ve got to go get the money.” 
Multiple Participants in agreement. 
Participant 5: “You have to accept what comes with it.” 
Participant 1: “You can’t afford it without him.” 

In this discussion, participants share how Black women are forced to 
choose between HIV prevention or economic security, specifically in 

Table 3 
Themes and Additional Illustrative Quotes: Black Women and Clinical Staff, 
Mississippi, 2019 and 2020.   

Illustrative Quotes  

Themes Focus Groups with Black 
Women 
(February-June 2019) 

Interviews with Clinical Staff 
(October-November 2020) 

Comprehensive 
Definition of IPV 

Women also discussed 
sexual abuse as another 
form of IPV.  

Participant 1: “But it doesn’t 
necessarily have to be 
physical.”  

Multiple Participants: 
“Sexual abuse.”  

Clinical Screening 
Practices 

Some participants discussed 
how clinical staff could be a 
trusted resource for women 
experiencing IPV and 
enable women to safely 
leave their relationship.  

Participant 1: “I think that’s 
a good idea because a lot of 
people are afraid to talk 
about it, and maybe [if] they 
talk to their doctors, 
somebody they feel close to, 
[it] might be able help them 
out [of] a situation of 
domestic violence.”  

Readiness to conduct IPV 
screening is another 
important barrier in clinics. 
Some clinic staff members 
discussed their reluctance to 
perform IPV screening.  

Staff Member 3: “I don’t 
[screen for IPV] unless there is a 
reason for me to ask that 
question. It’s not a normal, day- 
to-day.” 

Training 
Preferences and 
Needs  

Staff saw value in a program 
that trained staff to recognize 
IPV among patients who are 
eligible for PrEP.  

Staff Member 7: “I think that it 
would be a wonderful thing to 
have it [integrated program] 
because you do need to offer 
PrEP. You need to educate the 
patient on the use of PrEP. You 
do need to adhere and know 
that these patients are—they 
may not, from the beginning, tell 
you they are a victim of 
domestic violence, but as you 
build a rapport, you will begin to 
learn that they are.” 

Informational 
Campaigns  

Clinical staff also believed it 
could be beneficial to 
disseminate information in 
unconventional places. 
Information about IPV located 
where women could safely 
read them could be another 
avenue to spread awareness. 
Staff Member 3: “I went 
somewhere and they had 
information about IPV in the 
women’s bathroom. They have 
a number that they can call 
while they’re in there and then 
they alert staff to know, “Hey, 
this is going on,” and the 
woman doesn’t have to say 
anything. It was phenomenal 
and I liked it.”  
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Table 4 
Joint Display Integrating Trauma-Informed Components into PrEP Implementation with Qualitative Findings from PrEP-Eligible Black Women and Clinical Staff in Jackson, Mississippi.  

Program Structure Qualitative 
Narrative + Example Quotes 

Level Components Focus Groups with Black Women 
(February-June 2019) 

Interviews with Clinical Staff 
(October-November 2020) 

Provider Comprehensive Definition for 
IPV 

IPV includes mental abuse: “But some people really don’t know what domestic violence is other 
than just hitting. Yeah. It’s verbal. It’s mental.” 

IPV includes financial abuse as well: “They’ll probably have the conversations about fighting, 
[but] just explaining to them that abuse is not just physical. It could be financial…” 

Clinic Screening Practices Shared positive thoughts: “I think it is a good idea, some people may be scared to talk about it. If a 
doctor asks them, then they’ll probably feel more comfortable to disclose” 

Expressed competing clinic interests other than IPV screening and reluctancy in discussing 
IPV with patients: “I don’t unless there is a reason for me to ask, it’s not a normal day-to-day 
[conversation]”. 

Responding to IPV Disclosure Discussions addressed the sociostructural ramifications that women endure when they share 
these experiences: “He called the police and he said I was trying to murder him, but I got the 
bruises. They ended up arresting us both.” 

