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APPLICATION OF THE CONSOLIDATED FRAMEWORK

FOR IMPLEMENTATION RESEARCH

TO FACILITATE DELIVERY

OF TRAUMA-INFORMED HIV CARE

Background: The high prevalence of trau-
ma and its negative impact on health among
people living with HIV underscore the need
for adopting trauma-informed care (TIC), an
evidence-based approach to address trauma
and its physical and mental sequelae.
However, virtually nothing is known about
factors internal and external to the clinical
environment that might influence adoption
of TIC in HIV primary care clinics.

Methods: We conducted a pre-implemen-
tation assessment consisting of in-depth
interviews with 23 providers, staff, and ad-
ministrators at a large urban HIV care center
serving an un-/under-insured population in
the southern United States. We used the
Consolidated Framework for Implementa-
tion Research (CFIR) to guide qualitative
coding to ascertain factors related to TIC
adoption.

Results: Inner setting factors perceived as
impacting TIC adoption within HIV primary
care included relative priority, compatibility,
available resources, access to knowledge
and information (ie, training), and networks
and communications. Relevant outer setting
factors included patient needs/resources
and cosmopolitanism (ie, connections to
external organizations). Overall, the HIV
care center exhibited high priority and
compatibility for TIC adoption but displayed
a need for system strengthening with regard
to available resources, training, communica-
tions, cosmopolitanism, and patient needs/
resources.

Conclusions: Through identification of
CFIR inner and outer setting factors that
might influence adoption of TIC within an
HIV primary care clinic, our findings begin
to fill key knowledge gaps in understand-
ing barriers and facilitators for adopting TIC
in HIV primary care settings and highlight
implementation strategies that could be
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BACKGROUND

Exposure to traumatic events is a
critical social determinant of health
that often goes undetected and un-
addressed. People living with HIV
(PLWH) disproportionately experi-
ence physical, emotional, and sexual
traumatic events." Approximately
half report experiences of childhood
sexual and/or physical abuse,” nearly
double the prevalence of childhood
abuse observed in the general popu-
lation. Similarly, compared with the
national lifetime prevalence estimate
of intimate partner violence among
women (~33%),° several studies have
documented that lifetime experi-
ence of intimate partner violence is

twice as prevalent among PLWH.*"*
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Furthermore, the prevalence of re-
cent post-traumatic stress disorder
(PTSD) among women living with
HIV is approximately 30%, more
than five times the national average.”

Along with being highly prevalent
among PLWH, traumatic exposures
are adversely linked to engagement
in medical care and health outcomes.
It is associated with decreased ad-
herence to clinic appointments and
antiretroviral therapy (ART), higher
HIV viral loads, lower CD4 counts,
increased ART resistance, more op-
portunistic infections, and higher
rates of AIDS-related morbidity and
mortality.*'? Additionally, individu-
als with histories of traumatic expo-
sures are more likely to engage in sub-
stance abuse and unprotected sexual

employed to support successful TIC imple-
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intercourse, promoting transmission
of HIV to others.®"® Thus, there is
great need for improved clinical
management of trauma-related com-
plications within HIV primary care.
(TIC)

can be defined as principle-driven

Trauma-informed  care

practices adopted by organizations
that promote safety, empowerment
and healing among individuals with
traumatic  exposures.'’
to the Substance Abuse and Men-
tal Health Services Administration
(SAMHSA), trauma-informed sys-

tems are assumed to: 1) realize the

According

widespread impact of trauma and

Along with being
highly prevalent among
people living with HIV,
traumatic exposures
are adversely linked to
engagement in medical

care and health outcomes.

understand potential paths for recov-
ery; 2) recognize signs and symptoms
of trauma in clients, staff, and others
involved with the system; 3) respond
by fully integrating knowledge about
trauma into policies, procedures, and
practices; and 4) seek to actively re-
sist re-traumatization.' To achieve
these principles of TIC, organiza-
tions typically must be educated on
trauma, adopt practices to effectively
recognize trauma (eg, screen and as-
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sess patients for trauma), and be able
to respond to patients’ trauma needs
(ie, link patients to appropriate treat-
ments and services).'* Evidence from
mental health, substance use, and
social service settings demonstrate
that adopting TIC practices improves
patient outcomes, including mental
health symptoms, substance abuse
severity, and trauma symptoms,'>'®
and enhances patient satisfaction
and engagement with clinic staff.’*"

