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Intergenerational
Trauma and Structural
Racism: New Mentorship
Approaches to HIV and
Substance Use Prevention
and Treatment

This issue features a collection of articles under

the umbrella of “HIV, Substance Use, and

Trauma: Mentoring to Dismantle Structural Racism.”

Historically, most research on racial discrimination

and trauma and HIV and substance use has examined

these issues primarily as individual-level processes.

Echoing themes from Krieger’s ecosocial theory

(https://bit.ly/3MC6vIk), the articles in this collection

seek to advance knowledge about how structural

racism and intergenerational trauma are embodied

for racialized US communities, resulting in dispropor-

tionate rates of HIV and substance abuse.

Leveraging theoretical and empirical insights from

the intergenerational trauma and structural racism lit-

erature, this collection seeks to contextualize racialized

health inequities and pinpoint opportunities for multi-

level (i.e., individual, community, and structural) inter-

vention. These structural racism and intergenerational

trauma contexts are vital because, as Resmaa Menakem

writes in his book,My Grandmother’s Hands: Racialized

Trauma and the Pathway to Mending Our Hearts and

Bodies (Las Vegas, NV: Central Recovery; 2017),

Many African Americans know trauma intimately—

from their own nervous systems, from the experi-

ences of people they love, and most often, from both.

But African Americans are not alone in this. A differ-

ent but equally real form or racialized trauma lives in

the bodies of most white Americans. And a third, of-

ten deeply toxic type of racialized trauma lives and

breathes in the bodies of many of America’s law

enforcement officers. All three types of trauma are

routinely passed on from person to person and from

generation to generation. (p. 9)

Understanding the link between structural racism

and intergenerational trauma provides health equity

researchers and mental health practitioners with a crit-

ically grounded lens to understand the structural and

historical moorings of health inequities such as HIV

and substance use. Although there is a place and

need for ameliorative solutions to mend, as Menakem

writes, “our bodies . . . Black folks, white folks, and

America’s police” (p. 10), the collection also spotlights

an urgent need for transformative solutions to disman-

tle structural racism. Collectively, these articles suggest

that the field cannot (and will not) clinically treat indivi-

duals and communities out of intergenerational trau-

ma when the main source of that trauma—structural

racism and interlocking structural heterosexism, sex-

ism, cisgenderism (to name a few)—thrives unchecked.

This collection’s subtitle spotlights another important

need: mentoring and training. George Floyd’s 2020 mur-

der sparked widespread awareness about the deleteri-

ous health effects of structural racism. The fact that

awareness of structural racism was novel for many White

people in the United States has serious implications for

mentorship of the next generation of health equity

researchers and public health professionals. At a mini-

mum, there is a need to expand the undergraduate and

graduate curriculum to include education about topics

such as intergenerational trauma and structural racism,

and relevant critical frameworks such as ecosocial theory,

critical race theory, and intersectionality. That such train-

ing will occur in a political climate in which these same

topics have been weaponized highlights the precarious

terrain that researchers and practitioners seeking to re-

search and develop interventions on these topics must

traverse. As such, this collection shows a bold and need-

ed approach to recontextualize understanding about the

root causes of health inequities such as HIV and sub-

stance use, and seeds the ground for future mentorship

and training for the next generation.

Lisa Bowleg, PhD, MA

AJPH Associate Editor

Stewart Landers, JD, MCP

AJPH Associate Editor

DOI: https://doi.org/10.2105/AJPH.2023.307316

11Years Ago
Methods for the Scientific Study of
Discrimination and Health: An
Ecosocial Approach

[T]he ecosocial theory of disease distribution . . . con-
cerns who and what drive social inequalities in health. . . .
A central focus is on how we literally biologically embody
exposures arising from our societal and ecological context,
thereby producing population rates and distributions of
health. . . . [E]cosocial theory posits that inequitable race
relations simultaneously—and not sequentially—(1) bene-
fit the groups who claim racial superiority at the expense
of those whom they deem intrinsically inferior, (2) racialize
biology to produce and justify the very categories used to
demarcate racial/ethnic groups, and (3) generate inequita-
ble living and working conditions that, via embodiment,
result in the biological expression of racism—and hence
racial/ethnic health inequities. . . . [D]iscrimination harms
health [via] economic and social deprivation; excess expo-
sure to toxins, hazards, and pathogens; social trauma;
health-harming responses to discrimination; targeted mar-
keting of harmful commodities; inadequate medical care;
and, especially (but not only) for indigenous peoples, eco-
system degradation and alienation from the land. More-
over, as emphasized by ecosocial theory’s simultaneous
focus on exposure, susceptibility, and resistance, how peo-
ple resist injustice and its health-harming effects, individu-
ally and collectively, and the resilience that enables them
to do so also must be examined.

From AJPH, May 2012, pp. 936–937

67Years Ago
Segregation and Discrimination in
Medical Care in the United States

Health agencies and organizations have a responsibili-
ty to go on record in favor of integrated facilities and the
abolition of discriminatory practices, since the achieve-
ment of this will be translated in the reduction of morbidity
and mortality and an increase in the average expectation
of life of [Black Americans]. Segregation and discrimination
are environmental factors and are just as damaging to
health as water pollution, unpasteurized milk or smog.
The American Public Health Association and certainly this
Section have a responsibility in this area. Every public
health worker, whether in the North or South, ought not
to accept the patterns of his community as sacrosanct,
but rather should help set the wheels in motion whereby
responsible community leaders can come together and
work out solutions for the improvement of the health of
every single individual in that community.

From AJPH, September 1956, p. 1081
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Advancing Public Health
and Social Equity
Through Research,
Training, and Action
Tamara Taggart, PhD, MPH, Sabrina L. Smiley, PhD, MPH, MCHES, and
Tiarney D. Ritchwood, PhD

ABOUT THE AUTHORS

Tamara Taggart is with the Department of Prevention and Community Health, George
Washington University, Washington, DC. Sabrina L. Smiley is with the Division of Health
Promotion and Behavioral Science, San Diego State University School of Public Health,
San Diego, CA. Tiarney D. Ritchwood is with the Department of Family Medicine and
Community Health, Duke University School of Medicine, Durham, NC. All authors are also
guest editors of this special issue.

Despite advances in prevention

and treatment, people of color

in the United States are at heightened

risk for substance use and HIV because

of underlying structural and social

inequities. Although racism, stigma, and

discrimination are known drivers of dis-

parate substance abuse and HIV out-

comes, public health efforts to advance

research and support the systemic poli-

cy and programmatic changes needed

to address racial and social inequities

have been inconsistent in approach

and implementation. In recent years,

highly publicized miscarriages of justice

and civil rights violations (e.g., murder

of George Floyd and other national and

international incidents of police brutality,

disproportionate burden and impact of

the COVID-19 pandemic on communi-

ties of color, and forced sterilization of

women in immigrant and criminal deten-

tion facilities) have propelled systemic

inequities and racial trauma to the fore-

front of public discourse, ushering in

renewed attention to these long-

standing issues.

Still, research examining the ill effects

of racism, stigma, and discrimination

on HIV and substance use outcomes,

as well as potential evidence-based

solutions, remain limited in their capac-

ity to sufficiently advance health equity.

There remains an urgent need to clarify

how harmful structural racism is to sub-

stance use and HIV outcomes and how

it, along with intersectional stigma and

discrimination, uniquely affects differ-

ent populations. For this research to

be responsive, relevant, and culturally

grounded, greater community engage-

ment, including the inclusion of re-

search perspectives from Black people,

Indigenous people, and other people

of color (BIPOC), should be prioritized.

In this AJPH special issue, we highlight

the work of early career investigators

who completed the HIV/AIDS, Substance

Abuse, and Trauma Training Program.

This is a mentored research training pro-

gram funded by the National Institute on

Drug Abuse. It provides multidisciplinary,

state-of-the-art training to better equip

early career investigators to advance

National Institutes of Health–funded

research that investigates and chal-

lenges practices in racialized systems

(e.g., education, employment, health

care, and criminal justice) that stymie

public health efforts to achieve health

equity. Central to this program is men-

toring to support rigorous community-

driven research with special attention to

the challenges that new investigators, es-

pecially BIPOC, face that constrain op-

portunities and stifle creative

approaches and solutions to our most

pressing public health challenges.

The articles in this issue investigate

a range of public health challenges,

including community violence, racial

trauma, HIV, substance use, and mental

health problems, calling for a paradigm

shift in the training, theoretical frame-

works, methodological and intervention

approaches, and policies used to achieve

health equity.

REDUCING MENTAL
HEALTH DISPARITIES

The historical and current manifesta-

tions of structural racism have had a

long and lasting impact on the mental

health of BIPOC in the United States.

For example, Black youths are expected

to progress through developmental

milestones in racially antagonistic

spaces that expose them to a number

of systemic stressors, including

community violence, racism, trauma,

and poverty. These factors cause and

exacerbate mental health problems

and perpetuate growing inequities in

access to and engagement in mental

health treatment.

Hampton-Anderson et al. (p. S140)

use the socioecological model to char-

acterize multilevel influences on men-

tal health outcomes among Black

youths and focus on mental health pro-

vider training as a strategy to mitigate

S98 Editorial Taggart et al.
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Black youths’ premature attrition from

treatment. Specifically, they advocate

a training model centering three innova-

tive standards of practice that account

for society-, community-, and individual-

level influences on mental health. The

public health implications of this model

are vast and include directives for train-

ing and mentoring that attend to the

social–structural and cultural needs

of Black youths; balance mental health

treatment with social justice advocacy;

and develop evidence-based approaches

that amplify the cultural strengths,

values, and practices that are salient in

Black communities.

Bernard (p. S133) extends the work

of Hampton-Anderson et al. to draw at-

tention to the mechanisms by which a

lack of culturally responsive training

and mentorship perpetuates mental

health disparities for Black youths.

In particular, Bernard suggests that

systemic changes in access to mental

health care services are necessary,

but insufficient, to promote positive

mental health outcomes among Black

youths. Taken together, the articles

by Hampton-Anderson et al. and

Bernard elucidate a multipronged path

toward addressing racial disparities in

mental health care involving the training

and mentoring of mental health profes-

sionals to eliminate inequitable treat-

ment strategies. This strategy will also

increase mental health professionals’

knowledge of issues related to culture,

racial inequity, and advocacy for

systems-level changes that target struc-

tural racism, thereby reducing barriers

to retention in mental health care.

STRUCTURAL RACISM
AND DISCRIMINATION

Despite significant advances in HIV pre-

vention and treatment, racial and

ethnic disparities in HIV-related out-

comes persist. Burton et al. (p. S102)

summarize evidence exploring the

associations between structural racism

and sexual risk. They propose four nov-

el and impactful recommendations for

the field that challenge traditional defi-

nitions of HIV risk and highlight the nec-

essary research and practice advances

needed to end racial and ethnic HIV

disparities. Their work is particularly rel-

evant to the editorial presented by Loeb

et al. (p. S107), which describes how the

care experiences of Black and Latinx

people living with HIV could inform cul-

turally relevant multilevel strategies for

managing public health crises, such as

the COVID-19 pandemic, in the context

of structural racism. They emphasize

the importance of developing policies

and programs that address structural

inequities and barriers to health care

access with patient-centered behavioral

strategies thatmitigate health risks.

They consider how the skills and chal-

lenges people of color living withHIV

faced during the height of the COVID-19

pandemic should be better understood

to improve health equity for people

living with HIV in the face of current

and emergent public health threats.

Transgender and nonbinary people

face an egregious amount of violence,

stigma, and discrimination. In the United

States, several state and federal

policies (on, e.g., health insurance,

education, access to public restrooms)

have undermined the rights of trans-

gender and nonbinary people, affecting

their mental health and physical well-

being and thereby leading to further

victimization. Berke et al. (p. S115)

specify that victimization of transgender

and nonbinary people must be under-

stood in the larger context of discrimi-

nation at the intersection of interlocking

systems of oppression. They propose

multilevel empowerment interventions

as a strategy to address violence toward

BIPOC transgender and nonbinary peo-

ple and to disrupt structural contribu-

tions to their victimization. They discuss

how the act of shifting power from

researchers to community members

leads to more innovative and effective

strategies to reduce violence toward

transgender and nonbinary communities

and to achieve health equity.

Inequitable social–structural systems

and experiences of trauma heighten

vulnerability for commercial sexual

exploitation, substance use, and HIV

among BIPOC children and adoles-

cents. Although much has been written

on intergenerational transmission of

trauma, less attention has been given

to intergenerational transmission of re-

silience. Bounds et al. (p. S124) present

findings, challenges, and lessons

learned from their implementation of

an adapted intervention called Support

to Reunite, Involve, and Value Each Oth-

er. This intervention aids public health

practitioners working with vulnerable

minoritized adolescents and their

families. Drawing on their work with

young people with lived experience of

homelessness, Bounds et al. focus on

strengths-based approaches to imple-

ment family-based interventions to

promote positive parenting, family

resilience, and social cohesion. Their

intervention offers a way for future

researchers and practitioners to

understand how to work with BIPOC

adolescents and families to incorporate

cultural values, family dynamics,

and flexibility to effectively adapt

evidence-based interventions to

these populations.

Exposure to racism and racial trauma

in K–12 schools negatively affects the

academic achievement, emotion regu-

lation, and socioemotional health and
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well-being of students. Recent politici-

zation of teaching about critical race

theory, racism, and racial trauma in

schools has exacerbated oppressive

systems in higher education. As states

continue to pass laws that limit educa-

tion on the history of slavery, racism,

and racial inequality, the need for col-

lective action and racial healing is

pressing. Racial healing is a process

that rejects norms of White superiority,

celebrates cultural heritage and identi-

ty, challenges privilege and White su-

premacy, and provides guidance on

the introspective and interpersonal

work needed to collectively heal from

racial trauma and injustice. Tan et al.

(p. S119) share an insightful process to

develop and implement a racial-healing

initiative to promote socioemotional

wellness and address racism in K–12

schools. They describe their formative

research; strategies for collaborating

with youths, parents, and educators; and

lessons learned for future school-based

racial healing initiatives. They conclude

with a call to action to remain hopeful in

our efforts to achieve health equity and

provide strategies to promote racial

healing in schools based on their study

findings.

Lastly, Wyatt et al. (p. S110) describe

the development and implementation

of the Women-Centered Program for

Women of Color, a culturally congruent

intervention to reduce sexual health

risks for women of color in a low-income

area of Los Angeles County, California.

Guided by the principles of community-

based participatory research, Wyatt et al.

practiced cultural humility to develop

this program for Black and Latina cis-

gender women, which combines in-

creased information and skills about HIV

and sexually transmitted infection pre-

vention with reproductive health. Wyatt

et al. describe an innovative and

powerful intervention conducted during

the COVID-19 pandemic for women of

color who, because of poverty, trauma,

and gendered racism, are at heightened

vulnerability for HIV and unintended

pregnancy. Lessons learned from this

intervention provide a way forward for

engaging this often forgotten yet highly

vulnerable group in HIV prevention.