Clinical staff participants outlined the adaptive strategies used to encourage disclosure and 
link patients to wraparound services. 
“If there is a positive assessment for IPV, we have a LCSW and the LNSW on staff. The nurse can 
refer them to them for resources…We just tell them, ‘If it gets this bad, let’s have a plan, you know? 
Take a bag somewhere. You know, get your papers together, things like that, where he can’t [find 
it].” 

HIV prevention in the 
Context of Abusive 
Relationships 

Gender-based power imbalances constrain women’s autonomy in controlling relationships: 
“Because he can go out there and do whatever he wanna do and not expect you to [do anything].” 
“And now, he’s bringing X, Y, Z back to her, and she mad.”  

Service Coordination for IPV 
Experiences 

PrEP-eligible Black women discussed the need for a reliable, responsible staff member who 
can be trusted. “These kids need a specified nonchanging contact. So that they can know, well, 
when I’m experiencing this, on any given day [and] I want to get help for myself or find out what 
love is so that I can see myself in five years showing some type of growth. I need to have it accessible 
to me” 

Staff members conversed about several trauma-informed approaches including developing a 
safety plan to help patients weigh their options. “A lot of times, I assist a woman and they don’t 
wanna leave due to financial reasons, due to children… ‘I can’t afford [to leave].’ I completely 
understand, and I tell them, but I make sure that they have a safety plan and numbers that they can 
call if they should need help.” 

Training Preferences Discussed the perceived utility of the program, and they agreed that doctors could serve as an 
authoritative figure whom women would listen to. Hearing doctors talk about other patients 
who had gotten on PrEP also could serve as a motivator for these women. 

Clinical staff members discussed the virtues of in-person sessions. They also found other 
methods of learning, such as roleplay, take-home materials, and assessments, to be beneficial 
in addressing this content. 

Clinic 
Environment 

Informational Campaigns Black women participants expressed a desire for their providers to offer more education on 
the topic in the form of verbal communication and through informational materials. 

Stated that pamphlets with information on domestic violence could serve as a useful tool to 
assist patients and offer support.  
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relationships where she depends on her partner for finances. Controlling 
how finances are utilized in a relationship is form of economic abuse that 
may impact women’s autonomy in their sexual relationships. This theme 
was identified in the FGDs with Black women patients, and underscores 
the importance of discussing these intersecting experiences during IPV 
screening encounters with healthcare staff. 

3.5. IPV service coordination 

Both Black women and clinical staff discussed the importance of 
connecting individuals experiencing IPV to community resources. Black 
women discussed the need for a reliable, trustworthy staff member. 

Participant 1: “I think we need more women and men liaisons that 
these [people] can really trust.” 
Participant 2: “Trust.” 
Participant 3: “And relate to.” 
Participant 1: “The [community] needs a specified nonchanging 
contact. So that they can know, well, when I’m experiencing this, on 
any given day [and] I want to get help for myself or find out what 
love is so that I can see myself in five years showing some type of 
growth. I need to have it accessible to me.” 
Multiple Participants in agreement. 

After IPV disclosure, a social worker ensures that patients has access 
to basic, fundamental human rights such as housing and food. For 
example, Staff Member 7 shares “You got to go through the social 
worker. She would go through the steps and that will lead to placing the 
patient into a safe situation. Sometimes, that includes locating housing 
and food for her and if she has children, just trying to get them in a safe 
place.” 

3.6. Training preferences and needs 

Black women and staff discussed the necessity of PrEP and IPV 
training programs as well as their implementation preferences. A FGD 
participant states, 

Participant 1: “It just depends on the doctor-patient relationship. Just 
make sure they’re comfortable with them and able to talk with them 
about anything – just bringing that question or look for signs and 
symptoms.” 

In general, FGD participants expressed that healthcare staff need to 
be trained to recognize IPV and build rapport with patients. From the 
patient’s perspective, healthcare staff need to be able to identify the 
signs of abuse, create an environment where there is mutual respect and 
rapport before starting the conversation about healthy relationships. 

Aligned with the FGDs, healthcare staff shared in their interviews 
their insights on the best methods for disseminating this type of training. 
For example, Staff Member explains “I did attend an in-person seminar 
on domestic abuse, and that was great. We had an instructor. It was a 
group of us in a classroom. We had educational materials to bring home. 
We roleplayed with each other, practiced with each other on our as
sessments.” Altogether, in-person training sessions were also best, and 
roleplay activities were equally beneficial. 