TIC often requires a pragmatic
change to organizational culture so
that all decisions are informed by the
ways that trauma impacts patients
lives; and service delivery is intend-
ed to promote healing and prevent
harm."”*" Because patients have vari-
able trauma exposures and trauma-re-
lated needs, there is no single trauma
treatment that can meet the needs of
all individuals.'*?' Therefore, TIC is
guided by a set of skills, values and
principles that can be adapted to the
varied needs of individuals, rather than
a standardized set of procedures.'**"**
Without a single fixed protocol, TIC
is sometimes referred to as “com-
plex” because it requires substantial
forethought and  implementation
planning, so that the “intervention,”
often times consisting of multiple
protocols, is appropriately tailored
to the needs of the organization and
patient population.””* However, the
lack of a singular set of procedures
provides flexibility, so that TIC can
be tailor-made for different users and
adopted across a wide variety of set-
tings (ie, schools, jails, hospitals).”**

Despite the need for TIC, there
is a paucity of research on the feasi-
bility and capacity to adopt TIC in
Ryan White-funded HIV primary
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care settings."” Ryan White-funded
HIV centers serve approximately
50% of all PLWH in the United
States, providing care to low-in-
come, un-/under-insured popula-
tions, who often have experienced
high levels of trauma.* These centers
typically utilize integrated care mod-
els, providing medical, behavioral,
psychological, and social services
on-site; suggesting an infrastructure
in which TIC can be integrated.”

In this study, we conducted a pre-
implementation assessment involving
key stakeholders (clinical providers,
staff and administrators), to inform
implementation planning for TIC
adoption within Ryan White clinics.
We utilize the Consolidated Frame-
work for Implementation Research
(CFIR) as our analytic framework?”
to systematically assess context-
specific factors that may be related
to the success of TIC implementa-
tion in HIV services. CFIR provides
a comprehensive set of constructs
known to be associated with success-
ful implementation. These 39 con-
structs are organized into 5 domains:
intervention characteristics; inner
setting; outer setting; characteristics
of individuals; and implementation
process.”” CFIR can be used as a prac-
tical guide to assess context-specific
barriers/facilitators to implementa-
tion, which can aid in preparing and
planning for the implementation of
evidence-based interventions (EBI).?”

METHODS

Study Design

Between March 2017-January
2018, we conducted a formative



pre-implementation assessment con-
sisting of semi-structured, in-depth
qualitative interviews with 23 pro-
viders, staff, and administrators at
an urban HIV primary care center as
part of a larger mixed-methods study.
We employed a framework-driven
approach, using CFIR to guide qual-
itative analysis to ascertain factors
related to implementation of TIC.

Study Setting

This study was conducted at an
urban, HIV primary care center
(hereafter referred to as “the Cen-
ter’) in the southeastern United
States. The Center receives Ryan
White HIV/AIDS Program funding
to serve more than 6,000 un-/un-
der-insured PLWH, the majority of
whom are men (75%) and African
American (83%). Many patients
have histories of trauma, home-
lessness, and substance abuse. The
Center is staffed by roughly 160
individuals and has onsite medical,
behavioral health, spiritual services,
legal support, and oral health care.

Sample and Recruitment

Prior to initiation of research
activities, the team met with key
stakehold-

ers to introduce the study, address

Center administrative
questions, and obtain feedback on
recruitment procedures. With the
support of Center leadership, quali-
tative interviews were conducted
with Center providers, staff, and
administrators. Purposive sampling
was utilized to sample participants
to ensure adequate representation
across different services and staff
roles. Providers were defined: as

advanced practice providers and
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physicians; staff as nurses, case
managers, social workers, health
educators, patient navigators, pa-
tient access representatives, etc.;
and administrators as members of
the Center’s executive leadership.