INTERPERSONAL
VIOLENCE

At the onset of the COVID-19 pandem-

ic, reports of interpersonal violence in-

creased in the United States. Public

health measures designed to curtail

the spread of COVID-19 along with

heightened social–structural stressors

associated with the pandemic resulted

in an increase in interpersonal violence,

mental health problems, and substance

use. Marginalized communities experi-

ence disproportionate amounts of

interpersonal violence, with Black and

Latina women being particularly af-

fected. Smith-Clapham et al. (p. S149)

assessed the effects the COVID-19

pandemic had on women of color

experiencing interpersonal violence and

provide recommendations for training

law enforcement, mental health clinicians,

and public health care professionals to

implement and manage prevention and

intervention efforts targeting interper-

sonal violence. They conclude with ro-

bust policy recommendations to disrupt

systems that isolate and stigmatize sur-

vivors of interpersonal violence.

MEASURING EXPOSURE
TO RACISM

It is well established that physical and

social environments contribute to dispa-

rities in substance use across the life

course, particularly for BIPOC

adolescents and young adults. The arti-

cles presented by Zhen-Duan et al. (p.

S129) and Taggart et al. (p. S136) under-

score the need to refine traditional mea-

sures of social and physical neighbor-

hood environments to better assess the

contributions of structural racism to ad-

olescent and young adult substance use.

Zhen-Duan et al. summarize the limita-

tions of the Adverse Childhood Experi-

ences Questionnaire in research on ra-

cial and ethnic disparities in substance

use, arguing that the conceptualization

of adverse childhood experiences can-

not be separated from the social envi-

ronment or intergenerational impacts of

structural racism. They suggest that the

Adverse Childhood Experiences Ques-

tionnaire be expanded to enable an ex-

amination of the mechanisms through

which racism and inequality affect sub-

stance use outcomes for BIPOC youths.

They also posit that nuanced methodo-

logical approaches that model complexi-

ty and interactions between individuals

and their environment are needed to

advance health equity.

Relevant to the work of Zhen-Duan

et al., Taggart et al. propose a novel

methodological approach to assess

neighborhood influences on substance

use that centers the lived experiences

of Black youths in their social and

physical neighborhood environments.

Taggart et al. integrate components

of activity space assessments, racialized

risk environment models, and models

of community violence to investigate the

cooccurrence of racism-related stress

and substance use among young

Black men. Their study findings eluci-

date the community- and structural-

level strategies needed to increase

health-promotive neighborhood contexts

and reduce racism-related stressors.
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FINAL THOUGHTS

The articles in this supplement show

that eliminating structural racism and

achieving health equity requires that

we first acknowledge structural racism

as a fundamental cause of health inequi-

ties. Next, we must advance training, poli-

cies, clinical practices, and methodologies

that propose radical shifts in traditional

public health approaches. For this re-

search to be effective, it is essential that

greater inclusion of—and research per-

spectives from—BIPOC investigators be

prioritized. These articles highlight the

work of highly skilled early career

investigators who are poised to lead

efforts aimed at dismantling structural

racism and who have been supported

by the National Institutes of Health–

funded initiatives intended to increase

diversity and facilitate equitable and

inclusive practices that are necessary

to advance health equity.
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Forty years into the HIV epidemic,

we have witnessed remarkable

achievements. People living with HIV

(PLWH) can thrive because of the avail-

ability of antiretroviral therapy (ART),

with a lifespan like those without HIV.

We learned that “U5U”; that is, we

now know that PLWH whose HIV can-

not be detected by laboratory testing

cannot sexually transmit the virus to

their partners. The advent of preexpo-

sure prophylaxis (PrEP) expanded bio-

medical HIV prevention tools, enabling

people without HIV to protect them-

selves from infection. While we have the

necessary HIV prevention and treatment

tools to end the HIV epidemic, such a

goal remains elusive. Unfortunately,

these great achievements in research

and practice have been accompanied by

profound failures, including inequitable

access to new HIV prevention and treat-

ment options among African Americans.

Despite accounting for only 13% of

the US population, African Americans

comprise 42% of all new HIV diagno-

ses.1 For members of key subpopula-

tions, the situation is even more dire;

approximately half of African American

men who have sex with men (MSM) are

expected to contract HIV in their life-

time.1 Among all cisgender women,

African Americans identifying as cisgen-

der comprise 54% of new diagnoses,

and African American transgender

women comprise 46% of new diagno-

ses among all women.1 Compared with

their peers from other racial/ethnic

backgrounds, African Americans have

lower rates of engagement in the HIV

treatment continuum.1 In 2019 alone,

for every 100 African Americans diag-

nosed with HIV, 74 received some HIV

care, 56 were retained in care, and 61

were virally suppressed, indicating low-

er engagement than their White and

Hispanic/Latino peers.1 While individual

and social factors (e.g., HIV-related

stigma, HIV knowledge, poverty, sexual

risk) are frequently cited as the primary

contributors to low engagement in the

HIV prevention and treatment continu-

um, the spotlight on such factors masks

the broader social, political, and eco-

nomic conditions that generate and

maintain observed racial disparities in

HIV infections and related outcomes,

such as structural racism and repeated

exposures to racial trauma.2,3

In this article, we discuss the influence

of structural racism (i.e., the way in which

society promotes and sustains racial dis-

crimination through larger systems and

macro-level conditions that limit the

opportunities, resources, power, and

well-being of racial minorities) and racial

trauma (i.e., the emotional injury result-

ing from exposure to various forms of

racism, racial discrimination, and racial

bias) on HIV-related outcomes among

African Americans. We conclude with

recommendations aimed at addressing

these factors to end racial disparities

observed in the HIV epidemic.

STRUCTURAL RACISM
AND HIV

Structural racism is a key source of

racial disparities in HIV-related out-

comes2,4 and can occur in various social

domains, including schools, corpora-

tions, legal systems, and health care.

One of the most blatant and impactful

examples of the influence of structural

racism on HIV-related outcomes among

African Americans was drug policy con-

cerning controlled or illicit substances—

policies that disproportionately targeted

people of color.5 In 1971, led by then–

President Richard Nixon, the US federal

government declared drug abuse “public

enemy number one,” launching the

War on Drugs—a federal campaign that

sought to end the illicit drug trade in

the United States, wherein the federal

government budgeted billions for drug-

control agencies, established harsh pen-

alties for drug possession, and increased

police presence in predominately ethnic

minority communities.

Biases in the US drug policies and

policing and sentencing practices led to
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harsher legal penalties for people of

color who bought or sold drugs com-

pared with their White peers; despite

the similarities in illicit drug use be-

tween African Americans and White

Americans,5 law enforcement agencies

and state prosecutors inequitably tar-

geted people of color for investigation

and incarceration.5,6 Decades of failed

policies and practices led to the mass

incarceration of people of color, with

incarceration of African American men

skyrocketing. By 1980, the African

American arrest rate for drug posses-

sion and drug sale was three times

higher than for their White counter-

parts. Unfortunately, racial disparities

in incarceration rates have worsened,

with African American arrest rates be-

ing up to five times higher than for

White Americans.7

The impact of the mass incarceration

of African Americans on racial dispari-

ties in HIV-related outcomes is multi-

level. At the individual and community

levels, higher incarceration rates among

African Americans disturbed sexual net-

works within the African American com-

munities, limiting the pool of available

sexual partners and increasing the likeli-

hood of overlapping sexual partnerships,

thereby increasing HIV risk.5 Moreover,

stigma and employment practices limited

opportunities for those who were for-

merly incarcerated, including access to

health insurance, leading to social and

financial stressors, all of which had gen-

erational impacts on families and entire

communities.4,6,8 Together, these policies

contributed to the rise in HIV infection

and transmission in African American

communities.9

The impact of structural racism on HIV

risk and transmission extends to the

health care system. Previous research,

for example, has linked poor health care

quality to provider and systemic biases,

including HIV-related stigma.10 Personal

or vicarious experiences of racism, dis-

crimination, and stigma within such

systems has been linked to health care

disengagement, including with preven-

tive and HIV care.11,12 A study among

African American women living with HIV,

for example, found that perceptions of

structural racism and discrimination in

HIV care settings contributed to skepti-

cism or distrust of medical advice and

mistrust in the health care system.13

Taken together, structural racism

operates through various social sys-

tems, including policy and health care

provision, and has harmed generations

of people of color by limiting access

to HIV prevention and treatment

resources, and exacerbating personal

and communal experiences of racism

and discrimination, leading to experi-

ences of racial trauma.14

RACIAL TRAUMA AND HIV

Racial trauma can result from both direct

and vicarious experiences of racism12

and has been linked to psychological dis-

tress.14 To our knowledge, there are no

studies exploring the effects of racial

trauma on HIV risk behaviors. However,

exposure to racial discrimination has

been linked to poor HIV-related out-

comes.15 One study, for example, linked

more experiences with racial discrimina-

tion to greater engagement in risky sexu-

al behaviors among heterosexual African

American men.15

In addition to affecting engagement

in risky sexual behaviors, racial trauma

may also have an impact on engagement

in HIV care. One study among African

American MSM living with HIV, for ex-

ample, found that participants reporting

greater experiences of discrimination

because of their HIV status, race, and

sexual orientation were less likely

than their peers with fewer reports of

discrimination to adhere to their ART

regimens over six months.16 In a recent

study among older African Americans,

experiences of HIV-related stigma and

discrimination were linked to greater

odds of medication nonadherence.17

Moreover, a recent meta-analysis found

increased odds of ART nonadherence

among PLWH with trauma-related his-

tories than their peers without trauma

histories.18

Although such studies are unable to

infer causation, they do suggest that

experiences of racial discrimination

could have an impact on sexual behavior,

though the nature of this link requires

further investigation. As interest in the

effect of structural racism and racial trau-

ma on HIV outcomes continues to grow,

more research is also needed to under-

stand the impact of racial trauma on HIV

outcomes among people of color.

While there is no singular solution

for eliminating the racial disparities ob-

served in HIV infections, efforts to end

the HIV epidemic must include multi-

level approaches aimed at dismantling

structural racism and addressing racial

trauma. We make the following recom-

mendations for public health practice

and research:

1. Provide HIV prevention services in

correctional settings,

2. Address implicit bias and discrimi-

nation in health care,

3. Prioritize health equity and com-

munity engagement, and

4. Incorporate racial trauma healing

into interventions.

PROVIDE HIV
PREVENTION SERVICES IN
CORRECTIONAL SETTINGS

Federal and state policies related to

drug possession have led to higher
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rates of incarceration among African

Americans. With correctional facilities

being recognized as potential entry

points for HIV prevention and treat-

ment strategies,19,20 greater efforts are

needed to ensure equitable access to

biomedical prevention and treatment

tools both during and after incarcera-

tion. Although condoms are widely

known as effective HIV-prevention

tools, they are often inaccessible be-

cause of concerns about encouraging

sexual activity, a myth that has been

repeatedly debunked. Providing con-

doms in correctional facilities could

reduce HIV transmission in those

settings20 and prepare individuals who

are released to adopt such practices

while in the community. Like condom

distribution, offering PrEP in correction-

al facilities could also reduce HIV trans-

mission risk.

HIV testing and screening practices

within correctional facilities vary from

state to state. Some facilities only offer

testing at the request of an inmate or

during the intake process. Public health

practitioners and scholars have advo-

cated universal HIV testing and screening

procedures, which could increase early

detection of HIV and improve linkage to

HIV care within correctional systems.19

One policy, opt-out HIV testing, has been

linked to increased rates of HIV testing

among incarcerated populations com-

pared with opt-in approaches.20

In addition to obtaining resources

within correctional facilities, access to

resources in the community must also

be addressed. Decarceration, which

involves releasing incarcerated persons

with nonviolent offenses, is a strategy

for reducing racial inequities in incar-

ceration. Although this strategy could

reduce racial disparities in dispropor-

tionate rates of incarceration, we need

to concurrently implement strategies

that also reduce HIV transmission risk.

While access to HIV treatment within

prisons is often required by federal or

state policies or both, formerly incar-

cerated people often lose access to HIV

treatment upon release, as they often

face challenges with securing follow-up

care because of economic and employ-

ment instability.9,21 These challenges

create barriers for continuing HIV care

and accessing ART. Legislation focused

on criminal justice reform and decar-

ceration should address systematic

factors that interrupt HIV care, such as

affordable housing, under- or unem-

ployment, and failure to expand Medic-

aid access. As such, criminal justice

reform could improve access to re-entry

programs, which assist formerly incar-

cerated populations with linkage to

support services, including mental

health treatment, employment and

housing, and health care.

ADDRESS IMPLICIT BIAS
AND DISCRIMINATION IN
HEALTH CARE

Implicit bias—a form of bias that occurs

automatically and unintentionally that

affects judgments, decisions, and

behaviors—is common among health

care providers and threatens equitable

access to HIV prevention and treatment

services. Previous research observing

PrEP uptake among African Americans,

for example, linked health care provider

decision-making regarding the appro-

priateness of PrEP to racism and both

implicit and explicit biases against

patients.22

While there are ongoing efforts to

address implicit bias in health care,

including revisions to the curricula in

training programs, statewide mandates

requiring implicit bias training to meet

continuing education requirements for

some health care professionals, and

the implementation of structural com-

petency training, which seeks to edu-

cate providers on the role of structural

racism on racial health disparities, the

long-term effectiveness of such pro-

grams is unknown. Moreover, there are

often unclear metrics applied toward

measuring the effectiveness of such

programs, as the field is still evolving in

this area; we need validated tools and

standardized constructs to enable

cross-comparisons and evaluation.

PRIORITIZE HEALTH
EQUITY AND COMMUNITY
ENGAGEMENT

Health communication campaigns

aimed at increasing engagement in the

HIV prevention and treatment continu-

um can impact one’s attitudes, beliefs,

willingness to change, and behavioral

intentions.23 HIV prevention and treat-

ment messaging should not only address

individual behaviors but also reach fur-

ther, challenging social and cultural

norms that lead to high-risk behaviors.23

To do so, we must engage key popula-

tions in the research, development,

implementation, and dissemination of

novel interventions that could lead to

structural changes, including economic

and housing development. Engaging

affected populations in HIV research

could facilitate the development of

culturally relevant messages with a

higher likelihood of community buy-in

and acceptance,24 which could provide

evidence for the need for policy changes

that could have an impact on social and

cultural norms.

In addition to engaging members of

key populations in public health prac-

tice and research, increasing represen-

tation of African Americans within HIV

care and research can also improve
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HIV outcomes. Previous research, for

example, has shown that patients re-

ceiving care from providers with the

same racial identity reported a more

positive experience in health care and

more effective communication with

their health care provider. However,

structural racism within academic

admissions affects diversity in this field,

with many scholars advocating struc-

tural change by establishing pipeline

programs for people of color, imple-

menting antiracism curricula, utilizing

more holistic approaches to application

review for academic admissions, and

developing initiatives aimed at mentor-

ing and supporting trainees of color

within professional health programs.

INCORPORATE RACIAL
TRAUMA HEALING INTO
INTERVENTIONS

For many African Americans, experi-

ences of racism, discrimination, and

bias are unavoidable facets of life.

These experiences, however, are linked

to poor health outcomes, including

trauma and psychological distress.25

Among African Americans living with

HIV, experiences of racism and trauma

can intersect with stigma and discrimi-

nation associated with their HIV status

and sexual orientation, among other

socio-structural determinants.3

Completely eliminating all forms of rac-

ism from our society, however unlikely,

will take time. As such, we must ensure

that African Americans are able to cope

with these unfortunate and unjust bur-

dens. Within mental health treatment

interventions, incorporating racial trau-

ma healing into HIV prevention and

treatment interventions may be a nec-

essary step toward supporting African

Americans at elevated risk of contract-

ing HIV or currently living with the virus.

