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Abstract

The high prevalence of trauma among people living with HIV underscore the need for tailored,
integrated trauma management (“trauma-informed care” or TIC) to improve retention, adherence
to care, and overall well-being. Although TIC has been identified as a priority area for HIV

care, uptake has been limited. To investigate barriers and facilitators to integrating trauma support
services within HIV primary care, surveys (n=94) and interviews (n=44) were administered to
providers, staff, and patients at a large HIV treatment center. Results highlighted the availability
of several trauma services, including psychotherapy and support groups, but also revealed the
absence of provider training on how to respond to patient trauma needs. Identified gaps in

TIC services included written safety and crisis prevention plans, patient education on traumatic
stressors, and opportunities for creative expression. Providers and staff supported implementation
of trauma support services and employee trainings, but expressed a number of concerns including
resource and skill deficiencies. Patient-reported barriers to TIC services included lack of
awareness of services and difficulties navigating the healthcare system. This assessment revealed
support and methods for strengthening integration of trauma support services within HIV primary
care, which future TIC implementation efforts should address.
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Introduction

Methods

Trauma is highly prevalent among people living with HIV (PLWH), with up to 90%

of PLWH reporting physically, emotionally, or sexually traumatic experiences (Brezing,
Ferrara, & Freudenreich, 2015). Trauma adversely affects HIV treatment outcomes and is
associated with fewer clinic appointments and decreased adherence to medications such

as antiretroviral therapy (ART) (Cohen et al., 2004; Colasanti, Stahl, Farber, del Rio, &
Armstrong, 2017; Hatcher, Smout, Turan, Christofides, & Stockl, 2015). Poor adherence

to care can lead to higher HIV viral loads, lower CD4 counts, increased ART resistance,
more opportunistic infections, and higher rates of AIDS-related morbidity and mortality
(Jewkes, Dunkle, Jama-Shai, & Gray, 2015; Kalokhe et al., 2012; Machtinger, Haberer,
Wilson, & Weiss, 2012; Mugavero et al., 2007; Schafer et al., 2012). Additionally, a history
of trauma and abuse is associated with higher HIV risk behaviors such as unprotected sexual
intercourse (Machtinger, Haberer, et al., 2012), increasing the risk of HIV transmission.

Despite the potential for significant adverse impacts of trauma on health and health-
promoting behaviors among PLWH, there is a paucity of research on strategies for the
clinical management of trauma-related complications in the provision of HIV primary

care. Specifically, there is a need to understand the feasibility and capacity to integrate
trauma-informed care (TIC) approaches in HIV primary care settings to improve retention,
adherence to therapy, and overall well-being. According to SAMHSA, TIC is an evidence-
based, organizational treatment framework, which is guided by an appreciation for the
prevalence and impact of trauma and concomitant clinical practices that ensure a meaningful
response to trauma in the health care setting (SAMHSA, 2014).

Currently, it is unclear the extent to which trauma needs among PLWH are being met
through provision of trauma-informed support services, such as mental health and substance
abuse services, legal and educational advocacy, and housing and employment support. It

is also unclear what barriers and facilitators might exist to strengthening the provision of
trauma services in HIV primary care. Therefore, the aims of this study were to: (1) assess
the current availability of trauma services at an HIV primary care center, (2) investigate
medical provider, clinical staff, and patient perceptions regarding integration of trauma
support services into HIV care, and (3) identify barriers/facilitators to enhancing trauma
support.

We conducted a comprehensive needs assessment employing a mixed-methods convergent
parallel design from March 2017-January 2018. For a complete description of the methods
and procedures used in this study, see Kalokhe et al. (2019). The study was conducted at

an urban, Ryan White-funded HIV primary care center in the Southeastern United States
(hereafter referred to as “the Center”) that serves over 6,000 PLWH, who are primarily low-
income and medically underserved (Colasanti et al., 2015). Surveys and in-depth interviews
were conducted with HIV care providers and staff as well as patients receiving primary
HIV health care. Surveys were utilized to assess which trauma services were currently
being provided at the Center, and qualitative interviews were utilized to gain in-depth
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information on barriers and facilitators to implementation of trauma-informed services. The
study was approved by the university-affiliated Institutional Review Board and the health
system Research Oversight Committee. All participants provided written informed consent
prior to engaging in study activities.