Data Collection

After providing informed con-
sent and completing the survey por-
tion of the larger mixed-method
study, staff and providers were given
the option to participate in an in-
depth interview. Interviews were
conducted in-person by trained
Master’s-level study staff in a pri-
vate space at the Center and audio-
recorded. Participants received $50
for completing the interview. Aver-
age interview duration was 30-60
minutes. The interview guide was
informed by “Creating Cultures of
Trauma-informed Care” materials
and CFIR constructs.””** The guide
focused on participants’ perceptions
(related to their acceptability and
prioritization of TIC) across sev-
eral TIC domains including trauma
screening, assessment, and treat-
ment. Interview guides also inquired
about staff training needs, capacity
for implementation of TIC, and
processes for adoption of new prac-
tices. Interviews were transcribed
verbatim and checked against the
original audio recording to ensure
accuracy. The study was approved
by the university and hospital-af-
filiated institutional review boards.
All procedures were in accordance
with the ethical standards of the
responsible committee on human
experimentation (institution and
national) and with the Helsinki Dec-
laration of 1975, as revised in 2000.
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Data Analysis

Using deductive (ie, framework-
driven) methods,?” CFIR was utilized
as the analytic framework for data
analysis. To identify CFIR constructs
that are salient for adoption and
implementation of TIC, the team re-
viewed the TIC literature to identify
constructs important for TIC imple-
mentation, and analysts conducted
an initial reading of the transcripts
to identify the CFIR constructs that
were most commonly discussed across
interviews.'*"”** The coding identi-
fied seven constructs from two CFIR
domains: outer setting and inner set-
ting (see constructs and definitions in
Table 1). To develop the codebook,
CFIR construct definitions were op-
erationalized in the context of TIC
and were given a set of inclusion and
exclusion criteria. Coding was con-
ducted by two analysts, and passages
in the interviews were coded into the
relevant CFIR constructs. To enhance
coding consistency, the two analysts
coded the transcripts together, where
coding and discussions about code
definitions and applications occurred
simultaneously. All text was coded
until 100% agreement was reached.
Iterative adjustments to operational-
ized definitions and inclusion/exclu-
sion criteria occurred throughout
the coding process. After coding, an
analysis memo was created for each of
the 7 CFIR constructs, which sum-
marized the most common strengths
and weaknesses for each implementa-
tion construct. These strengths and
weaknesses were then consolidated
into a narrative and described be-
low in the results section. Inter-
views were coded and analyzed using
QSR NVivo qualitative software.”
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RESsuULTS

Nine providers, 10 staff, and four
in-depth

interviews. Inner setting CFIR con-

administrators  completed
structs (ie, relative priority, access to
knowledge and information, avail-
able resources, compatibility, and
networks and communications) and
outer setting constructs (ie, cosmo-
politanism and patient needs and re-

sources) are discussed below (Table 1).

Inner Setting

Relative Priority

Providers and staff believed that
TIC should be a priority, since it
can  improve

patient  outcomes,

such as  treatment  adherence:

“I personally think [TIC] might
acth/ly improve outcomes in
terms of retention and engage-
ment in care, because of the
amount of understanding that
our providers can show  to-
wards the patients” (Provider).

Weighing TIC against other ini-
tiatives, administrators similarly be-

lieved that TIC should be a priority:

“I definitely think that they should
[prioritize TIC]. I think anything
that helps our patients handle
whats goingon with them. .. so that
they stay in care” (Administrator).

Access to Knowledge and Information

Although they commonly work
with patients with complex trauma
histories, providers and staff had not
received formal training on TIC:
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“I know generally whar it is,
bur I haven’t received any offi-
cial training around it. I'm bas-
ing it solely on whar I've read
and my own personal experi-
ences with trauma’ (Provider).