Racial trauma healing describes a

therapeutic process that implements

strategies aimed at helping people of

color heal from traumatic racial experi-

ences. For example, Metzger et al. shared

several approaches for addressing ra-

cial trauma among African Americans

receiving mental health treatment,

including integrating racial socialization—

the process of transmitting cultural atti-

tudes, behaviors, perceptions, and values

to help African American adolescents

manage racial discrimination and

racism—into evidence-based psy-

chotherapies.25 Specifically, the

researchers proposed adaptations to

trauma-focused cognitive behavior

therapy that would include racial sociali-

zation and suggested that clinicians

use culturally relevant communication

approaches (e.g., poetry and music)

rather than the general storytelling that

is recommended to encourage youth to

share their experiences with racism and

discrimination, exploring how they con-

tribute to current challenges and ways

to overcome them. Among African

Americans living with HIV, incorporating

racial trauma healing into mental health

treatment may support retention in HIV

care and ART adherence by providing

strategies for coping with intersecting

trauma and stressors that could disrupt

health care engagement.

CONCLUSION

Ending racial disparities observed in

HIV-related outcomes requires us to

focus our efforts on addressing struc-

tural racism and reducing the impact of

racial trauma on populations affected

by HIV. Incorporating racial socialization

and healing into HIV prevention and

treatment efforts may provide tools for

coping with stressors, thereby improving

HIV outcomes. This could also reduce

mistrust among African Americans living

with HIV and medical providers and re-

duce interruptions of HIV care thereby

improving ART uptake and adherence.

Still, efforts are needed to diversify the

field of HIV prevention and treatment,

enabling more scholars of color to be

leaders in addressing the racial HIV

disparity. We posit that addressing struc-

tural racism in these suggested ways will

allow us to combat disparities in HIV

outcomes that disproportionately impact

African Americans.
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The COVID-19 outbreak and public

health response have exacerbated

racial health inequities, including those

related to HIV. Black and Latinx commu-

nities are disproportionately impacted

by morbidity and mortality associated

with the intersecting pandemics of HIV

and COVID-19. Structural racism has

manifested in race-related social deter-

minants of health (SDOH) that underlie

these health inequities.1

Black and Latinx people living with

HIV (PLWH) are disproportionately

exposed to poverty, barriers to health

care access, and trauma, all of which

increase the risk of substance use and

mental health symptoms that interact

with SDOH and compromise treatment

adherence.2 In addition, PLWH are

more likely to experience medical

comorbidities, including cardiovascular

disease, the leading cause of mortality

in the United States and an independent

risk factor for poor COVID-19–related

outcomes.3 As these underlying risk fac-

tors increase Black and Latinx PLWH’s

vulnerability to morbidity related to both

HIV and COVID-19, understanding their

health strategies during these intersect-

ing health crises could reveal important

strength-based approaches for mitigat-

ing the impact of SDOH among these

populations.

In this editorial, we consider how the

care experiences of Black and Latinx

PLWH could inform culturally relevant,

multilevel strategies for managing public

health crises like COVID-19 in the context

of structural racism and bolster care for

PLWH facing new health threats. We fo-

cus on two conditions of the COVID-19

pandemic: (1) disease prevention and

management and (2) in-person care

disruptions and the rapid uptake of

telehealth.

TRANSLATING PUBLIC
HEALTH STRATEGIES FOR
HIV TO COVID-19

Public health efforts to mitigate COVID-19

risks have relied on behavioral and social

change strategies, many stemming from

lessons learned from the HIV pandemic.4

Accordingly, research has called for expan-

sions of investments in HIV infrastructure,

policies, and research, as well as the en-

gagement of PLWH communities, to de-

velop effective COVID-19 public health

responses.5 While there are obvious differ-

ences between HIV and COVID-19 (e.g.,

mode of transmission),5 individual-level

mitigation efforts have failed to identify

and leverage PLWH’s use of patient-

centered strategies to minimize COVID-19

risks. This is a missed opportunity.

Identifying attitudes and skills that

PLWHmay have transferred from their

management of HIV to the mitigation of

COVID-19 risk could inform prevention

efforts aimed at minimizing new public

health threats. For example, health care

professionals could be empowered to

foster self-efficacy among patients living

with chronic illness (and, thus, at risk for

emerging public health crises) by building

on known care strategies and highlight-

ing similarities in risk management

approaches across varying health

threats. In addition, public health mes-

sages for inevitable, emerging health cri-

ses could be improved by understanding

whether HIV-specific self-management

strategies are translatable to manage

COVID-19 risks and whether they vary as

a function of common health comorbid-

ities and SDOH that affect PLWH.

Like responses to HIV, COVID-19

responses must address race-related

inequities in SDOH that confer disease
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risk and decrease service utilization.5

While structural-level interventions are

necessary to achieve racial health equity,

novel patient-centered approaches to

navigating inequities should not be over-

looked. Among Black and Latinx PLWH

specifically, experiences navigating a ra-

cialized and chronic health condition like

HIV could be translated to other public

health crises as they intersect with struc-

tural racism. For instance, while living

with HIV may have heightened percep-

tions of COVID-19 risk and engagement

in protective health coping strategies for

some patients, it may have increased

medical mistrust, compromising ongoing

HIV self-management and new COVID-

19 risk management for others from

minoritized racial/ethnic groups.

Approaches like these could be applied

not only to health equity interventions

for future public health crises but also to

those for PLWH. Public health responses

could incorporate culturally relevant

interventions that empower racialized

PLWH to apply their management of

previous health and social challenges to

new problems. For example, resilience

and critical race consciousness have

been identified as facilitators of HIV care

and predictors of improved immune

function among Black PLWH.6,7

Interventions incorporating critical

consciousness that promote aware-

ness of and adaptive action against

structural racism and other forces of

oppression may increase self-efficacy

and reduce HIV risk behavior and other

risks associated with racialized public

health crises (e.g., the opioid overdose

crisis).8 Such interventions should be

developed in collaboration with Black

and Latinx PLWH to ensure their cultur-

al and clinical relevance. These patient-

centered strategies are an important

component of risk-reduction efforts in

the context of enduring race-related

SDOH; however, to achieve health equi-

ty, the onus remains on institutions and

policymakers to dismantle policies that

maintain structural inequities perpetu-

ating health disparities.

CONTINUITY OF CARE
AND DIGITAL INCLUSION

Continuity of care has been identified by

PLWH as an important component of ef-

fective treatment.9 Preventing disconti-

nuity of care is especially important for

those living with chronic illness and who

experience race-related inequities in ac-

cess to SDOH as these patients’ treat-

ment adherence relies on maintenance

of established relationships with trusted

providers. COVID-19–related public

health mandates forced changes in

health service delivery, including clinic

closures and scaling back or suspension

of non–COVID-19–related health

appointments.2 Restricted in-person con-

tact with providers led to fears of disrup-

tions in patient health care utilization

and adherence despite the rapid transi-

tion to digital platforms.

Transitioning health services to digital

platforms has potential to increase the

reach and frequency of care and may re-

duce concerns about continuity of care

for those with chronic health conditions

like HIV. However, it may also widen exist-

ing health disparities among those who

experience digital barriers. Like many

with chronic conditions, PLWHmade the

transition to remote health care during

the pandemic. However, inequities in digi-

tal inclusion, including health literacy, digi-

tal skills, and access to technology, as well

as limited English proficiency, greatly re-

stricted the ability of some PLWH to par-

ticipate in remote monitoring of clinical

care and other telehealth services.2,10

Digital inclusion itself is an SDOH

that interacts with others: older,

racially/ethnically minoritized, and

low-income PLWH are more likely to ex-

perience lack of access to technology and

low electronic health literacy, which, in

turn, threaten continuity of care.11

While many Black and Latinx people

lack consistent access to digital technolo-

gy,10 those that do have computer or

smartphone access may not have the

needed skills to effectively use their de-

vice to access telemedicine or telehealth

services; indeed, these populations were

less likely to use video platforms than

other racial/ethnic groups early in the

pandemic.12 For Latinx PLWH, language

barriers may further exacerbate these

inequities.12 Although the challenges

and successes of the COVID-19–related

growth of telemedicine have been well-

documented, understanding the health

care experiences of a population that

requires consistent multidisciplinary care

(i.e., PLWH) during this period could

inform ongoing improvements to tele-

medicine and ensure continuity of care

for those who need it most.

This information is particularly impor-

tant as COVID-19 becomes endemic.

Documented inequities in telehealth

access as a function of race, socioeco-

nomic status, and language must be

addressed at multiple levels to prevent

the exacerbation of current inequities

in health care access. Provider solu-

tions include offering preappointment

sessions that could be scheduled to aid

those with difficulties accessing or uti-

lizing technology for telehealth visits

and problem-solve barriers.13

Patient-related factors associated with

the effectiveness of telemedicine must

also be identified. For example, some

patients report greater satisfaction with

telemedicine than in-person appoint-

ments, particularly those engaged in

behavioral health treatment or facing

transportation barriers to treatment.14

However, without policy solutions to
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increase access to and knowledge of digi-

tal technology solutions among people

who are Black, Latinx, non-English speak-

ing, and living in poverty, members of

these groups will continue to be excluded

from the benefits of telemedicine and ex-

perience discontinuity of care. Given the

aforementioned intersectionality of Black

and Latinx PLWH, this population is well-

positioned to serve as key participants in

the development of such solutions.

CONCLUSION

Mitigating public health crises requires

multilevel intervention, including poli-

cies and programs to address structur-

al inequities and barriers to health

care access experienced by vulnerable

subpopulations. In addition, patient-

centered behavioral strategies can be

leveraged to mitigate health risks

among those disproportionately

impacted by race-related SDOH. By

understanding the adaptation of public

health strategies for management and

continuity of care in HIV, tailored public

health messages can be used to lower

the risks associated with COVID-19 and

other public health crises as they inter-

sect with race-related SDOH.

Because PLWH have an increased

risk of future comorbidities and compli-

cations associated with COVID-19, the

management of their HIV status could

be adapted to reduce exposure and

risk of COVID-19 and other public

health problems. For example, these

management strategies have potential

translations to harm reduction and

drug overdose prevention, which are

increasingly and disproportionately

affecting Black and Latinx people with

and without HIV. In addition, the tele-

medicine experiences of Black and

Latinx PLWH during the COVID-19 pan-

demic could inform programs and poli-

cies that increase digital inclusion and

reduce the impact of structural inequi-

ties on continuity of care in an increas-

ingly digital health care space.

Given the enduring and pernicious na-

ture of race-related SDOH, the skills and

challenges of PLWH in morbidity preven-

tion and care continuity should be better

understood with the ultimate goal of im-

proving health equity for Black and Latinx

PLWH in the face of current and emer-

gent health threats.
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Women-Centered Program for Women
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Based Participatory, Culturally
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The Women-Centered Program for Women of Color, a culturally congruent sexual health intervention,

was implemented in 2018 in Los Angeles County, California, according to the principles of community-

based participatory research: enhancing community capacity, establishing sustainable programs, and

translating research findings to community settings. Participants exhibited significantly increased

knowledge of and interest in preexposure prophylaxis (PrEP) and postexposure prophylaxis (PEP) over

time, but no significant change in condom use was evident. Booster sessions are needed to maintain

interest in PrEP and PEP given concerns about reproductive and sexual health. (Am J Public Health. 2023;

113(S2):S110–S114. https://doi.org/10.2105/AJPH.2023.307296)

For nearly 17 years, the Center

for Culture, Trauma and Mental

Health Disparities at the University of

California, Los Angeles, has specialized

in community-based participatory

approaches and trained public health

professionals and clinic personnel

to implement culturally congruent,

evidence-based interventions. At-risk

people of color are the focus of treat-

ment programs across the United States,

but few interventions are developed by

women of color for women of color.

INTERVENTION AND
IMPLEMENTATION

The objective of the Women-Centered

Program for Women of Color (WC4WC)

was to reduce sexual health risks

among women of color in a low-income

area of Los Angeles County, California.

The program was implemented accord-

ing to community-based participatory

research principles in a three-year col-

laboration with public health organiza-

tions. The goals of community-based

participatory research are to enhance

community capacity by supporting

equal community participation in re-

search leading to direct benefits, estab-

lish sustainable programs that improve

health behaviors and health outcomes,

and accelerate the translation of re-

search findings to communities with

health disparities through the design

of effective and culturally tailored

interventions.1 The aims, procedures,

and results of WC4WC align with

these goals.

WC4WC incorporated concepts from

Eban, a Yoruba word meaning fence that

symbolizes good practices (e.g., self-

protection and partner protection) and

elimination of unhealthy ones.2,3 The in-

tervention, which included sexual health

facts provided on anatomical charts to in-

crease condom and contraceptive use,2

involved four sessions of two hours each

with eight to 10 women per group. Pre-

test, posttest, and one-month follow-up

assessments were administered 30 days

apart. Leaders of sessions with Spanish

speakers were bilingual and bicultural.

Session 1: Preparing for
the Journey

Participants learned the historical con-

text of gender, race/ethnicity-based
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trauma, oppression, and other systemic

health barriers and shared their trau-

matic experiences with violence and

discrimination. They calculated their in-

dex of risky partners and behaviors to

build resilience (e.g., bodily autonomy,

sobriety, resisting coercion and vio-

lence). Homework included journaling

and initiating discussions of love and

harm protection with partners.

Session 2: Tools for
the Journey

Participants were provided information

on male and female anatomy, how to

use condoms and other contraceptives,4

and preexposure prophylaxis (PrEP) and

postexposure prophylaxis (PEP). They

were also offered a safer sex menu, a

problem-solving mnemonic (FENCE) to

teach self-protection strategies, and art

by women of color for empowerment.

Homework focused on “talk and listen”

communication techniques.2

Session 3: It Takes a Village

Women redefined their racial/ethnic

status and gender status as powerful

tools to build self-esteem and shared

what made them proud as women of

color and as WC4WC “village” mem-

bers.5 Homework focused on bonding

with supportive, reliable individuals and

defining personal and sexual safety with

partners.

Session 4: Expanding
the Village

Participants played sexual health

games to reinforce knowledge and re-

ceived prizes. Ujima (collective work

and responsibility) was applied to in-

form community-based villages and

future goals. Women shared how they

passed their knowledge on to others.

The teammet monthly with commu-

nity partners. With key aims established,

each site took the lead in implementa-

tion with consultation and research

team support.

PLACE, TIME, AND
PERSONS

Three sites were located in a service

planning area of South Los Angeles

(SPA-6) severely affected by unintended

pregnancies, HIV/AIDS, sexually trans-

mitted infections (STIs), COVID-19, and

limited health literacy and services.

More than 60% of SPA-6 residents

are people of color, 32% are not US

citizens, 41.1% are unemployed, and

22.5% live in poverty.6 WC4WC was of-

fered in person from September 2018

to March 20, 2020, and virtually after

the COVID-19 shutdown (March 2020

to September 2021; Table 1). On-site

project staff facilitated each session. All

eligible, consenting women were ac-

cepted as similar programs were not

available in SPA-6 (see the Appendix,

available as a supplement to the online

version of this article at http://www.

ajph.org).