All providers and staff at the Center were invited to participate in the survey. Providers
included physicians and advanced practice providers; staff included social workers, case
managers, patient navigators, health educators, peer counselors, nurses, interpreters, patient
access representatives, pastoral and palliative care providers. Purposive sampling was
utilized to sample providers and staff for the in-depth interviews to ensure adequate
representation across different services within the Center and staff roles. Purposive sampling
was also utilized to recruit patients at the Center to ensure adequate representation of
patients with varying levels of service utilization.

After providing informed consent, staff, providers, and patients completed an electronic
self-administered survey. Individuals who participated in the survey were also invited to
participate in the in-depth interviews, which were conducted in-person by study team
members at a private area in the Center and audio recorded. Participants received $25 for
completing the survey and $50 for completing an in-depth interview.

The survey was adapted from the National Center on Family Homelessness “Trauma-
informed Organizational Toolkit,” which was designed to help programs evaluate their
current TIC practices (Guarino, Soares, Konnath, Clervil, & Bassuk, 2009). Eight closed-
ended items in the provider/staff survey, and 14 items in the patient survey assessed

Center practices regarding trauma support services. Example survey items included, “when
mental health services are needed, the Center refers patients to counseling”. Response
choices included, “strongly disagree,” “disagree,” “agree,” and “strongly agree.” Descriptive
statistics were calculated for all survey items, by participant type (i.e., provider, staff, or
patient).

The interview guide was adapted from the “Creating Cultures of Trauma-informed Care”
materials (Fallot & Harris, 2009) and was guided by implementation-focused constructs
from the Consolidated Framework for Implementation Research (CFIR). Questions explored
current Center trauma support service offerings, capacity to provide trauma services, and
barriers to implementing trauma services at the Center (see appendix for complete provider/
staff and patient interview guides). In-depth interviews were analyzed using thematic
analysis (Hennink, Hutter, & Bailey, 2011) using NVivo version 11 qualitative software
(QSR International Pty Ltd, 2015). Three analysts coded the transcripts, and the full study
team met bi-weekly to review themes as they evolved. Themes were then consolidated into a
narrative and analyzed separately by participant type (i.e., providers/staff or patients).

Participant Characteristics

Fourteen providers, 17 staff, and 63 patients completed the survey, and 9 providers, 10
staff, and 25 patients completed in-depth interviews. Patient demographic characteristics are
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presented in Table 1. Providers and staff from all four medical clinics within the Center
(e.g., those serving men and transgender men, women and transgender women, children and
adolescents, and patients with mental health needs) participated. Additional demographic
information on providers and staff was not collected to preserve confidentiality of Center
employees.

The results of the survey are presented in Tables 2 and 3, which highlight participant-
perceived strengths and gaps in trauma support services. Across all items, provider scores
suggested they perceived lower availability of trauma-specific services compared to staff
and patients. Overall, identified gaps in current trauma services included patient trauma
education, written safety plans, written crisis prevention plans, and opportunities for creative
expression.

Qualitative Interviews with Providers and Staff

Providers and staff identified facilitators to implementation of trauma support services
including, (1) strong organizational support of TIC and (2) utilization of an integrated
service delivery model; and they identified barriers to implementation including, (1) lack
of services dedicated to TIC, (2) unclear procedures for linking patients to external trauma
support, (3) lack of training and skills in TIC, and (4) Center resource constraints (Table 4).

Organizational Support of TIC Implementation—All interviewed staff and providers
supported implementation of organization-wide TIC procedures to improve the delivery of
support services to patients with trauma histories. They believed implementation of trauma-
informed services would ultimately improve patient outcomes:

“I think [TIC] would definitely improve outcomes for our patients. I personally
think it might actually improve outcomes in terms of retention and engagement in
care, because of the amount of understanding that our providers can show towards
the patients.” (Provider)

Integrated Service Delivery Model—The Center currently utilizes an integrated service
delivery model where HIV care, mental health, and social services are provided on-site,
allowing for enhanced care coordination for patients with complex needs. Providers and staff
believed they can build upon this existing structure to enhance the provision of services

for patients with trauma histories. They emphasized the importance of providing services
on-site, because it facilitated effective and timely linkages to support services and mental
health providers:

“I think that’s where we benefit from having mental health in the same building and
having an on call mental health provider. And personally, I’ve experienced it where
the mental health provider takes care of [trauma] and addresses issues immediately
with a patient.” (Provider)