Participants wanted more edu-
cation about trauma and its impact
on health outcomes, so they could
better meet patient needs. They also
wanted the training to be offered
to all staff (not solely clinicians):

“The people who kind of pick up
on [trauma] are the people who
are checking them in, because
they can see it. They’re not con-
sidered a provider, so its thought
that they don’t need any train-
ing in these areas” (Provider).

Available Resources

In addition to HIV care, the Cen-
ter provides a wide variety of patient
support resources including housing
placement, legal consultation, social
work, and mental health services:

“We have multiple services here.
You don’t have to go to this place
Jfor mental health, you don’t have
to go to this place for your [HIV]
care, you don’t have to go this
place for housing” (Provider).

Specifically, the Center ben-
efits  from  having a  men-
tal health department on-site:

“[Our mental health depart-
ment] work really  closely
Our mental health
counselors thats on call. All
[ have to do is just pick up

with  us.
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the phone, and they wusually
take it from there’ (Staff).

However, staff, providers, and
administrators raised concerns about
adding additional trauma screen-
ing and treatment services due
to staffing and time constraints:

“We are bursting at the seams
in terms of our volume and our
numbers of patients, and our
lack of human resources, and
so I think introducing any new
services is always gonna be a
real challenge” (Administrator).

Compatibility

Because the Center “is very privi-
leged in the number of services that are
co-located in the building’ (Adminis-
trator), participants believed that “zhe
clinic is set up in a way to deal with
[trauma] probably better than some’
(Provider). Formal trauma screening,
a key component of TIC, could likely

be integrated into intake assessments:

“I think there is opportunities
at [intake] when theyre already
doing an extensive screening to
[trauma-related]
(Administrator).

incorporate
. »
questions

Additionally, the Center has the ca-
pability to provide mental health
services on-site, including counsel-
ing and support groups, but partici-
pants believed the Center should pro-
vide more trauma-specific services:

“I dont think theres any spe-
cific service thats dedicated to
trauma-informed care or trau-
ma-related services.” (Provider).
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Table 1. Consolidated Framework for Implementation Research: domains, constructs, and relevance to trauma-informed care
(TIC) implementation planning

CFIR domain

Construct

Example quote

Relevance to TIC
implementation planning

Inner Setting - - -
factors internal to
the organization
that may influence
implementation

Relative Priority - - - Perceptions of the
importance of implementing TIC at the
Center.

Access to Knowledge and Information
- - - The level of knowledge about TIC

“I definitely think that they should

[prioritize TIC]. I think anything that helps
our patients handle what’s going on with

them better for their own wellbeing, but
ultimately then so that they stay in care,
because too many of our patients kind
of drop in and out of care, and then
they don’t become virally suppressed”
(Administrator).

“You never know who is going to come
through that door and if you're trained

Despite competing initiatives,
all participants believed that
TIC implementation should be
a priority because of the high
level of trauma experienced by
patients as well as the potential
to improve patient health
outcomes.

Training on trauma-related
practices was lacking. To

effectively implement TIC,
participants wanted more
information on trauma as well
as skills to manage and respond
to patient needs.

and the additional training needed to
incorporate TIC into Center flow.

and you have the knowledge to help that
patient I think that would really help both
the clinic and that patient. So | think giving
all staff that proper training I think it would
be most beneficial” (Staff).

Although the Center provides
comprehensive services, time
and staffing limitations may be
a barrier to the implementation.
TIC must be integrated into
workflows to not add additional
time to patient visits or
overburden staff.

Available Resources - - - The resources
available or dedicated to the
implementation of TIC at the Center.

“We only have half an hour to see the
patient. And in that half-hour, you have

to take care of their physical health, their
HIV, their sex life, and everything else in
between...Nobody would have the time to
sit down and explore [trauma]. And that’s
like a deep process” (Provider).

TIC was compatible with the
mission, processes, and services
already offered and could

be integrated within current
workflows.

Compatibility - - - The extent to which
TIC aligns with existing workflows,
systems, and culture.

“The clinic is set up in a way to deal with
[trauma] probably better than some”
(Provider).

Multidisciplinary team

meetings and “warm” hand-offs
facilitated service linkages for
traumatized patients.