PURPOSE

Women in SPA-6 account for 11% of

new infections in Los Angeles County.7

Efforts to provide sexual health services

have been thwarted by restrictive state

and federal funds. Services for pregnan-

cy and disease transmission are sepa-

rated from each other.8 Biomedical HIV

strategies, including PrEP and PEP, are

used only marginally among women of

color at risk for HIV.9 Research in medi-

cal settings has shown that women are

not asked about their sexual health to

the same degree as men.10 A history

of racial/ethnic discrimination has

sensitized women to be suspicious of

studies that do not offer all services to

everyone.11

EVALUATION AND
ADVERSE EFFECTS

The primary outcomes were condom use

over the past 30 days, contraceptive use,

STI and HIV knowledge, awareness of

PrEP, and consideration of taking PrEP.

Calculations for condom-protected inter-

course acts in the past 30 days were

adapted from an evidence-based in-

tervention.2 STI and HIV knowledge was

assessed via 10 true or false statements.

Data and Statistical Analysis

Univariate and bivariate analyses were

calculated for each measure and be-

tween predictors and outcomes at base-

line, after program completion, and at a

one-month follow-up. Using a repeated

measures design with three data points,

we fit mixed-effects linear models esti-

mating fixed and random effects through

SAS PROCMIXED (SAS Institute Inc,

Cary, NC) for continuous outcomes (e.g.,

proportion of condom use) and PROC

GLIMMIX (North Carolina State University,

Raleigh, NC) with logit link for binary out-

comes (e.g., awareness of PrEP).

Findings

Among the 379 women screened, 292

were enrolled. Attrition rates were

34.2% from pretest to posttest and

27.7% from posttest to the one-month

follow-up; overall attrition was 46%.

The primary reasons for dropping out

were time constraints and privacy con-

cerns. Those who dropped out after

the assessment (P5 .035) and at the
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one-month follow-up (P5 .029) had sig-

nificantly less education relative to the

baseline sample.

The mean percentage of condom

use was 23%; nearly 30% of women

reported always using contraceptives

other than condoms, either ongoing

methods (e.g., the pill, IUD [intrauterine

device], diaphragm) or one-time meth-

ods (sterilization). The mean STI and HIV

knowledge score was 6.88 (of a possible

10). Almost 40% of women had heard

of PrEP, and 45.2% reported that they

would consider taking PrEP (Table 1).

Changes Over Time

There were significant increases from

baseline to posttest with respect to HIV

knowledge score (P< .001), awareness

of PrEP (P< .001), and consideration

of taking PrEP (P5 .001). The changes

from posttest to the one-month follow-

up for these three outcomes trended

in the right direction but did not reach

statistical significance. Condom use in-

creased from baseline to the one-month

follow-up but was not statistically signifi-

cant. Knowledge about STIs and HIV

(P< .001), awareness of PrEP (P< .001),

and consideration of taking PrEP

(P5 .003) increased significantly over

time (Table 2). Despite the intervention,

participants expressed a reluctance to

take medication owing to concerns

about effects on future children.

TABLE 1— Descriptive Characteristics for the Overall Sample and by Site: Women-Centered Program
for Women of Color, Los Angeles, CA, 2018–2021

Characteristic

Overall Sample
(n=292), Mean 6SD

or No. (%)

Black Women for
Wellness (n=100),

Mean 6SD
or No. (%)

To Help Everyone
(n=138), Mean 6SD

or No. (%)

Watts Healthcare
Corporation

(n= 54), Mean 6SD
or No. (%) P

Age, y 39.9612.9 41.2612.5 40.4613.0 35.9612.7 .04

Race/ethnicity .14

African American 257 (88.01) 92 (92.00) 116 (84.06) 49 (90.74)

Latina 35 (11.99) 8 (8.00) 22 (15.94) 5 (9.26)

Incomea .5

Below poverty level 169 (58.68) 55 (55.56) 80 (58.39) 34 (65.38)

Above poverty level 119 (41.32) 44 (44.44) 57 (41.61) 18 (34.62)

Education .76

<high school 41 (14.04) 14 (14.00) 21 (15.22) 6 (11.11)

High school 251 (85.96) 86 (86.00) 117 (84.78) 48 (88.89)

Employment .73

Unemployed 165 (56.70) 54 (54.55) 78 (56.52) 33 (61.11)

Employed 126 (43.30) 45 (45.45) 60 (43.48) 21 (38.89)

Currently married 54 (18.56) 18 (18.00) 24 (17.52) 12 (22.22) .74

Frequency of use of contraception other than condoms .27

Always 81 (28.72) 25 (26.88) 42 (30.66) 14 (26.92)

> half of the time 15 (5.32) 7 (7.53) 3 (2.19) 5 (9.62)

About half the time 13 (4.61) 7 (7.53) 4 (2.92) 2 (3.85)

< half of the time 17 (6.03) 4 (4.30) 11 (8.03) 2 (3.85)

Never 156 (55.32) 50 (53.76) 77 (56.20) 29 (55.77)

Outcomes

Percentage of condom use in
past 30days

0.2360.41 0.260.39 0.2360.41 0.2560.41 .001

STI and HIV knowledge 6.8861.94 7.1862.00 6.6461.87 6.9361.90 .11

Heard of PrEP 113 (39.37) 36 (37.11) 52 (37.96) 25 (47.17) .43

Would consider taking PrEP 127 (45.20) 38 (40.43) 58 (42.96) 31 (59.62) .06

Contraception (IUD/diaphragm) 18 (6.16) 6 (6.00) 8 (5.80) 4 (7.41) .91

Note. IUD5 intrauterine device; PrEP5preexposure prophylaxis; STI5 sexually transmitted infection.

aIncome was calculated on the basis of US Census poverty thresholds by size of family and number of children.
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Apprehension about medication toxicity

may reflect uncertainty surrounding

long-term HIV prevention safety.12 How-

ever, participants were more likely to

consider using PrEP or PEP as the pro-

gram progressed.

SUSTAINABILITY

SPA-6 community, local, and statewide

health providers attended a town hall

to discuss the WC4WC results. The col-

laboration broadened staff networks

and increased referrals; sites integrated

the curriculum into ongoing women’s

programs, although ongoing funding

was challenging. Federal, state, and pri-

vate foundations are potential funding

sources for sexual health intervention

sustainability (e.g., hiring of permanent

intervention staff).

PUBLIC HEALTH
SIGNIFICANCE

Given the overrepresentation of wom-

en of color living in poverty, recent US

Supreme Court rulings (e.g., Dobbs v

Jackson Women’s Health) significantly re-

strict reproductive choices and sexual

health, exacerbating a public health cri-

sis.13 Increased information and skills

that prevent unintended pregnancies

and STI and HIV transmission and

increase condom use need to be more

easily accessible in communities of col-

or where disease transmission is high.

It is important to acknowledge women’s

reluctance to engage in prevention

regimens that may protect their sexual

health but undermine their reproduc-

tive health. Future public health cam-

paigns focusing on the safety and

efficacy of new prevention medications

should increase trust, compliance, and

health care uptake among women of

color.14
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TABLE 2— Changes Over Time in Outcome Variables: Women-Centered Program for Women of Color,
Los Angeles, CA, 2018–2021

Pretest, Mean 6SD
or No. (%)

Posttest, Mean 6SD
or No. (%)

One-Month Follow-Up,
Mean 6SD or No. (%) P

STI and HIV knowledge 6.8861.93 8.4661.72 8.4861.59 <.001

Percentage of condom use in past 30days 0.2360.41 0.3160.44 0.2560.42 .1

Heard of PrEP 113 (39.37) 150 (81.08) 118 (88.72) <.001

Would take PrEP 127 (45.2) 110 (59.46) 72 (54.55) .003

Contraception (IUD/diaphragm) 18 (6.16) 13 (6.77) 10 (7.41) .6

Note. IUD5 intrauterine device; PrEP5preexposure prophylaxis; STI5 sexually transmitted infection.
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There is currently a war on Black and

Brown transgender and nonbinary

(TNB) people in America. TNB people in-

clude those whose gender differs from

the sex assigned to them at birth, those

who do not identify with gender binary

constructs of “man” or “woman,” and

those who are expansive or fluid in their

gender. The year 2021 was the deadliest

on record for TNB communities, with at

least 57 documented murders of TNB

individuals; 66% of the victims were

Black women, 86% were people of color,

and 69% were killed with a gun.1 These

numbers are likely an underestimate, as

TNB victims are often misgendered in

official reports1 and most murders of

TNB people remain unsolved. Beyond

lethal violence, data indicate that nearly

one in 10 TNB individuals have been

physically assaulted in the past year and

47% experience sexual violence in their

lifetimes.2

Victimization of TNB people must be

understood within the larger context of

discrimination at the intersection of

interlocking systems of oppression

(e.g., racism, sexism, heterosexism, and

cisgenderism). Discrimination against

individuals and structural sources of

oppression are mutually reinforcing or

co-constitutive and jointly contribute to

interpersonal violence against TNB

people. For Black and Brown TNB peo-

ple, community violence linked to cis-

genderism and gender oppression is

intertwined with White supremacy.2

TNB people of color are uniquely tar-

geted and criminalized by police, gov-

ernment, and media, as evident by

widespread dissemination of misinfor-

mation in news, political scapegoating,

biased law enforcement, and legislation

designed to exclude Black and Brown

TNB people from public life (e.g.,

“walking while trans” bills).3

Because of discrimination, TNB peo-

ple of color experience disproportion-

ately higher rates of unemployment,

housing insecurity, and incarceration

compared with White TNB people. In

the National Transgender Discrimina-

tion Survey (NTDS),2 Black TNB people

had nearly twice the unemployment

rate of all TNB respondents (26% vs

14%) and over three times the un-

employment rate of the broader US

population (7%). Black transgender

respondents also reported a much low-

er rate of homeownership (14%) com-

pared with transgender respondents of

all races (32%) and the general US pop-

ulation (67%). An alarming 41% of Black

respondents reported experiencing

homelessness compared with 19% of

all transgender respondents. Thirty-five

percent of Black respondents had been

arrested or held in a cell because of

bias compared with 7% of all transgen-

der respondents. These disparities are

directly linked to the pervasive violence

to which Black and Brown TNB people

are exposed in the public sector (e.g.,

employment, housing, health care,

prisons).2

In addition to its direct influence on

morbidity and mortality, community

violence and discrimination have signifi-

cant health impacts, elevating risk for

depression, anxiety, suicidality, sub-

stance use disorder, and HIV.4,5 Fur-

ther, community violence perpetrated

in the public sector disproportionately

erodes trust in the very organizations

upon which TNB communities of color

depend to access life-saving and quality

of life–supporting services. For exam-

ple, 34% of Black NTDS respondents,

compared with 23% of respondents of

all races, reported delaying necessary

health care because of anticipated vio-

lence or mistreatment by providers.2
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These impacts further reinforce health

inequities and cycles of poverty.2

PRIORITIES FOR
MULTILEVEL
INTERVENTION

Given the mutually reinforcing contri-

butions of individual and structural dis-

crimination to violence-linked health

inequities for Black and Brown TNB

people, a multilevel approach to vio-

lence prevention for these communi-

ties is essential. Here, we outline a set

of strategic priority areas for interrupt-

ing this epidemic of violence, its inter-

secting drivers, and its downstream

consequences.

Empowerment Self-Defense

Black and Brown TNB individuals de-

serve tools and strategies for resisting

the onslaught of victimization that

pervades daily life. Empowerment self-

defense (ESD) approaches are group-

based interventions that empower

participants with physical, verbal, and

psychological tools to understand their

bodies as sources of strength while ex-

plicitly holding perpetrators responsible

for violence.6 Despite the demonstrated

efficacy of ESD programs to prevent vio-

lence in presumably cisgender sam-

ples,6 research and the dissemination

of ESD for TNB populations are scarce.

Trans women and transfeminine peo-

ple of color face specific experiences of

oppression at the intersections of rac-

ism, cisgenderism, and sexism (termed

“transmisogynoir”)7 associated with a

constellation of victimization types (e.g.,

hate crimes, police violence, workplace

violence, violence in sex work, commu-

nity gun violence) distinct from that pre-

dominately examined in ESD research

(i.e., cisgender women’s risk of campus

sexual assault). Although emerging evi-

dence suggests that community-based

support in the development of self-

defense strategies is protective for Black

trans women survivors of violence,8

public health initiatives promoting

cultural attunement and effectiveness of

ESD for structurally vulnerable Black and

Brown TNB women are needed.

In a series of pilot studies, our team

has documented high perceived credi-

bility of and demand for ESD program-

ming among Black and Brown trans

women. In a pilot trial in which the ma-

jority of participants were Black and

Brown trans women, we found high

rates of acceptability, feasibility, and

preliminary efficacy9 of an ESD violence

prevention approach tailored for and

embedded in the Brooklyn Ghost Pro-

ject,10 a Black and Brown TNB-led grass-

roots community-based organization

(CBO) in New York City founded by the

second author. In the program imple-

mentation process, we created formal

peer-support employment opportuni-

ties in ESD training for TNB people.9,11

This aspect of implementation provided

an opportunity to disrupt cycles of pov-

erty comprising the socio-ecological

context of interpersonal victimization.

Further, numerous community-led

(rather than research-driven) self-

defense initiatives currently exist in

CBOs that serve TNB people of color,

including THORN,11 a Chicago-based

project arming Black and Brown TNB

people with self-defense tools (e.g.,

stun guns, pepper spray), and Trans

Wellness Center,12 a Los Angeles,

California–based coalition of CBOs

providing comprehensive services for

TNB individuals, including a free self-

defense class led by a trans woman of

color who is a former national judo

champion. Public health efforts to

support and strengthen self-defense

initiatives must amplify and credit the

work of community leaders and commit

to avoid co-opting, exploiting, or threat-

ening TNB community control. THORN

distributes self-defense resources only

in situations in which recipients are not

asked to do anything in return (e.g., is-

sue payment, participate in research or

health programming) for accessing

these resources.12 This policy of non-

extractive investment in the safety of

Black and Brown TNB people is a sound

model for the field. Additionally, we re-

fer readers to several excellent self-

auditing guidelines13,14 for critically

evaluating community partner engage-

ment to promote nonexploitative dy-

namics (i.e., relationships that ensure

lasting benefits to community

members).

Equitable Community–
Government Partnerships

Public service organizations mandated

with enforcement of antidiscrimination

policy often fail to recognize or utilize

the much-needed expertise of TNB-led

organizations. Not only is this exclusion

a missed opportunity for enhancing civ-

il rights, it also perpetuates alienation

of TNB individuals from the public sec-

tor and further desensitizes broader

society to the community’s suffering.

Community–government partnerships

that equitably invest in TNB community

expertise to support the implementa-

tion and enforcement of policy-level

violence prevention efforts are a prom-

ising intervention avenue.

In 2019, New York State passed the

Gender Expression Nondiscrimination

Act, prohibiting discrimination against

TNB persons in public accommoda-

tions. Despite the promise of this poli-

cy, Black and Brown TNB New Yorkers

have been largely excluded from its
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implementation and enforcement.

Leveraging constituent expertise of

TNB-led CBOs in New York City to eval-

uate the impact of this legislation and

to deliver trainings to fill implementa-

tion and enforcement gaps presents a

clear opportunity for change. Compen-

sating and empowering structurally

vulnerable community members to

enforce antidiscrimination policies is

one way to counter the dehumaniza-

tion experienced by TNB individuals in

institutional settings and increase the

community’s visibility as experts, rather

than victims.