Lack of Services Dedicated to TIC—AIlthough some support services were available,
participants were unclear if these services were specifically dedicated to trauma:
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“l don’t think there’s any specific service that’s dedicated to trauma-informed
care or trauma-related services. It seems like if we alert the [Mental Health
Department] staff when we refer them for mental health services, if we mention
trauma specifically, then they have maybe a certain set of individuals who are
trained in trauma related mental health services that are assigned to the case. But
I’m not even really sure to be honest with you.” (Provider)

Unclear Procedures for Linking Patients to External Trauma Support—In
addition to on-site support, the Center also had connections to external social service

and medical organizations, including shelters, legal aid, and behavioral health providers;
however, many providers at the Center were generally unsure how to link patients to external
organizations:

“In terms of the referral for services, | don’t think all providers know what the
services available are...l would do better for my patients if | personally knew more
about the available services for referral that are local and that could be tailored to
each person’s specific circumstance.” (Provider)

Lack of Training on TIC—Participants were also concerned that providers and staff at the
Center were untrained in effective methods to recognize and manage patient trauma:

“Each provider does the best they can with it. | don’t know if any provider has
actually gotten any certification or anything in trauma.” (Provider)

Resource Constraints—Furthermore, providers and staff discussed structural barriers to
the adoption of additional trauma support services and procedures, including the lack of
personnel and resources necessary to accommodate the large proportion of patients who
experienced trauma:

“| think that there are time constraints for providers...that limit providers from
being able to sometimes ask with the level of detail that may be required if
[patients] have all types of conditions that may require a referral.” (Provider)

Qualitative Interviews with Patients

Patients identified facilitators to implementation of trauma support services including (1)
satisfaction with current on-site support and (2) strong relationships with their providers.
However, they identified barriers to implementation including: (1) a need for a broader
range of trauma support services, (2) lack of awareness of available services, (3) difficulties
navigating the healthcare system, and (4) access barriers (Table 4).

Satisfaction with Current On-Site Support—RPatients appreciated that support
services were offered on-site at the Center, including therapy and support groups. They
believed the services helped improve their quality of life and engagement in care:

“There was a time that | didn’t even wanna leave the house because | was afraid
that something would happen to me. Once the people in the [Mental Health
Department] really engaged with me, they brought me out of that, and I was able to
come up here, take my medicine, speak to the psychiatrist, and start feeling better.”
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Strong Patient-Provider Relationships—~Patients described the strong, trusting
relationships they built with providers at the Center, which promoted open conversations
about traumatic experiences:

“| feel so connected with [my doctors] because they’ve seen me from the beginning
and they were able to really calm me down and get me into a place to where |
would take the medicine and take it correctly. And they listened to me.”

Need for Broader Range of Trauma Services—Although many patients were
satisfied with the support services, some patients thought that the Center should provide
more services to help patients dealing with trauma:

“[1 would feel more emotionally supported with] more group meetings and like
peer counseling, and people who are living with the virus or have been living with
the virus for the longest to interact with the people who are just now finding out
about their diagnosis.”

Lack of Awareness of Available Services—One barrier to patients’ engagement in
trauma services included their lack of awareness of available services at the Center:

“As far as letting us know other things that’s coming up, sometimes we can pass by
the signs, the fliers, and miss them. But if we heard it verbally, that would help.”

Difficulties Navigating the Healthcare System—~Patients also described how they
faced difficulties navigating the healthcare system and were unsure how to gain access to
trauma services:

“They do offer [therapy], but it’s not so clear what the process is to go through to
get these services and help in general, so it’s hard to find out.”

Access Barriers—Other patient barriers to engaging in trauma services included a lack of
transportation as well as services that conflicted with their work schedules:

“I think it’s more an issue of distance. It’s not hard to [access services] if | can get
out here.”

Discussion

The importance of addressing trauma needs in HIV care has received national attention
(Aberg et al., 2014; UNAIDS, 2014; White House Interagency Federal Working Group,
2013), however, strategies to effectively deliver trauma-specific services within these
contexts has yet to be delineated (US Department of Health & Human Services, 2006).

In this study, we collected critical insight from providers, staff, and patients at an urban
safety-net HIV primary care center to inform adoption of trauma support services in this
setting. Although the study was conducted at a single site, findings are likely generalizable,
as many HIV primary care centers have similar structures and follow similar service
standards/guidelines (e.g., Ryan White) (HSRA, 2018). For instance, Ryan white-funded
clinics typically utilize integrated care models, have multidisciplinary staff/providers with
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longstanding relationships with patients, serve patients with complex trauma histories, and
operate under resource and staffing constraints.