3.7. Informational campaigns 

In FGDs, Black women discussed their expectations from staff 
regarding IPV and PrEP implementation. 

Facilitator: “So what should physicians be doing more of?” 
Participant 1: “Speaking on it.” 
Participant 2: “Letting it be known.” 
Multiple Participants: “Educating.” 
Participant 3: “Putting it out there.” 

Participant 4: “And if they’re not gonna speak on it, can we at least 
see some pamphlets?” 

Altogether, women shared their desire for more verbal communica
tion and information regarding PrEP and IPV from healthcare staff. 
From their discussions, health education can be disseminated during a 
patient-provider encounter and through informational pamphlets. 

Similarly, clinical staff echoed patient’s perspective regarding 
informational campaigns. For example, Staff Member 7 states “Anything 
that educates people to make people better, I think is wonderful because 
some women don’t know a healthy relationship…You should have 
pamphlets. We should have a way to let the people know. Let women 
know that: “You don’t have to live like this, and we can offer you this.” 

Pamphlets on IPV and PrEP would be useful tools for assisting pa
tients and offering support. 

4. Discussion 

This study aimed to inform the development of trauma-informed 
PrEP implementation with perspectives from Black women and clin
ical staff engaged in HIV prevention services in Mississippi. Utilizing 
SAMHSA’s framework of trauma-informed approaches (Substance 
Abuse and Mental Health Services Administration, 2014), our findings 
identified seven components needed to support a trauma-informed 
approach to increase PrEP initiation among Black women. 

Trauma-informed approaches use four assumptions including 
realize; recognize; respond; and resist (Substance Abuse and Mental 
Health Services Administration, 2014); and study participant narratives 
highlighted three assumptions. First, Black women discussed their 
realization of the trauma impacts during their conversations on HIV 
risks and prevention in controlling relationships. Specifically, partners 
may use coercion and violence to distort relationship power and impede 
women’s sexual autonomy and use of HIV prevention. Second, recog
nizing the signs and symptoms of trauma, specifically IPV, was critical. 
For example, Black women and staff participants discussed the need for 
comprehensive IPV definitions (moving beyond the IPV stereotype of 
strictly physical abuse (Dutton, 2012)) in clinical encounters to recog
nize trauma. Without comprehensive IPV definitions, women’s experi
ences of trauma as IPV may go overlooked. While there was congruency 
about IPV definitions, Black women and clinical staff had different views 
about clinical IPV screening, a tool used to identify signs of trauma. For 
example, Black women supported IPV screening, partially because it 
signaled that staff cared about their wellbeing. However, some staff 
were reluctant to conduct IPV screening because it’s outside their scope 
of practice. This tension about screening is consistent with prior research 
(Alvarez et al., 2018). Lastly, trauma-informed approaches should 
respond to trauma. Black women participants discussed several trauma 
responses that women may endure including being fearful to discuss 
their trauma. Staff shared detailed steps of how their clinic responds to 
women disclosing IPV. For example, staff outlined connecting women to 
social workers, conducting safety planning, and warm handoffs to other 
resources like housing. In the context of PrEP implementation, trauma- 
informed approaches might facilitate PrEP initiation by creating safe 
spaces to discuss trauma’s impact on relationships and HIV prevention. 
Staff need training to understand how controlling relationships can in
crease HIV risk for Black women (Willie et al., 2021b; Caplon et al., 
2021). Trauma-informed approaches would also include comprehensive 
IPV definitions that resonate with Black women and staff; in addition to 
change staffs’ attitudes to address hesitancy to manage IPV among 
patients. 

Discussions with Black women and staff participants did not under
score the resist assumption of trauma-informed approaches. There was 
little discussion on how organizations mitigated re-traumatization. 
While re-traumatization was not explicitly discussed, it is possible that 
policies supported organization-wide collaboration such that women 
who disclosed IPV to staff would not have to repeat their trauma 
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histories to a social worker during the warm handoff. A trauma- 
informed approach to PrEP implementation could resist re- 
traumatization by ensuring that trauma histories are not repeated dur
ing PrEP candidacy assessments (Willie et al., 2021b). 