Funding Grassroots
Community-Based
Organizations

The continued survival and thriving of

Black and Brown TNB communities in

the face of ongoing violent oppression

reflects community resilience and lead-

ership. Black and Brown trans-led

grassroots CBOs have always been and

continue to be the primary line of de-

fense against the harms of community

violence.8 Unfortunately, these organi-

zations are grossly underfunded. The

inadequate funding of Black and Brown

trans-led organizations and operations

ensures that services and programs

delivered for the community are

designed, created, facilitated, and orga-

nized with minimal community input.

In the last decade, federal and foun-

dation funding for TNB issues has in-

creased tremendously. However, TNB

communities are rarely the primary

recipients of these funds, which instead

accrue to White cisgender-led organiza-

tions that become gatekeepers of these

funds to funnel down to Black and

Brown trans-led grassroots CBOs form-

ing what they call “partnerships.” How-

ever, all too often these “partnerships”

are strategically designed and imple-

mented to proclaim ownership and ex-

tract the expertise and labor of Black

and Brown TNB communities. Reorga-

nization of funding priorities and poli-

cies to incentivize the funding of Black

and Brown TNB-led CBOs is urgently

needed. We urge public health profes-

sionals and funding agencies to trust

the expertise and vision of Black and

Brown TNB leaders, who embody trans-

formation and survival, by investing in

bold violence-prevention solutions that

resist and reimagine the structural con-

ditions of violence that prevent Black

TNBs from thriving.15 This includes, but

is not limited to, strategies targeting

economic empowerment, housing jus-

tice, and decriminalization and

decarceration.15

CONCLUSION

Community violence against TNB peo-

ple is a public health crisis in the United

States warranting a multilevel public

health intervention approach. We am-

plify the work of Black TNB community

leaders to highlight high-priority com-

ponents of a multilevel public health

approach to violence prevention for

these communities that emphasizes

empowering TNB community and inter-

rupting structural contributions to vic-

timization.
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In the wake of the American Public

Health Association’s formal declara-

tion of racism as a public health crisis,

there is an urgent need for more

approaches to promoting the socio-

emotional well-being of K–12 Black,

Indigenous, people of color (BIPOC)

students, educators, and families.1 Cu-

mulative exposures and reexposures

to direct and indirect acts of racism can

adversely affect emotion regulation and

the ability to sustain meaningful rela-

tionships, disrupting socioemotional

health and well-being.2 Race-based

stress can lead to racial trauma, and

merely perceived experiences of racial

discrimination can produce such stress.2

Household and community-level

experiences of racial trauma have effects

similar to those of other adverse child-

hood experiences,3,4 and calls to address

racism within K–12 schools by interrupt-

ing and preventing the transmission of

intergenerational cycles of trauma at the

systemic, institutional, and individual

levels are well placed.5,6 Such action will

need to counteract the whitewashing

of the public K–12 curriculum, evident

through the censoring of antiracist books

and the movement to ban the teaching

of accurate US history about race, exac-

erbating generations of systemic disad-

vantage in BIPOC communities.7

ANTIRACISM AND
SCHOOL-BASED
APPROACHES

Theory and research highlight the

critical role of schools in promoting

socioemotional wellness through cul-

turally responsive programs and prac-

tices8; efforts to eradicate racism in our

schools must be a priority. Interracial

dialogue and programs aimed at foster-

ing perspective taking can catalyze anti-

racism action and promote overall

school socioemotional well-being.9

Broadly, best practices in addressing

racial trauma and stress emphasize the

role of radical healing, transformation,

liberation, and empowerment as con-

duits for remedial action from the racial-

ized cycles of stress and trauma.10,11

Social-emotional learning programs

are a vital response, and they have

been widely implemented across K–12

schools to address individual well-

being.8 Yet, many existing programs

fail to explicitly address interpersonal,

institutional, and structural racism—

manifested in a spectrum of racist acts

and policies—and their harm to social-

emotional well-being.12 Critics have

described social-emotional learning

programs that focus on interpersonal

skills at the individual level without

countering the ills of institutional and

structural racism as promoting “White

supremacy with a hug.”13 Evaluations

of school-based prejudice reduction

programs demonstrate that simply re-

ducing prejudice among ethnoracial

majority students does not change

social behaviors.14 More attention is

therefore needed on strategies that

challenge the system of racism. The

need for more work that promotes

antiracism and socioemotional wellness

among K–12 populations is urgent.

THE PROMISE OF RACIAL
HEALING AS PREVENTION

We believe that racial healing can offer

promise as a prevention tool by directly

addressing the ills of racism at both the

interpersonal and broader institutional

and structural levels. Racial healing is

recognizing and unlearning to over-

come one’s internalized messages

about one’s own ethnoracial identity

and those of others. It can promote

student, educator, and parent socio-

emotional well-being and foster individ-

ual and collective agentic action toward

dismantling White supremacy.15

Racial healing is a process that is

both introspective and interpersonal.

It begins with exploring our internalized

racism and cycles of racial socialization

in ways that bring about an integrated

awareness of our own ethnoracial
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identities as a means of challenging

privilege and fostering collective healing

and systemic reforms.15 For BIPOC

individuals, this may involve rejecting

norms around White superiority; cele-

brating cultural heritage, traditions,

and identities; and fostering hope and

strength through solidarity with other

BIPOC individuals. Among White indivi-

duals, this process could mean unlearn-

ing and challenging their own privilege

that stems fromWhite supremacy to-

ward interrupting and disrupting cycles

of interpersonal and institutional

racism.15,16

Given the insidious nature of racism,

schools should no longer be neutral to-

ward racism. Instead, schools should

directly address the racial healing of

students, educators, and parents to

positively impact individuals and com-

munities. Much like the restorative jus-

tice work that engages all parties involved

to heal and restore what is broken,17 ra-

cial healing should engage both BIPOC

and White individuals in healing from

historical trauma we have incurred col-

lectively through racism. Restorative

justice brings together those who have

created harm with those who have

been harmed in efforts to promote

sustainable growth toward collective

healing for the betterment of society.17

Relatedly, racial healing seeks to

foster “emergence and integrative

awareness”15(p20) among White indivi-

duals to deal with how they benefit

both historically and contemporane-

ously from structural racism, but also

how much they lose as a result of rac-

ism. A true recognition is necessary

that undoing racism and letting go of

the privilege gained at the expense of

BIPOC suffering does not create new ra-

cial hierarchy with White individuals at

the bottom. In fact, this recognition will

liberate them from racial resentment

stemming from guilt and shame.18

Racial healing, thus, can address the

harms of racism collectively while seek-

ing to repair and restore relationships

in working toward a vision of a racially

diverse, just, equitable, and harmonious

country.

To clarify, racial healing work is not to

create space for BIPOC individuals to

educate and empathize with White indi-

viduals. To emphasize, this work cannot

and should never be used as another

mundane “diversity training” that focus-

es on White individuals’ learning while

silencing BIPOC voices. Instead, racial

healing is about bringing diverse indivi-

duals together to explore their lived

experiences while developing restorative

actions within individuals and society.

Our research team from the School

of Social Work and Cooperative Exten-

sion at the University of Illinois, Urbana-

Champaign received funding from the

state’s Healing Illinois9 initiative to ex-

plore the promise of racial healing as

an essential strategy to promote socio-

emotional wellness (details on Healing

Illinois are provided in the Appendix,

available as a supplement to the online

version of this article at http://www.

ajph.org). Between December 2020

and March 2021, we hosted 17 focus

groups centered around racial healing

involving 88 Illinois students (aged

12–18 years), parents, and educators.

The project aimed to understand the

need, desire, and capacity for racial

healing of the students, parents, and

educators.

Groups were organized based on sta-

tus (students, parents, and educators)

and separated by their ethnoracial

identity: White only, BIPOC, and mixed

(both White and BIPOC individuals). The

purpose of organizing groups based on

status and ethnoracial identities was

to explore whether themes associated

with racial healing and student socio-

emotional needs would differ.

Overall, our study revealed the need

to center students’ voices in furthering

this work around racial healing. Partici-

pants generally recognized the socio-

emotional impact of the dual stresses

of the pandemic and racial reckoning

on young people. However, students,

parents, and educators alike were

unprepared to talk about their fear,

vulnerability, and suffering induced by

racism and the political divide. Repeat-

ed calls were also made across all our

groups for parents and educators to

be accepting of, comfortable with, and

trained in racial healing. Nonetheless,

despite the hesitation to engage in ra-

cial healing and to engage in the diffi-

cult conversation on racism, we found

hope in the promise of racial healing.

Students were notably far more opti-

mistic than parents and teachers that

the ills of racism can be overcome, and

this optimism was particularly strong in

the group of mixed White and BIPOC

students. A student in this group noted

that “I think [to make positive change]

we need to be more self-aware with

each other and be more open.” One

student in the BIPOC group noted that

“There’s been, like, a huge spark in

everyone just trying to educate them-

selves and, like, bring awareness to ev-

erything, and it’s just really good to see

how many people are just willing to hop

on that.” Another BIPOC student empha-

sized that “If we are not better ourselves

right now, we are bettering for our fu-

ture generation.” Still another student

in the mixed-race group noted that

addressing the harms of racism was sig-

nificant not only for young people but

also for parents and educators: “I think

they [adults] just need to do better.”

Our experience highlights the incredi-

ble resilience of students in the face of
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racial stress and trauma. Despite their

fear, vulnerability, and suffering, they

displayed a restless desire to bring

about change, illustrating the impor-

tance of focusing on student voices in

furthering racial healing work. Students

demanded more of both themselves

and adults to do something about rac-

ism, for now and for the future. The ex-

pectation is that engaging students in

racial healing dialogues will cultivate a

sense of optimism for the future, as in-

dicated by our participants, consistent

with preexisting approaches to addres-

sing racial stress and trauma such as

radical healing, transformation, and

liberation.10,11

HOW TO PROMOTE
RACIAL HEALING

Given our work in school settings, we

fully recognize that multiple challenges

exist in implementing the process de-

scribed here in schools. For example,

individuals generally rarely engage in

conversations around interpersonal

racism and its harms,15 teachers com-

monly struggle with high workloads and

burnout,19 and significant institutional

and structural barriers exist with respect

to discussing the impact of racism with

students in K–12 schools specifically.20

If racial healing is to occur, it must move

beyond the traditional delivery of school

programming efforts and be interwoven

into day-to-day conversations with our

young people. We provide four strate-

gies to promote racial healing in schools

based on our study findings.

Develop Diversity-Oriented
Competencies

Many participants highlighted the need

for educators to develop cultural com-

petencies. One White student called for

greater inclusion and infusion in teach-

ing curricula concerning race, religion,

and “everything.” White students sug-

gested that social media etiquette be

taught, and all students stated that it is

important to include young people in

conversations. White parents and one

BIPOC parent suggested that educators

teach positive race relations through

cultural competency and cultural humil-

ity. According to one White parent,

students could learn that “there is

diversity” that goes beyond appearance

and relates to “identities, customs, and

traditions.”White and BIPOC parents

further suggested teaching students

coping skills, emotional intelligence,

and conflict resolution strategies while

promoting racial healing.

Coordinate Open
Community Dialogues

BIPOC educators, and sometimes White

educators, suggested that schools host

community dialogues focusing on di-

verse race relations and socioemotional

wellness. As part of their outreach in

bridging the home–school interlinkage,

schools can consider hosting racial

healing workshops to provide parents

with the necessary skills and support to

mitigate the adverse impacts of racial-

ized trauma and stress within their

households. Attention to the composi-

tion of a school’s student body and

teaching and administrative force and

to the quality of the school climate is

critical in promoting racial healing and

open conversations about race.7

BIPOC educators cautioned that

BIPOC students appeared “a little bit

more hesitant” when discussing

“extremely touchy and sensitive topics”

with White teachers. Echoing this, a

BIPOC parent described conversations

as necessary but “uncomfortable” and,

in advocating for community dialogues,

highlighted the need to acknowledge

“our own humanity.” Creating a safe

space for BIPOC students is needed,

and this means that societal and main-

stream racism within non-BIPOC com-

munities must be addressed.

Improve Schools’
Socioemotional Climate

Although all groups highlighted the

need to improve schools’ socioemo-

tional climate, BIPOC and White educa-

tors were more inclined to suggest it.

One White educator lamented, calling

out insufficiency and requesting more

flexible and culturally responsive curric-

ula, “I don’t have a lot of time to diverge

from [standard] content. But I also

don’t want to completely ignore current

events.” White parents wanted more

communication from educators and

school administrators (e.g., resources

such as electronic newsletters and

emails that would help parents navigate

sociopolitical issues with their children).

BIPOC students suggested promoting

conversations about politics, assemblies

to enhance awareness of diversity and

civil rights, and structured time for di-

verse classmates to come together.

In this push to improve the school

socioemotional climate, it is also essen-

tial to protect BIPOC students, educa-

tors, and families to ensure that such

initiatives do not impose a “minority

tax.”21 In our focus groups, we observed

a sense of weariness among BIPOC

individuals, an example of what is

known as “Black fatigue”: physical and

mental strain faced by BIPOC indivi-

duals as a result of the persistent and

intergenerational impact of racism.22 As

mentioned, racial healing cannot levy

the added burden on BIPOC individuals.

If true liberation and empowerment are
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to occur through racial healing, White

individuals should proactively engage

and stand up as allies with intentional

learning and unlearning. Racism cannot

be undone without White individuals

so far as we live in a White supremacist

world.

Develop Macro-Level
Systems of Support

All the groups suggested macro-level

systems of support in advancing the

need for racial healing. Participants

highlighted the importance of increas-

ing the number of mental health and

counseling professionals in schools

who can support the process of racial

healing. Suggestions included creating

parent–teacher apps to improve com-

munication, increasing support, includ-

ing funding and resources to allow

difficult classroom discussions and

conversations about race, and adding

trained professionals to help in imple-

ment these suggestions. A BIPOC edu-

cator aptly summarized: “Looking

ahead, there’s just so much unknown.

We don’t know how [current events

are] going to impact these kids. . .I think

just really having those resources ready,

the professionals out there that can

help us navigate some of these difficult

situations.” Another BIPOC educator

addressed why we need preventive

strategies intersecting race relations

and socioemotional well-being in

schools: “The suicide rate is up, drug

use is up, alcohol use is up; we have

got big issues coming.”

The benefits of developing systems

of support for BIPOC individuals were

evident in our study. At the end of our

focus groups, our BIPOC participants,

despite sharing that they felt over-

whelmed, often expressed appreciation

for the conversation and relief that it

had occurred.

RACIAL HEALING
AND BEYOND

We believe that schools should play an

essential role in addressing the impact

of racial trauma and stress and engag-

ing in antiracism efforts across the

spectrum of interpersonal, institutional,

and structural barriers,20 and partici-

pants in the dialogues seemed to

agree. Although there are significant

challenges in K–12 schools in addres-

sing the impacts of racism,20 we need

to redouble efforts to prevent poor

socioemotional outcomes caused by

racial stress and trauma. Given Florida

governor Ron DeSantis’s recent deci-

sion to prevent the teaching of Black

history in schools, urgent attention is

needed to curb the impact of such

structural assaults on teaching about

racism; there is a strong likelihood that

other states will follow suit with similar

policies.23

These types of backlash further dem-

onstrate the need for collective racial

healing. We, as a country, are suffering

from divisive thinking that in countering

racist history, we somehow diminish

the accomplishments of this country.