Based on surveys, the Center currently provides several trauma support services on-site or
via facilitated referral, however, gaps in current services included the lack of written crisis
prevention and safety plans. Written plans are necessary to identify strategies to prevent
future crisis, and have been have been shown to decrease emergency visits and admissions
(Gudde et al., 2013; Hootz, Mykota, & Fauchoux, 2016; Tetterton & Farnsworth, 2011).

It is recommended that crisis plans be developed during the first point of contact with

care (i.e., during intake appointments) and shared with the patients’ care team (Tetterton &
Farnsworth, 2011). Other gaps included the lack of patient education on trauma. Patients
not only need education and awareness of trauma and its’ health impacts, but they also
need skills to recognize and respond to traumatic stressors (SAMHSA, 2014). Patient
trauma education can be integrated into already existing HIV education within in the clinic.
Additionally, patients reported the lack of opportunities to express themselves in creative
non-verbal ways. Creative expression has been linked to improved mental health (Leckey,
2011), however, if events such as dance and theater can feasibly be integrated into the HIV
care setting has yet to be explored.

Results also revealed that staff and providers have different perceptions of current trauma
service availability. These differences may suggest that providers and staff have differing
levels of scrutiny and expectations of the program, but may also be the result of varying
levels of experience with trauma services due to differences in clinical roles: the contributors
of provider/staff differences can be explored in future studies. Due to a lack of trauma
training, providers reported that their knowledge of trauma support services was limited, and
many providers were unsure what services to provide or where to send patients if a trauma
need was identified. These results indicate that all employees, including providers and staff,
need awareness of trauma and training on how to link patients to support services. This is

in line with a central tenant for organizations transitioning to a TIC organization framework,
that specifies the importance of agency-wide training familiarizing providers and staff with
the multitude of forms, causes, and effects of trauma, as well as education on treatment

and referral practices (SAMHSA, 2014). Because trainings are a cornerstone of medical
education and a component of continuing education within HIV care, there is infrastructure
available for TIC trainings, even within resource constrained settings such as safety-net HIV
clinics.

Other barriers to the delivery of trauma services, included time and resource constraints,
which are commonly cited TIC implementation challenges across healthcare settings
(Blakey & Bowers, 2014; Bruce et al., 2018). To overcome these constraints, clinics

can leverage partnerships with social service organizations and link patients to external
trauma support services, without having to provide all services on-site. In addition, patient-
reported barriers to engaging in trauma services included lack of awareness of services and
difficulties navigating the healthcare system. Ensuring care coordinators and navigators are
aware of patient trauma needs can increase patients’ receipt of necessary support services,
both internally and externally to the clinic (McBrien et al., 2018; Sarango, de Groot, Hirschi,
Umeh, & Rajabiun, 2017). Not only do patients need education on trauma, but they need
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education on the support services available within the clinic and broader community, which
should be offered on a routine basis as services may change or patients may not be in a
position to consider engaging in certain services when newly diagnosed (Martinez, Lemos,
Hosek, & the Adolescent Medicine Trials Network, 2012; Nightingale, Sher, & Hansen,
2010).

Limitations of this study include the focus on a single clinic drawn from one region of the
country, self-reported data, and lack of a random sampling procedure. Despite limitations,
the findings from this research may be useful for informing the implementation of TIC

in HIV primary care settings. Adoption of organization-wide service delivery models, like
TIC, in healthcare settings serving patients with complex needs (e.g. trauma histories) may
ultimately lead to improved patient health outcomes.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Table 1.

Patient Characteristics (n= 63).

Mean (SD)/ N (%)

Age (SD) 39.8 (12)
Gender (%)
Female 19 (30)
Male 40 (64)
Transgender Female 4 (6)
Race (%)
Black/African American 51 (81)
White 5(8)
Multiracial 7(11)

Sexual Orientation (%)

Heterosexual/Straight 31 (49)
Gay or Leshian 28 (44)
Bi-Sexual 4 (6)
Center Department (%)

Women'’s Clinic 11 (18)
Main Clinic 32 (51)
Pediatric/Adolescent Clinic 13 (21)
Other 7(11)

Resource Utilization (%) a
High 25 (40)
Low 38 (60)

a.,. —— ) . L .
High resource utilization was defined as receiving two or more Center support services in the prior year.
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Staff and provider responses regarding trauma-specific services (n=31).