Networks and Communications

- - - How staff within the Center
communicate and coordinate care for
patients with trauma histories.

“It all feels pretty seamless to me in some
ways because | have the luxury of that |
know people and so it’s not difficult for me
to call up the phone or just text and say,
‘Hey, I've got this person who needs a little
something something. Can you help me
out?’” (Provider)

Outer Setting - - -
factors external to
the organization
that may influence
implementation

The degree to which the Center
is networked with external
organizations is critical for TIC,
as patients experiencing trauma
may need linkages to social
services not provided on-site.

Cosmopolitanism - - - How the Center
utilizes external partners to provide care
for patients with trauma histories.

“We don't really know what the referral
process is. There’s a ton of release forms
you have to get signed. There’s some part
of the process that’s complicated. But |
think it’s the lack of a relationship or some
kind of easy streamline way of doing this”

(Provider). However, unclear referral
procedures prevented effective
linkages to external care.

Patient Needs and Resources - - - patient “We also have a huge number of There are many barriers to

barriers to trauma management. international patients and refugee folks

who- telling them to go to mental health is
like telling them | can cure you by putting
a brick on your head and having you walk

around with it” (Provider).

engaging patients in trauma
services, such as stigma, health
literacy, and system navigation.
Patient navigators are important
advocates for patients and can
help facilitate linkages to trauma
services.
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Besides being compatible with
their current services, participants
believed that TIC was compat-
ible with their patients’ needs and

“I feel like its definitely im-
proved the success rate of pa-
tients linking to these services
versus paper form.” (Provider).

the Center’s values and mission:

“[Trauma] affects our mis-
sion to be able to help patients
get healthier in a lot of dif
ferent ways under a lot of dif-

ferent  conditions” (Provider).

However, some participants de-
scribed inadequacies of communi-
cation within the electronic record:

“They put that [trauma] assess-
ment into our electronic medi-
cal records, but not everybody

Networks and Communications
When conducting internal refer-
rals for traumatized patients, par-
ticipants preferred using “warm
hand-offs” to link patients to other
departments (such as mental health):

“I'm a face-to-face type guy. A lor

has access to that area of the
electronic medical records. So
sometimes  theyre asked those
questions again, which I think
can be re-traumatizing” (Staff).

Outer Setting

of times I'll just walk you there.

The warm hand-off is worth
it from what I've seen” (Staff).

Additionally,

weekly  multi-disciplinary — meet-

providers  have

ings to discuss challenging patients,
which  facilitate  interdepartmen-
tal communication and ensure pa-

tient linkage to appropriate services:

“Sometimes what well do is

we have the multidisciplinary
rounds every Thursday. And if
the patient has experienced ex-
tensive trauma, well talk about

it, because then we have the op-
portunity to link them to mental
health at that point” (Provider).
Participants also discussed
how electronic medical records fa-
cilitated care coordination for

patients with trauma histories:
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Cosmopolitanism

Because not all trauma services
can be provided on-site, linkages to
external organizations is critical to
TIC implementation. Currently, the
Center partners with various external
organizations including medical pro-
viders, behavioral health providers,
and social and legal services to pro-
vide trauma-related support. Despite
external partnerships, participants
agreed that “sheres a lor of ways that
things can go wrong when its an outside
agency” (Staff). Overall, participants
were unsure where to send patients
for trauma support: “Im still at a loss
of kinda where to send people” (Pro-
vider), and they faced barriers due to
unstandardized referral procedures:

“When youre referring from
outside, each different agency
has their different way of refer-
ring and thats what makes it
more complicated” (Provider).
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Patient Needs and Resources

Based on provider perspectives,
patient-level barriers to trauma man-
agement included stigma, low health
literacy, difficulties navigating sys-
tems, transportation constraints, and
lack of insurance. First, patients can
be reluctant to engage in support ser-
vice due to mental health stigma and
discomfort with discussing trauma:

“There is a huge stigma about
getting  mental  health  care,
and Tve really had ro over the
years figure out some ways to
talk  about [mental health]
with  patients”  (Provider)
Participants reported pa-
tients needing assistance synthe-

sizing health care information:

“Patients are 0ﬁen times given
an incredible amount of infor-
mation medically...its incred-
ibly hard to synthesize all thar
information and execute on each
one- In particular when were
dealing with a more vulnerable

population.”  (Administrator).