Learning from history and standing

against racism will be an enormous feat

as a society. Legislative action at the

federal level is necessary to elicit sup-

port and protection for racial healing

work. Lobbying legislators to take a

stand on racism and support racial

healing is necessary. Most important,

White and BIPOC individuals must work

together toward racial healing. We all

need to heal.

Racial healing must come first to

achieve socioemotional well-being

among all students. This truly is the

first step toward achieving health equi-

ty among school-aged children, and

this healing must occur across ethnora-

cial groups, students, and adults. As the

students held firm to their hope in our

focus groups, we must be as hopeful

as they are that schools can be sites of

healing and liberation and catalysts for

societal changes. Our young people

deserve nothing less.
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Individuals aged 13 to 24 years ac-

count for one out of every five new

HIV diagnoses in the United States.1 The

commercial sexual exploitation (CSE) of

children is a major risk factor for trans-

mission of HIV and other sexually trans-

mitted infections.2 CSE is a complex

crime encompassing recruitment of min-

ors for the performance of commercial

sex acts, buying sexual services, and

“survival sex” or the exchange of any

sexual activity for basic needs regardless

of the monetary value.2 While children

from every demographic in the United

States have experienced CSE, minori-

tized adolescents—particularly those

identifying as racially/ethnically minori-

tized or minoritized because of sexual

preference or gender identity (lesbian,

gay, bisexual, transgender, queer or

questioning, or other [LGBTQ1]) are dis-

proportionately vulnerable.2

The substance abuse, violence, and

HIV/AIDS syndemic refers to the docu-

mented clustering of substance abuse,

violence (including CSE), and HIV among

marginalized groups.3 A syndemic lens

views these phenomena as interrelated

health disparities occurring within a

broader milieu of power relations, trau-

ma, and structural inequities.3 A syn-

demic approach to CSE prevention

recognizes the contribution of social

environments to vulnerability and cen-

ters families and communities as key

protective resources.4

Family-based public health interven-

tions must shift away from the historical

focus on individual risk factors (e.g.,

gender, race, sexual orientation) to ade-

quately consider how identity, historical

trauma, and systemic and internalized

oppression (sexism, racism, homopho-

bia, and transphobia) affect minoritized

individuals’ vulnerabilities and dispropor-

tionate exposure to adversity.2 Key to

preventive public health approaches is

recognizing that adversity-impacted ado-

lescents who simultaneously experience

adverse childhood experiences, financial

strain, and housing instability are most

vulnerable to CSE, substance use, and

HIV infection. While racially/ethnically

minoritized adolescents navigate added

burdens of racial stress, trauma, and dis-

crimination, their parents are shoulder-

ing the added responsibility (and stress)

of enabling their children to cope with

racism and discrimination.5 Public health

practitioners working with high-risk

populations must therefore be careful

not to perpetuate narratives about min-

oritized families that fail to examine how

oppressive power structures impede

healthy family functioning.6

Positive parenting is associated with

adolescent resilience and favorable

health and developmental outcomes.7

Viewed from a syndemic framework,

resilience becomes an ecological con-

struct because it takes more than indi-

vidual capacity to adapt positively under

conditions of adversity and traumatic

stress.6 Our work uses strengths-based

approaches to disrupt interconnected

risk factors through the implementation

of family-based preventive interventions

that promote positive parenting and

family resilience through targeting fami-

ly functioning, communication, and co-

hesion. In addition, families must find

cultural meaning in the services and

resources made available to them.6

The cultural tailoring of preventive family
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interventions with demonstrated efficacy

among at-risk adolescents, therefore,

offers a pragmatic pathway to successful

integration of evidence-based interven-

tions to benefit populations at highest

risk for CSE, substance use, and HIV.

Our adaptation of “Support To Re-

unite, Involve, and Value Each other”

(STRIVE),8 offers one such example.

STRIVE, a five-session manualized psy-

choeducational family intervention that

incorporates cognitive behavioral ther-

apy strategies to facilitate development

of communication skills, problem solv-

ing, and creating a positive family atmo-

sphere has demonstrated efficacy in

reducing substance use, risky sexual

behavior, and delinquent behaviors

among racially/ethnically minoritized

adolescents aged 12 to 17 years with

lived experience of homelessness. We

adapted STRIVE for implementation

among racially/ethnically minoritized

adolescents with lived experience of

homelessness at risk for CSE in Chicago,

Illinois.9 Educational content for adoles-

cents and parents or caregivers on

healthy relationships and CSE was

added to original STRIVE content. The

adapted (STRIVE1) intervention aimed

to reduce risk for CSE through educa-

tion and promoting a positive family

atmosphere by targeting improved

communication and problem-solving to

disrupt negative trajectories leading to

the adolescent running away or being

kicked out of the home.

We piloted STRIVE1 using a longitudi-

nal mixed-methods design with seven

racially/ethnically minoritized adoles-

cents (aged 12–17 years) with recent

lived experience of homelessness and

their parents or caregivers (six parents

and one grandparent). We defined lived

experience of homelessness broadly to

include being without a safe and stable

home, living in a shelter, having contact

with the child welfare or juvenile justice

system, running away from home, or

being asked to leave the family home

at least once overnight in the past six

months. Results are reported else-

where.10 The purpose of the current

editorial is to share lessons learned

from implementing the adapted STRIVE1

intervention to aid public health practi-

tioners working with high-risk minori-

tized adolescents and their families.

These lessons derive from qualitative

findings from semistructured interviews

with participants and our experiences

piloting the adapted intervention.

WHOLE HOUSEHOLD
STRENGTHS-BASED
FAMILY INTERVENTIONS

From the start, STRIVE1 worked to

build upon existing strengths by creat-

ing a positive atmosphere between the

adolescent and parent. Participants

immediately recognized the value of fo-

cusing on positive aspects of the family

and emphasized the value of offering

STRIVE1 to additional household mem-

bers beyond the enrolled dyad, ideally

extending the intervention to the entire

household when feasible. We enrolled

only one adolescent at a time, even in

cases where multiple adolescents in

the same family were eligible. However,

participant feedback highlighted how

family dynamics are created and influ-

enced by more than just the enrolled

dyad and suggested extending the in-

tervention to all interested members

of the household. As one adolescent

explained, “It should be all about involv-

ing the entire household, ’cause most

siblings and most adults kind of really

need just to sit down and understand

one another.”

Participants shared how STRIVE1 fa-

cilitated communication among house-

hold members and emphasized that

extending the intervention to the entire

household may further improve house-

hold communication. Parents addition-

ally identified their need for support in

improving relationships, particularly

with adolescents they regarded as defi-

ant or with whom the relationship was

already strained. Participants suggested

that STRIVE1’s promotion of constructive

dialogue and positive family atmosphere

may work preventively to preempt beha-

viors such as kicking defiant adolescents

out of the home or adolescents leaving

home without permission. As one moth-

er shared, “It wouldn’t necessarily be [for

just kids] experiencing homelessness or

kids that’s a runaway. I would say kids

that [are] on the verge of running away

or parents that don’t quite know how to

talk to their children.”

Recruitment challenges are a com-

mon barrier to effective implementa-

tion of family-based interventions, and

attempting to enroll entire households

may further challenge recruitment

efforts. Therefore, when implementing

family-based interventions with enrolled

participants, we suggest offering the

intervention to additional interested

household members as feasible to am-

plify potential benefits.

PRIORITIZING CULTURAL
RELEVANCE

Limited resources can create competing

priorities when piloting new or adapted

interventions in the community. Howev-

er, prioritizing cultural relevance is crucial

for advancing our understanding of

implementing impactful interventions in

communities who need themmost. We

intentionally adapted STRIVE1 with cul-

tural and contextual relevance in mind.9

To be inclusive of multiple, intersecting

identities among adolescents targeted

for recruitment (e.g., Black and LGBTQ1),
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we included both adolescents and com-

munity stakeholders with expertise work-

ing with each of these identities in the

adaptation process. We also prioritized

cultural relevance by employing a diverse

study team representative of those we

were trying to recruit.11 Even when

teams are not diverse, ensuring cultural

humility should be an intentional effort.11

Central to prioritizing cultural rele-

vance is embracing a paradigm shift

away from cultural competence frame-

works that have further contributed to

discrimination and marginalization of

certain populations and toward a cul-

tural humility approach.12 Cultural hu-

mility includes positioning oneself as

a lifelong learner who continually

engages in self-reflection and critique

while seeking to build foundational

relationships through respectful com-

munication, feedback, and mutual

learning.13–15 Through acknowledging

power imbalances and implicit biases,

respectful partnerships facilitate institu-

tional accountability and truly center

trauma-informed care.15 We centered

a cultural humility approach in the

training of team members facilitating

STRIVE1 as well as through weekly

working alliance measures and check-

ins conducted to ensure participant

satisfaction and acceptability.

In addition to cultural humility, elimi-

nating language barriers is an impor-

tant component of cultural relevance.

Participants suggested STRIVE1 be

made available in languages besides

English to enable participation of non–

English-speaking family members and

families who would otherwise not be

able to participate. One adolescent

shared, “If STRIVE1 had Spanish . . . I

think my mom and my grandma could

have a benefit. They’re both adults now,

but there are certain things that they

could benefit from. . . . They don’t com-

municate enough when it comes to

serious topics emotionally.” Restricting

small pilots to English speakers has been

justified on the basis of inadequate

resources as it can be expensive and

time-consuming to translate materials

and support additional staff needed to

implement the intervention. However,

funders may also be more supportive

of implementing adapted interventions

with demonstrated efficacy rather than

interventions with unknown benefit. Re-

gardless, cultural relevance should be

prioritized in pilot budgets to ensure

adapted interventions can be adequately

piloted within the targeted population.

MAXIMIZING FLEXIBILITY
FOR PARTICIPANT NEEDS

STRIVE1 was delivered through

in-person sessions at community loca-

tions convenient to participants, includ-

ing school-based health centers and

homeless shelters. Designing the

adapted intervention to be mobile

proved critically important for partici-

pant recruitment and retention. When

the COVID-19 pandemic impacted

everyone’s mobility, we subsequently

shifted to virtual STRIVE1 sessions.

While virtual recruitment proved less

than ideal, engaging with those already

enrolled via phone or video was found

to facilitate continued engagement

even one year after the intervention.

For in-person STRIVE1 sessions, we

provided participants with bus passes

to offset transportation costs, and feed-

back indicated that this was an impor-

tant factor for participant engagement.

As one parent explained, “I’m unem-

ployed, so I have no income. The trans-

portation on my end, it was really hard,

but then they started providin’ the bus

card, so that helps a lot.”We initially dis-

tributed bus cards during sessions so

they could be used for the ride home

and to the next session, but soon

realized that some families needed the

bus pass to get to the session that day.

We subsequently ensured participants

received bus passes before each ses-

sion. Assessing attendance challenges

may illuminate unique needs and sub-

sequently adjusting available resources

may result in improved intervention

retention.

In addition, we learned that offering

family-based interventions in a hybrid

manner offers the most flexibility and

potential for maximizing participant en-

gagement and retention. For example,

some participants reported a prefer-

ence for the STRIVE1 in-person ses-

sions. As one adolescent remarked,

“I actually prefer in person to be honest

because it’s different. Everyone’s in

the same space.” A caregiver similarly

explained, “I definitely would prefer it in

person . . . ’cause talkin’ over the phone,

or on video, is just not the same as ac-

tually talkin’ to someone in person. I

was more comfortable actually sittin’ in

the room, seein’ someone look me in

my eyes and literally payin’ attention . . .

was more comfortable for me.”

However, other participants described

wanting greater flexibility, expressing

their preference for the virtual sessions

and wishing the virtual format had been

offered before the pandemic as well. As

one adolescent explained, “I like them

being held on video ’cause sometimes it

be hard tryin’ to get over there.” Another

adolescent shared, “. . . at the time I was

very busy, and I had a lot on my plate,

and, if they woulda had these video calls

then, it woulda been way easier on me

’cause then I wouldn’ta had to worry

about being in two different places at

the same time.”

Some participants suggested offering

maximal flexibility by offering a “hybrid”

video option during in-person STRIVE1

sessions so that even if unforeseen

barriers arose, they would still be able
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to attend sessions. We suggest hybrid

options offer maximal flexibility at mini-

mal impact to study budgets. It may be

difficult to predict individual barriers

among intervention participants (e.g.,

some may not have access to stable

Internet connection to access virtual

meetings, whereas others may still be

unable to travel to and from in-person

sessions regardless of bus passes be-

ing provided), and offering the most

flexibility offers maximal accessibility

and participant retention.

INSIGHTS FOR PUBLIC
HEALTH PRACTITIONERS

While the intergenerational transmis-

sion of trauma has garnered a lot of at-

tention lately,16 less attention has been

given to intergenerational transmission

of resilience in response to trauma.

Our work with young people with lived

experience of homelessness focuses

on teaching adolescents and the posi-

tive, supportive adults in their lives how

to build on family strengths to develop

the necessary skills to thrive despite

adversity.11,17–19 Positive family connec-

tions are important for healthy develop-

ment, yet families of racially/ethnically

minoritized adolescents are often over-

looked in interventions or viewed as

problematic rather than a potential

resource for improving adolescent

health.5 Engaging families as a protec-

tive factor serves as a key disruptor to

syndemic risk factors.20 We share les-

sons learned from our pilot work with

one family intervention for adolescents

at risk for CSE, HIV, and substance

use to aid public health practitioners

working with vulnerable adolescents and

their families. These lessons include wel-

coming entire households, incorporating

cultural tailoring, and offering maximum

flexibility while assessing and responding

to participant needs.

We understand the challenges inher-

ent in integrating family interventions

into public health practice to benefit

adolescents and their families at high-

est vulnerability.21,22 Just as substance

use, violence, and AIDS/HIV are inter-

twined, so are adolescents, parents,

families, and communities. Focusing on

the social environments of adolescents

at risk for CSE, substance use, and HIV

is critical to our prevention efforts.23

As adolescents’ resilience depends on

family and community systems being

able to provide adequate resources,23

effective prevention efforts hinge on

our ability to strengthen those systems

through well-planned community-

based engagement and family-based

interventions.
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Investigations of the impact of ad-

verse childhood experiences (ACEs)

on health outcomes have been of ma-

jor public health importance in the past

several decades. The original studies of

ACEs were monumental because they

unveiled that seemingly common

family-level childhood stressors (e.g.,

maltreatment, family dysfunction) af-

fected individuals’ health throughout

their lifetime.1 Individuals who experi-

ence ACEs, which are stressful and po-

tentially traumatic experiences during

childhood, are more likely to engage in

substance use2,3 and suffer from the

main leading causes of death (e.g., car-

diovascular and respiratory diseases,

cancer).4 However, a major limitation of

the original ACE studies was that parti-

cipants were mostly White, middle-

income, highly educated adults.5 Thus,

although public health interventions

have been developed to target ACE

prevention and detection, these were

developed while the experiences of a

substantial portion of the population

were neglected. In addition, assess-

ments of community-level stressors

that particularly affect racially/ethnically

minoritized and economically diverse

populations, many of which are rooted

in structural racism and discrimina-

tion,6 remain excluded from this work.