Page 12

Trauma-Specific Services

Number of Participants

Average ab

Strongly
Disagree

Disagree

Agree

Strongly
Agree

Providers
and Staff
(N=31)

Providers
(N=14)

Staff
(N=17)

The Center provides opportunities for care
coordination for services not provided within
that organization.

16

2.1

17

2.5

The Center educates patients about traumatic
stress and triggers.

1.8

0.9

2.3

The Center has access to a clinician (medical
caregiver) with expertise in trauma and
trauma support services (on staff or available
for regular consultation).

21

1.7

2.5

The Center provides opportunities for patients
to receive a variety of services (e.g., housing,
employment, legal and educational advocacy,
mental health and substance abuse services).

15

15

25

24

2.6

When mental health services are needed

(i.e. individual therapy, group therapy and/or
family therapy), the Center refers patients to
counseling.

15

16

25

2.4

2.6

The Center provides opportunities for patients
to express themselves in creative nonverbal
ways (i.e. art, theater, dance, movement,
music).

14

17

2.2

21

2.3

Written safety plans (i.e. what a patient

and staff “members will do if the patient
feels threatened by another person outside
of the Center) are incorporated into patients’
individual goals and plans.

17

0.9

2.3

Each patient has an individualized written
crisis prevention plan (i.e. for how to help
manage stress and feel supported) which
includes a list of triggers, strategies and
responses which are helpful and those that are
not helpful and a list of persons the patient
can go to for support.

15

0.8

2.1

*
The term “staff” in the quantitative assessments was defined as inclusive of both center providers and staff.

definition as part of the introduction to the assessment.

a . .
Answer options ranged from O=strongly disagree to 3=strongly agree

Shading indicates the mean is 22, suggesting availability of TIC services

AIDS Care. Author manuscript; available in PMC 2023 May 30.
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Table 3.

Patient responses regarding trauma-specific services (n=63).

Page 13

" Average
Number of Participants ab
Trauma-Specific Services
Strongly : Strongly Patient
Disagree Disagree | Agree Agree (n=63)

The Center helps me find care for services not provided within the 2 4 34 18 29
center.
The Center educates patients about traumatic stress and triggers. 2 7 33 19 2.1
The Center has access to a clinician (medical caregiver) with expertise
in trauma and trauma support services (on staff or available for regular 2 2 28 21 23
consultation).
The Center gives me a chance to express myself in creative nonverbal 5 13 17 17 19
ways (i.e. art, theater, dance, movement, music). ’
When | had a need, | could get linked to Center-based mental health 0 9 3 25 24
services (i.e. therapy, counseling) without difficulty. ’
When | had a need, | could get linked to Center-based substance abuse/ 2 3 30 20 29
addiction services without difficulty. :
When | had a need, | could get linked to Center-based legal services
without difficulty. 1 2 31 19 23
When | had a need, | could get linked to Center-based social work and 1 2 30 30 24
case management services without difficulty. ’
When | had a need, | could get linked to Center-based organizations that 1 1 30 26 24
provide housing and shelter without difficulty. :
When | had a need, | could get linked to Center-based spiritual services
without difficulty. 2 3 26 13 2ol
When | had a need, | could get linked with community-based domestic 2 1 28 15 22
violence organizations and shelters outside of the Center ’
When | had a need, | could get linked with community-based
organizations that provide support for children who have experienced 1 15 11 29 2.2
trauma without difficulty.
Written safety plans (i.e. what a staff “member and | would do if | feel
threatened by another person outside of the Center) are included in my 3 15 32 7 1.8
individual goals and plans.
At the Center, | have an individualized written crisis prevention plan
(i.e. for how to help manage stress and feel supported) which includes a 3 17 29 12 18
list of triggers, strategies and responses which are helpful and those that ’
are not helpful and a list of persons | can go to for support.

*
The term “staff” in the quantitative assessments was defined as inclusive of both center providers and staff. Participants were provided this

definition as part of the introduction to the assessment.

aAnswer options ranged from O=strongly disagree to 3=strongly agree

bShading indicates the mean is =2, suggesting availability of TIC services.

AIDS Care. Author manuscript; available in PMC 2023 May 30.
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