Navigating health systems (ie, es-
tablishingand reachingappointments)
was also raised as a challenge, with pa-
tient navigators identified as critical
to helping patients initiate referrals:

“Its not easy for patients to ger
around when they haven’t been
here before. So we’re looking for
a little bir more support of [pa-
tient navigators| to carry the
patient through that process and
make sure that referral actually
is executed.” (Administrator).



Furthermore, lack of trans-
portation to the Center or to ex-
ternal

support organizations

can prevent service engagement:

“People  dont  like
[public  transportation],  or
are scared of [public trans-
portation], or feel like its
hard to navigate” (Provider).

taking

Insurance can also prevent patients
from accessing services, especially ser-
vices located outside of the Center:

“Theyre from an wunderserved
population —and  theyre un-
insured and herein lies the
problem. Many of the outside
referrals require you to have in-
surance...so we’re going to have
to find a way to do this inside
of [the Center]” (Provider).

DiscussioN

HIV primary care professionals
strongly supported the implementa-
tion of TIC but indicated that suc-
cessful adoption of TIC within HIV
care may be impacted by several
contextual factors. Our study identi-
fied CFIR inner setting factors (ac-
cess to knowledge and information,
available resources, compatibility,
relative priority, and networks and
communications) and outer set-
ting factors (cosmopolitanism and
patient needs) as relevant for TIC
adoption within Ryan White HIV
care settings. These context-specific
factors have implications for select-
ing implementation strategies, which

will foster successful implementa-
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tion of TIC in these settings.’'~*

Regarding inner setting factors,
described a

implementation climate (e, relative

participants positive
priority and compatibility) for TIC,
indicative of the Centers high ab-
sorptive capacity for adopting new
TIC practices. Participants identi-
fied TIC as high priority, believed its
adoption was compatible with pro-
cesses and services already offered,
and thought that it could be integrat-
ed within current workflows. Thus,
an implementation process strategy,
such as developing an implementa-
tion blueprint to solidify the stage-
specific TIC processes and activities,*
would be an ideal first strategy to
guide TIC integration into HIV care.

Despite a positive climate, par-
ticipants described challenges related
to access to knowledge and informa-
tion that suggest TIC implementa-
tion would require capacity-building
strategies (eg, training) for providers/
staff on how to identify and respond
to patient trauma.”* Findings from
recent studies suggest small-group,
case-based discussions are effective
TIC training mediums in medical
settings,” and a 4.5 hour training
may be enough to improve TIC at-
titudes and spur mental health pro-
fessionals to begin implementation.*
Findings also highlight the value of
ongoing technical assistance, as early
stage implementation can require ad-
ditional individualized support.’>*

Time and staffing limitations (ie,
available resources) may also pose
barriers to the implementation of
additional
Participants believed that TIC must

trauma-related  services.

be integrated into workflows to not
add additional time to patient visits
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or overburden staff. As such, integra-
tion strategies (eg, reminder systems,
revisions to electronic medical record
[EMR] systems), a category of imple-
mentation strategies focused on op-
timizing the integration of a specific
EBI into practice,” may be ideal for
HIV care settings, particularly those
with onsite mental health services.

The final inner setting factor, net-
works and communications, was gen-
erally seen as a facilitator to service
delivery. Center staff were already

HIV primary care
professionals strongly
supported the
implementation of
trauma-informed care
(TIC) but indicated that
successful adoption of TIC
within HIV care may
be impacted by several

contextual factors.

operating from informal interdepart-
mental networks and communica-
tion channels, facilitating linkages to
trauma support services. However, a
major barrier to communication and
interdepartmental referrals was the
lack of consistent use of the EMR
system, sometimes resulting in pa-
trauma

tients receiving multiple

screenings and inadvertently being
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re-traumatized. Thus, integration
strategies focused on formalizing
care team meetings and/or enhanc-
ing the use of the EMR system for
trauma screening within the Center
could facilitate information shar-
ing and streamline patient visits.”