We argue that it is imperative to ex-

pand the conceptualization and assess-

ment of adversity in substance use

research, as exposure to both family-

and community-related ACEs (e.g., com-

munity violence, discrimination) increases

the risk of alcohol and drug misuse,

which is causally associated with disease,

disability, and early death. We posit that

increasing the number of studies focused

on examining the ways community-level

adversities affect substance use risk is

crucial in health equity research, as

community-level adversities dispropor-

tionately affect individuals of color and

those of low-income backgrounds.

ADVERSITIES ROOTED IN
STRUCTURAL RACISM
AND DISCRIMINATION

To elucidate pathways affecting the

health of minoritized communities, it is

necessary to expand our understanding

of what constitutes adversities, and how

we measure them. The Philadelphia

ACEs Study was launched with the goal

of identifying childhood adversities par-

ticularly salient to racially/ethnically and

socioeconomically diverse participants

residing in urban settings.5 Results from

the study showed that, among this pop-

ulation, certain adversities were de-

scribed as being more salient stressors

than those traditionally captured in

most ACE studies7 (herein referred to

as “traditional ACEs”). For example, pa-

rental separation was deemed a less

salient stressor during childhood than

community violence and economic

hardships.7 These “expanded ACEs”

include experiencing poverty, discrimi-

nation, bullying, community violence,

migration-related stressors, and foster

care involvement.7,8 Expanded ACEs are

mainly community-level stressors and

differ from traditional ACEs, which focus

on family-level adversities (e.g., abuse

and neglect, household dysfunction).8

Subsequent studies on expanded ACEs

have been conducted, including sec-

ondary data analysis of a prospective

longitudinal study that followed a major-

ity low-income Black cohort. Twenty

percent of this cohort only endorsed

expanded ACEs,9 meaning that had

they been surveyed for traditional ACEs

only, they would have been incorrectly

assessed as not exposed to ACEs.

Expanded ACEs reflect stressors that

are fundamentally caused by structural

racism and structural violence and play

out in policies and practices that per-

petually marginalize communities of

color.6,10 Many expanded ACEs, such as

living in an unsafe neighborhood or

experiencing poverty, represent experi-

ences that are concentrated in particu-

lar geographic areas, whereas others,

such as experiencing racism or the
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deportation of a family member, are

predominantly experienced by indivi-

duals from racially/ethnically minori-

tized groups. The conceptualization of

these ACEs cannot be separated from

the social environment or from the

intergenerational impacts of segrega-

tion, historical trauma, and racial trau-

ma.6 Fundamental cause theory

demonstrates how socioeconomic sta-

tus and racism are persistent and en-

during causes of health inequities, even

though the specific mechanisms linking

these fundamental causes with health

outcomes can change over time.11–13

These two fundamental causes can

work in concert (e.g., structural racism

causes socioeconomic inequality) but

also separately (e.g., racial inequalities

in health outcomes persist even when

socioeconomic status is held equal

between two groups). Williams et al.13

highlighted how racism operates to

affect health via structural factors, includ-

ing residential segregation, concentrated

poverty, disproportionate incarceration,

and anti-immigrant policies; these in turn

result in the disproportionate impact of

toxic stress on children of color over the

lifespan.14 Studying how racism and in-

equality shape exposure to traditional

and expanded ACEs, and how these in

turn affect substance use outcomes,

therefore requires conceptual and

methodological attention to analytic

approaches that model complexity, dy-

namic change over time, and interac-

tions between individuals and their

environment.

EXPANDED ADVERSITIES
AND THEIR ROLE IN
SUBSTANCE USE

Racial/ethnic disparities in substance

use have been previously documented,

but research on why and how these

disparities exist in the first place remains

underdeveloped.15 The ACE literature

has established that experiencing

traditional ACEs increases the risk of

developing substance use disorders in

adulthood (for a review, see Leza et al.3).

Theoretical frameworks linking ACEs and

health outcomes throughout the lifetime

posit that exposure to ACEs can lead to

impairments in socioemotional, cogni-

tive, and biological domains.16 There-

fore, individuals with these disruptions

in development can adopt health-risk

behaviors, such as substance use, to

cope with stress, which then places

them at higher risk for disease, disability,

and early death.17 Given that expanded

ACEs are rooted in structural racism and

discrimination, substance use may be a

major mechanism linking ACEs and poor

health in racially/ethnically minoritized

individuals.

Research on traditional ACEs and sub-

stance use consistently finds that indivi-

duals exposed to traditional ACEs are

more likely to engage in alcohol and

drug misuse, and develop a substance

use disorder.3 However, investigations

into racial/ethnic differences in the as-

sociation between traditional ACEs

and substance use have yielded mixed

findings. For instance, although the as-

sociation between traditional ACEs and

alcohol use was weakest for White

respondents compared with racially/

ethnically minoritized individuals, the

relation between traditional ACEs and

illicit drug use was significant only for

White and Asian/Pacific Islander respon-

dents.18,19 This type of nuanced finding

points to the possibility that the behav-

ioral risks associated with traditional

ACEs vary among racially/ethnically di-

verse groups, and it merits additional

attention.

It is plausible that other risk patterns

specific to racial/ethnic subgroups will

emerge as studies examining expand-

ed ACEs increase. For example, Latinx

youths experiencing the expanded ACE

of deportation–migration stressors had

higher odds of alcohol use than those

who did not experience them.20 Re-

search suggests that, in addition to

being differentially affected by ACEs,

certain groups are also disproportion-

ately exposed to them. Black youths

were more likely to experience expand-

ed ACEs, whereas White youths were

more likely to report traditional ACEs.21

Researchers have also found that

males are more likely to experience ex-

panded ACEs (e.g., community violence)

and females are more likely to experi-

ence traditional ACEs, although these

findings are not specific to race/

ethnicity.5,9 Thus, an intersectional ap-

proach, such as one that examines

ways in which individuals with multiple

marginalized and minoritized identities

experience ACEs, is needed but

remains underdeveloped.

Most studies have not explicitly

examined ways traditional ACEs differ-

entially affect racially/ethnically minori-

tized groups. Further, no studies to our

knowledge have studied racial/ethnic

differences in studies focused on ex-

panded ACEs and substance use, but

expanded ACEs have been associated

with health risks such as substance mis-

use and a history of sexually transmitted

infections.7 Moving forward, we need to

incorporate both traditional and ex-

panded ACEs into studies that are ade-

quately powered to assess differential

levels of risk for population subgroups.

By doing so, we will gain a deeper un-

derstanding of risk and resilience path-

ways for racially/ethnically minoritized

groups that move beyond those narrow-

ly defined by traditional ACEs models,

which were derived from the experi-

ences of White and middle-income
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participant samples. If certain ACEs are

related to substance use for some

racial/ethnic groups and not others, it is

imperative to identify which protective

mechanisms are at play to harness

those findings into prevention efforts.

TARGETING
INTERVENTIONS TO
REDUCE DISPARITIES

Although ACEs are assessed via a

checklist and their cumulative scores

are used to estimate health behaviors,

all ACEs do not “weigh” equally. For in-

stance, in traditional ACE studies,

sexual abuse has a stronger weight

than other ACEs in predicting health

outcomes in the general population.22

Elucidating pathways of risk for tradi-

tional and expanded ACEs among

racially/ethnically minoritized indivi-

duals will better allow us to target inter-

ventions aimed at eliminating racial/

ethnic health disparities.

A multilevel conceptualization of

ACEs, including expanded ACEs,

emphasizes the structural and social

determinants of ACEs exposure,23

including income inequality and struc-

tural racism. Moreover, a multilevel

conceptualization also illuminates how

traditional ACEs are related to social

conditions. For example, at the commu-

nity level, financial stress and high rates

of unemployment can increase the like-

lihood an individual is exposed to

adversities within the home. At the na-

tional level, immigration policies and

enforcement practices result in

individual-level trauma that affects the

health of children of immigrant-origin

parents.10 Increased societal aware-

ness of the impact of ACEs has led to a

focus on identifying ACEs in childhood

to provide appropriate interventions

and mitigate the impacts of these

potentially traumatic events. However,

if these efforts are focused only on

individual-level interventions for coping

with trauma, they risk pathologizing

individuals and families without chang-

ing the underlying social conditions

that cause trauma in the first place.

Efforts to address expanded ACEs

should include upstream interventions

at the community and structural

levels—rather than focusing only on

the individual level—to more effectively

address racial/ethnic mental health dis-

parities.24 Disparities-reducing,

evidence-based community interven-

tions range from policies focused on in-

creasing generational wealth11 to

place-based interventions that address

social and environmental conditions by

leveraging community expertise and

cross-sector collaborations.14

Approaches such as these may be par-

ticularly powerful in decreasing expo-

sure to expanded ACEs because they

increase family economic stability and

improve neighborhood conditions. For

example, in a recent cluster random-

ized trial focused on predominantly

Black neighborhoods with high percen-

tages of low-income households, South

et al.25 demonstrated that remediation

of abandoned houses was associated

with reduced weapons violations and

reduced gun assaults in those neigh-

borhoods. For both traditional and

expanded ACEs, an emphasis on

addressing these structural and social

conditions via policies and structural

interventions will have a greater impact

on disparities in ACE exposure than

attempting to mitigate the impact of

these adversities at the individual level.

Given that socioeconomic status and

racism are fundamental causes of

health disparities,12 including dispro-

portionate exposure to expanded ACEs

and their health effects, structural

interventions aimed at reducing socio-

economic inequalities and dismantling

racist policies and practices are neces-

sary to make long-term progress in im-

proving health equity.

CONCLUSION

Investigations into the impact of ACEs

and health outcomes in the past de-

cades have focused on the causal im-

pact of ACEs on disease and early

death—the last two levels of the ACE

conceptual model.17 The expansion of

the ACE framework to include expand-

ed ACEs is a way to address a critical

gap in the original ACE study—namely,

a focus on how social and structural

inequalities further shape adversity. We

urge the field to shift the focus to the

first two levels of the ACE conceptual

model—(1) generational embodiment

and historical trauma and (2) social

conditions and local context17—by

expanding the conceptualization and

assessment of adversities in future sub-

stance use studies. In turn, this knowl-

edge can advance structural and

community-level interventions to pre-

vent ACEs and promote health equity.
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See also Hampton-Anderson et al., p. S140.

Across clinical settings, significant

racial disparities exist in access to

and the quality of mental health ser-

vices. Relative to other racial/ethnic

groups, Black youths are universally un-

derserved in mental health care, de-

spite the profoundly increasing rates of

unmet psychological need within this

population.1 Although the reasons be-

hind these disparities are multifaceted,

attention is often placed on individual-

or community-level characteristics (e.g.,

stigma, mistrust, socioeconomic fac-

tors) to explain why such disparities

continue to persist. However, public

health professionals (PHPs) may also

contribute to and perpetuate these dis-

parities, as their lack of culturally re-

sponsive training and mentorship leave

them ill-equipped to appropriately re-

spond to the unique challenges that

Black youths encounter in our highly

racialized society.2

The article by Hampton-Anderson

et al. (p. S140) is an important contribu-

tion to the literature; it asserts that the

reduction of mental health care dispari-

ties is closely tied to the provision (or

lack thereof) of culturally relevant train-

ings and mentorship to PHPs. Specifi-

cally, the authors ground their article

within a socioecological framework and

articulate the critical need for culturally

responsive trainings and mentorship

across three key areas. First, they con-

tend that training and mentorship are

needed to bolster the awareness and

skills of PHPs to understand how risk

and resilience among Black youths are

shaped by social and cultural factors

embedded across ecological systems

(e.g., schools, neighborhoods). Second,

Hampton-Anderson et al. assert that

training and mentorship are also need-

ed to assist PHPs in flexibly balancing

treating and advocating for Black

youths seeking mental health services

who may also be navigating inequitable

systems and policies that may further

compound presenting problems (e.g.,

encounters with law enforcement).

Third, they note that training and

mentorship are needed to enhance

case conceptualization and approaches

to treatment selection from a

strengths-based perspective. They call

upon such case conceptualizations to

build upon cultural strengths, values,

and practices (e.g., incorporation of the

family) to address presenting concerns

more effectively. Targeting training as

an intervention point to reduce dispari-

ties has significant downstream effects

that can fundamentally alter how future

generations of PHPs are taught, how

clinical interventions are approached,

and how issues pertaining to race and

culture are prioritized within clinical

practice.

Collectively, the recommendations in

the article underscore that systems-

level changes are a necessary but not

sufficient step to promote positive

mental health outcomes among Black

youths. In other words, increasing ac-

cess to mental health care services has

relatively little impact on reducing dis-

parities if providers are not competent-

ly trained to address the needs of the

populations requiring such services. In-

deed, despite changes in policy (e.g.,

Children’s Health Insurance Program)

and clinical practice approaches (e.g.,

telehealth) that aim to reduce barriers

to mental health care access and en-

gagement, significant racial disparities

remain.3 Further, scholars have found

that PHPs may not possess a strong

understanding of how health systems

shape health disparities.4 Critically,

even when current or emergent PHPs

have an awareness of structural bar-

riers that hinder mental health treat-

ment access and engagement, PHPs

still disproportionately focus on individ-

ualistic factors that unduly fault clients

of color for not accessing or completing

mental health services.5 Thus, systems-

level change without foundational-level
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training for PHPs that focuses on how

or why such change can promote equi-

table service delivery may inadvertently

create resistance from practitioners,

agencies, and institutions. This resis-

tance may reinforce racially biased

beliefs and attributions as to why racial

inequities persist that ultimately inform

how Black youths are perceived and

served in mental health care.

Importantly, although education and

mentorship focusing on systems and

structures of inequity are critical in the

development of culturally competent

PHPs, so too are opportunities to learn

about and incorporate cultural

strengths into mental health care prac-

tices. However, Hampton-Anderson

et al. explain that conventional educa-

tion and mentorship approaches often

build from and reinforce deficit-based

frameworks that unduly emphasize risk

without highlighting cultural strengths

that Black youths possess across eco-

logical systems. This deficit-based

approach is also embedded within

standard evidence-based treatments,

which seldom allow space for PHPs to

integrate and target cultural strengths

(e.g., racial identity, racial socialization)

that may be useful in mitigating pre-

senting problems. Concerningly, the ex-

clusion of cultural strengths in clinical

interventions has been highlighted as a

primary contributing factor to poorer

engagement and treatment completion

rates among Black youths.6 As such,

there is significant value in teaching

PHPs strength-based paradigms and

culturally relevant strength-based inter-

ventions, which have been associated

with reductions in mental health con-

cerns, including racism-related stress

and trauma among Black youths.7 In

addition, competency in strength-

based case conceptualizations and

treatment approaches would facilitate

important opportunities for advocacy

across ecological settings,8 which is

particularly important given recent

pushes for interdisciplinary clinical

health teams and community-based

mental health approaches. As an exam-

ple, engaging with stakeholders about

Black youths from a culturally informed,

strength-based framework holds prom-

ise to contextualize and normalize pre-

senting problems, while reducing or

challenging inequitable diagnostic pat-

terns that disparately label Black youths

with more severe behavioral problems.