In this study, themes also overlapped with four of the six SAMHSA’s 
principles of trauma-informed approaches (i.e., safety; trustworthiness 
and transparency; empowerment, voice, and choice; and cultural, his
torical, and gender issues) (Substance Abuse and Mental Health Services 
Administration, 2014). Regarding IPV disclosure and service coordina
tion, staff discussed safety planning with their patients, which facilitated 
a safe environment for survivors. Black women and staff also discussed 
elements of trustworthiness. Moreover, Black women participants 
shared how a trusting patient-provider relationship was important 
during IPV screening and service coordination. The principle of 
empowerment, voice, and choice was also delineated in the training 
preferences and informational campaign themes. Black women provided 
recommendations for designing programs and materials to benefit 
women. These recommendations included ensuring staff were trained to 
have open conversations with women before discussing IPV; and more 
education and written materials on PrEP is needed. Finally, our FGDs 
noted potential ramifications of IPV disclosure, which aligns with the 
principle of cultural, historical, and gender issues. Understanding the 
ecological and cultural context of IPV is pivotal, as Black women in our 
study shared their experiences of being arrested with their partner after 
disclosing IPV (Jacobs, 2017; Bent-Goodley, 2009). The high prevalence 
of dual arrests among Black IPV survivors compared to survivors in other 
racial/ethnic groups is largely driven by institutionalized racism and 
sexism (Jacobs, 2017; Bent-Goodley, 2009). These systems of power 
invalidate Black women’s survivorship by fostering stereotypes that 
depict Black women as aggressive and non-feminine (Taft et al., 2009), 
which can result in discrimination after IPV disclosure and thwart ser
vice coordination. For PrEP implementation, a trauma-informed 
approach may ensure that safety planning and protocols are in place 
for women to disclose without their partner being in the examination 
room (Willie et al., 2021b). To promote trustworthiness and trans
parency, staff should establish rapport with patients, and discuss any 
limits to confidentiality before conducting IPV screening (Willie et al., 
2021b). Organizations can work with Black women to create opportu
nities that prioritize women’s needs and choices. Staff can also be 
trained on the sociocultural context of IPV and to recognize their biases 
in PrEP decision-making. 

Two of the six SAMHSA’s principles of trauma-informed approaches 
were not identified in our findings: peer support, and collaboration and 
mutuality. The sensitivity of the topics might have prevented conver
sations on peer support from emerging in the FGDs. Additionally, the 
limited discourse on collaboration may reflect the realities of cross- 
sector partnerships in rural areas. Limited transportation and driving 
long distances can impede care in rural areas (Henning-Smith, 2020). 
Thus, opportunities to have external collaborations (e.g., handoffs to 
trauma-specific organizations) may be difficult to sustain. To address 
these principles, a trauma-informed approach to PrEP implementation 
could create a peer support group and use telehealth to connect women 
to external trauma-specific organizations. 

Some study limitations merit consideration. Purposive sampling is 
common in qualitative research and allows for the “selection of 
information-rich cases” (Henning-Smith, 2020), yet there might have 
been differences between women who chose to participate in or be more 
vocal during FGDs compared to those who did not. Sensitive topics were 
discussed in the FGDs which could have affected women’s participation. 
Facilitators were trained to recognize these situations and encouraged 
active participation from group members. FGDs are also susceptible to 
social desirability bias in a group setting. Caution should be taken when 
comparing findings between FGDs and interviews. Our study was con
ducted in Mississippi which may limit the transferability of our findings. 

5. Public Health Implications 

Black women are experiencing co-occurring epidemics of HIV and 
IPV, yet the development of trauma-informed PrEP implementation is 
stagnant. A trauma-informed approach could enhance PrEP initiation 
among Black women by showing that staff are not only trusted sources of 
HIV prevention education, but also are capable of helping women 
navigate prevention in the context of IPV. 
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