Outer setting factors salient to
the Center’s capacity to implement
TIC included patient needs/resources
and cosmopolitanism. Participants
recognized a need for TIC among
their patient population, suggesting
that HIV treatment centers have a
unique opportunity to provide trau-
ma services to a particularly vulner-
able population. However, patient
barriers related to stigma, systems
navigation, health literacy, transpor-
tation, and insurance made it diffi-
cult for providers to successfully link
patients to necessary mental health
and support services. Participants
believed that patient navigators may
help mitigate some of these access
barriers, by serving as advocates for
patients, scheduling patient appoint-
ments, and identifying and respond-
ing to insurance-related challenges.
Thus, an integration strategy to ad-
dress patient barriers is ensuring pa-
tient navigators are members of the
care team and receive TIC training.

Findings revealed the Center
demonstrated strong cosmopolitan-
ism, with a broad network of exter-
nal community partner agencies with
whom to connect patients to meet
their complex trauma needs. How-
ever, the external referral process
was often unclear/undefined. Scale-
up strategies focused on facilitating
multiple-setting implementation of
TIC, may be ideal methods to coor-
dinate the provision of multifaceted
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trauma care across agenies.”® Specifi-
cally, establishment of strong part-
nerships may be achieved through
collaboration focused on jointly de-
veloped procedures for referring and
accepting patients, defining roles and
responsibilities at all levels, and con-
ducting ongoing evaluation of the re-
ferral process.”

Strengths and Limitations

This study utilized CFIR to assess
factors that may influence TIC imple-
mentation. Since TIC has not yet been
implemented in this clinical setting,
we are unable to examine the asso-
ciation between identified factors and
implementation outcomes. However,
the pre-implementation assessment is
necessary to anticipate potential bar-
riers to adoption as well as develop
context-specific implementation
plans to guide integration of TIC into
HIV primary care. Future studies are
needed to evaluate the effects of TIC
on the health outcomes of PLWH.

A limitation of this study was that
only one Center was assessed, limit-
ing the ability to translate findings to
clinics in different settings and con-
texts. Despite this, findings are likely
generalizable as many Ryan White
HIV primary care centers have ex-
perience working with patients with
complex trauma histories, similar
integrated care models, multidisci-
plinary staff/providers with long-
standing relationships with patients,
and often operate under resource
and staffing constraints.”® Addition-
ally, this study captured patient-level
barriers from the perspective of pro-
viders; future studies are warranted
to understand PLWH’s

tives on trauma and barriers to care.

perspec-
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CONCLUSIONS

People living with HIV (PLWH)
in the United States, the majority of
whom are racial, ethnic and/or sexual
minorities, also disproportionately ex-
perience traumatic events thus neces-
sitating TIC in settings where they re-
ceive care. This study underscores the
importance of considering CFIR in-
ner and outer setting constructs when
preparing to implement TIC in Ryan
White-funded HIV  primary care
settings. Because TIC is a complex
intervention with core components
that can be flexibly adopted, we argue
a comprehensive, framework-driven
pre-implementation assessment is a
necessary first phase to establish site-
tailored TIC implementation plan-
ning and the identification of suitable
implementation strategies accounting
for unique needs of the HIV care set-
ting and population. Further, given
that several of the implementation
strategies identified in this study
pointed to integration strategies to
overcome resource and communica-
tion barriers, future research could
explore whether embedding screen-
ing and internal referral practices into
EMRs improves implementation (eg,
penetration and reach of TIC) and
patient outcomes. This study’s pre-
implementation process and findings
may inform TIC adoption planning
and future implementation research
to support TIC delivery in these valu-
able safety-net settings to address
traumatic exposures as a critical social

determinant of health for PLWH.
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