As Hampton-Anderson et al. adeptly

note, culturally responsive courses

need to be embedded within curricula

as opposed to being a supplement to

PHP education. However, there are a

myriad of structural barriers that pre-

vent the widespread adoption of suc-

cessful pedagogical approaches that

broach topics of multiculturalism, race,

and racism,9 and these barriers have

significant downstream consequences

that contribute to inequities in clinical

practice. For example, despite the

growing awareness of health disparities

and systemic inequity across mental

health professions, courses pertaining

to diversity and multiculturalism sel-

dom exist and, even when they do, are

rarely required for students to earn

their degree.10 The general lack of

courses may be closely tied to the rela-

tive racial homogeny of mental health

care providers, who are overwhelmingly

White. Indeed, White individuals often

have difficulty with effectively teaching

content or facilitating discussions relat-

ing to race and racism,11 which may

lead to such topics being taught super-

ficially, in isolation from other course-

work, or not at all. And yet, when clinical

training integrates topics of race and

culture, such issues are more likely to

be explored in clinical practice, and can

considerably bolster rapport, engage-

ment, and treatment outcomes.12

Thus, there is a critical need to inte-

grate and prioritize curricula that train

current and future PHPs to be knowl-

edgeable and conversant on topics per-

taining to issues of race, racism, and

structural inequity, so as to enhance

the quality of teaching and care provid-

ed to clients of color. However, doing

so necessitates systemic change across

academic institutions and clinical

settings that prioritize (1) the diversifi-

cation of the PHP workforce, (2) an em-

phasis on required courses pertaining

to diversity science, and (3) ongoing

multiculturalism trainings for PHPs in

teaching and mentorship roles.

In conclusion, the present article by

Hampton-Anderson et al. highlights

that racial disparities in mental health

care among Black youths reflect a mul-

tidimensional issue that stems in part

from the lack of culturally relevant

teaching and mentorship provided to

PHPs. It is clear that systems-level

change targeting macro-level policies

and practice is required to reduce men-

tal health care disparities. However,

systems-level change is also needed to

augment training programs that bolster

PHP’s multicultural awareness, knowl-

edge, and skills to address important

issues pertaining to race, culture, and

inequity that are too often minimized in

mental health care.
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Activity Space Assessments to
Investigate Neighborhood Exposure
to Racism-Related Stress and Related
Substance Use Among Young Black
Men: Connecticut, 2019
Tamara Taggart, PhD, MPH, Yusuf Ransome, DrPH, MPH, Ashley Andreou, MPH, Insang Song, MA, Trace Kershaw, PhD, and
Norweeta Milburn, PhD

Objectives. To use activity space assessments to investigate neighborhood exposures that may

heighten young Black men’s vulnerability to substance use and misuse.

Methods.We surveyed young Black men in New Haven, Connecticut in 2019 on the locations (activity

spaces) they traveled to in a typical week and their experiences of racism and any alcohol and cannabis

use at each location.

Results. A total of 112 young Black men (mean age523.57 years; SD5 3.20) identified 583 activity

spaces. There was significant overlap between racism-related events and substance use (alcohol and

cannabis use) at specific locations. Areas with a higher prevalence of violent crime also had a greater

frequency of racism-related events and substance use.

Conclusions. An activity space approach is a promising method for integrating objective and subjective

experiences within neighborhood contexts to better understand the frequency and co-occurrence of

racism-related stress and substance use among young Black men. (Am J Public Health. 2023;113(S2):

S136–S139. https://doi.org/10.2105/AJPH.2023.307254)

Young Black men experience a

disproportionate amount of

racism-related stressors, including

social disadvantage, violence, and ag-

gressive and racialized policing.1

Racism-related stress (the physical

embodiment of these stressors) is a

unique predictor of psychosocial dis-

tress and is associated with negative

health outcomes, including alcohol and

cannabis misuse among young Black

men.2,3 Neighborhoods have historical-

ly been a consistent source of racism-

related stressors, which manifest

through racialized risk environments.

Racialized risk environment models

conceptualize how physical, social, eco-

nomic, and political components of a

space can be racialized to perpetuate

racial health inequities and maintain

structural oppression.4 Current con-

ceptualizations of neighborhoods often

focus on racialized policing, which may

be modified through legislative policy

(e.g., reorganizing police funding).5

Missing, however, is the centering of

young Black men’s subjective experi-

ences in these neighborhoods. We

discuss 1 method to investigate neigh-

borhood contexts that may advance

research and interventions to address

young Black men’s vulnerability to alco-

hol and cannabis use.

Despite recent advances, methodo-

logical weaknesses for assessing neigh-

borhood effects on health remain.6

First, these methods do not adequately

capture how neighborhood contexts

are experienced differently by indivi-

duals during their routine activities.

Second, reliance on residence alone to

determine risk can lead to inaccuracies
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and does not account for the extra-

neighborhood settings young people ex-

perience during their routine activities.

Third, current methods often focus on 1

risk factor at a time but rarely investigate

the colocation and co-occurrence of risk.

An activity space approach has the

potential to address these limitations

by providing information on how indivi-

duals perceive and experience the

varied social and physical spaces they

inhabit during their daily activities.7 By

gathering specific information about

racism-related stressors, as well as sub-

stance use, within these spaces, we can

more thoroughly investigate the speci-

fic social and physical characteristics of

neighborhood structures that elevate

the co-occurrence of these health risks.

One key finding from the application

of racialized risk environment models is

that the proliferation of violent crime

within Black communities is a salient

driver of health risks. In this study, we

integrate components of activity space

assessments, racialized risk environment

models, and models of community vio-

lence to investigate the co-occurrence of

racism-related stress and substance use

among young Black men in New Haven,

a small urban center in Connecticut.

METHODS

We conducted a cross-sectional activity

space assessment of a community

sample of Black men in 2019. Eligible

participants were Black men aged 18

to 29 years who had resided in New Ha-

ven for at least 6 months, self-reported

vaginal intercourse in the past 3 months,

and were HIV negative. We recruited

participants using social media, flyers in

relevant venues, and community refer-

rals. We captured activity spaces using

an in-person ecological interview (i.e.,

activity space assessment) in which

participants listed and described all the

locations (activity spaces) they traveled

to in a typical week.7 For each location,

participants reported whether they used

any alcohol or cannabis at the location

(substance use; yes51 and no50) and

were unfairly treated, harassed, or ridi-

culed at the location (racism-related

event; yes51 and no50). Participants

who responded yes were provided a

checklist to select the reasons why

they thought they were unfairly treated

(e.g., race, gender, physical appearance,

and intoxication). We combined race

and physical appearance and coded it

“racism-related event” based on partici-

pants’ description of the event and

previous work with this population.8,9

Participants received a $25 gift card for

completing an activity space assessment

and a Qualtrics survey on demographics,

psychosocial factors, substance use, and

sexual behaviors. Detailed study meth-

ods are published elsewhere.9

We plotted the X–Y coordinates of

racism-related and substance use events

using ArcGIS (10.9; Redlands, CA). Using

publicly available New Haven police data,

we plotted the coordinates over violent

crime (e.g., robbery, assault, and crimes

involving firearms; Figure 1) to illustrate

how these health risks varied across 1

indicator of racialized risk environments.

We conducted a point pattern analysis

using the nearest distance analysis and

Ripley’s K-function to ensure that our sta-

tistics were unbiased.10 Nearest distance

measures whether the different events

co-occurred by calculating the summary

of the nearest distance from 1 type of

event to another. The Ripley’s K-function

computes the number of events within

the given distance from any event in the

data set. Under the null hypothesis of

complete spatial randomness, the

expected value of K̂ ðrÞ given the dis-

tance r is the same as the area of a

circle with radius r, pr2.11

RESULTS

A total of 112 Black men (mean age5

23.57 years; SD53.20 years) identified

583 activity spaces. They reported

186 substance use and racism-related

events; substance use events (n5156)

were reported about 2.5 times more

frequently than racism-related events

(n565) and 35 events co-occurred

(Figure 1). The mean nearest distance

between substance use and racism-

related events was 151.60 meters

(SD5417.97 meters). All events were

strongly clustered compared with the

pattern from the complete spatial ran-

domness hypothesis. We identified

significant event co-occurrence by

inspecting the observed data that were

not inside the 95% confidence envelope

from 999 Monte Carlo simulations. Areas

with a higher prevalence of violent crime

also had a greater frequency of sub-

stance use and racism-related events.

DISCUSSION

This study used activity space assess-

ments along with concepts from mod-

els of racialized risk environments and

community violence to identify racism-

related stress and its co-occurrence

with substance use. Our findings suggest

that the frequency and co-clustering of

these health risks vary by the distribu-

tion of violent crime within New Haven.

Comprehensive approaches to addres-

sing alcohol and cannabis misuse among

young Black men should attend to the

role of racism-related stress in substance

use. Interventions that seek to increase

health-promotive neighborhood con-

texts and reduce racism-related stres-

sors through community capacity

building and economic development

could be coupled with individual-level

capacitance and resiliency-building

RESEARCH & ANALYSIS

Research Peer Reviewed Taggart et al. S137

A
JP
H

Su
p
p
lem

en
t
2,2023,Vo

l113,N
o
.
S2



programs to promote positive coping

strategies that reduce substance use.1,12

Study findings support the utility of

activity space assessments as a method

to capture both the subjective and ob-

jective experiences of young Black men

in the neighborhoods they traverse.6

Conducting subjective and objective

assessments of an activity space may

provide a more nuanced understand-

ing of how young Black men perceive

risk, safety, and opportunity within the

locations they frequent—residential

and nonhome. This method also pro-

motes the design of location- and

event-based substance use prevention

interventions tailored to counter the

spatial manifestations of racism-related

stressors within neighborhood contexts.

Moreover, activity space assessments

may also facilitate the development of

individual- and community-level metrics

to assess subjective experiences, which

may lead to creating and assessing

identity-affirming spaces for young

Black men and policies to combat the

negative effects community violence

has on health.

Although it is cross-sectional, to our

knowledge, this is the first study to

examine the frequency and

co-occurrence of racism-related stress

and substance use employing an activity

space approach. It focused on 1 small

urban environment with high violent

crime and may not be generalizable to

other contexts. The methods used in

this study did not allow us to determine

whether 1 event preceded the other,

which will be important for future inves-

tigations. Future research may also

benefit from using activity space assess-

ments to determine how overlapping

marginalized social positions (e.g., so-

cioeconomic status and sexual

N
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Substance use–related events

Violence-Related Crime

37–70
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Total
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86–93

94–158
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11
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41
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44

FIGURE 1— Prevalence of Racism-Related and Substance Use Events Relative to Prevalence of Violent Crime:
New Haven, CT, 2019–2020

Note. Data on racism-related and substance use events were collected in 2019. We used 2020 police data for prevalence of violent crime.
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identities) may differentially heighten

health risks within neighborhoods.

PUBLIC HEALTH
IMPLICATIONS

An activity space approach is a promis-

ing method for integrating objective and

subjective experiences within neighbor-

hood contexts to better understand

racism-related stress and substance use

among young Black men.
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Redefining the Role of Public Health
Professionals Serving Black Youths
Seeking Mental Health Care:
Implications for Training
and Mentoring
Joya N. Hampton-Anderson, PhD, Derek M. Novacek, PhD, Jenny Zhen-Duan, PhD, Saundra Latimer, MPH, Tyler Perry, BA, and
Destini Renard, BA

See also Bernard, p. S133.

Attrition rates for Black youths in mental health treatment settings are high, and the extant literature

suggests this may be because treatment is not meeting their unique needs. Public health professionals,

defined here as all individuals who work to increase the well-being of youths, can play a major role in

changing these outcomes.

The purpose of this article is to suggest a broader scope of practice, or a redefined role, for public

health professionals who work with Black youths seeking outpatient mental health care and to explicate

ways in which training and mentoring can help accomplish this goal.

Bolstered by a socioecological conceptual model, we suggest 3 standards of practice that we believe

must be satisfied to meet the requirement for this redefined public health professional role: using a

sociocultural framework, exercising flexibility in one’s assigned role, and understanding and incorporating

culturally specific strengths and protective factors into care. (Am J Public Health. 2023;113(S2):S140–S148.

https://doi.org/10.2105/AJPH.2022.307194)

Untreated mental health concerns

among youths can negatively in-

fluence long-term emotional and physi-

cal health, making early intervention

necessary to reduce public health

impacts.1 Black youths experience a

number of unique, systemic stressors,

such as racial discrimination, increased

trauma exposure, and microaggres-

sions, that can cause or exacerbate

mental health distress.2 Furthermore,

as a result of stigma, healthy mistrust

of the medical establishment, and

experiences with clinicians providing

an unequal standard of care, standard

outpatient treatment models may not

meet the unique sociocultural needs of

Black youths, who are then less likely to

engage and remain in outpatient men-

tal health services.3–8

Minorities overall in the United States

have less access to adequate facilities

for mental health care than other groups.

Kodjo and Auinger reported that 8% of

distressed Black adolescents received

counseling services, as compared to 19%

of non-Hispanic Whites, even after con-

trol for income and parental education.9

According to another study, Black Ameri-

cans used medical care such as pharma-

cotherapy and psychotherapy for major

depressive disorder at a rate of 39.7%

(as compared with 54.1% among

Whites).10

These disparities, which are consis-

tent among Black Americans regardless

of age and gender and have persisted

for decades,11 are notable because

they mean that Black youths may not

benefit from the unique aspects of

outpatient care that may prove to be

beneficial for symptom reduction.

These potential benefits include a

team-based approach to mental health

care, sustained contact with a mental

health care provider who may provide

a point of contact outside of sessions,

and support for chronic and sustained
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mental health concerns that may vary

in severity. A better understanding of

how public health professionals can be

trained and mentored to work in out-

patient mental health centers to deliver

comprehensive, culturally responsive

interventions for Black youths is key in

eliminating racial disparities in mental

health treatment. Here, culturally re-

sponsive care means a collaborative

approach to intervention that responds

to the stated needs of the individual

and takes into account systemic, con-

textual, and cultural influences that

affect the individual and the resulting

symptom presentation.

In 2020, Halkitis12 proposed “a new

public health psychology” to better join

public health concerns with clinical care

issues. He argued that neither arena

fully incorporates critical sociocultural

factors that affect health.12 We agree

that this disconnect is especially impact-

ful for Black youths seeking mental

health care. As such, here we expand

the term “public health professional” to

include mental health practitioners as

well as anyone who interacts with youths

in a preventive or clinical capacity (e.g.,

psychologists, psychiatrists, pediatri-

cians, social workers, school psycholo-

gists, case managers).

In this article, we review disparities in

mental health service use among Black

youths and discuss common clinical

presentations of youths seeking treat-

ment in outpatient treatment settings.

In addition, we outline 3 standards of

practice that we believe must be satis-

fied to meet the requirement for a

“redefined public health professional”

role, a skill set we believe is necessary

for working with all individuals but es-

pecially so if one seeks to provide com-

prehensive, culturally responsive care

for Black youths. We conclude by dis-

cussing how public health professionals

can satisfy these standards of practice

using a socioecological framework,

which we define as considering societal,

community, and individual-level factors.

In using the term socioecological, we

are calling for the systemic inclusion of

cultural factors within this definition,

which we define as influences outside

of the individual that affect mental

health and the potential for therapeutic

engagement.13,14

To support our assertions, we pro-

pose a conceptual model (Figure A,

available as a supplement to the online

version of this article at http://www.

ajph.org) in which attention to these

critical factors is presented as a poten-

tial way to reduce attrition of Black

youths from outpatient care settings

and support the training and mentor-

ing of public health professionals work-

ing with this population. Using a critical

conceptualization of ecological systems

theory, we seek to interrogate existing

care systems as they pertain to the

mental health treatment of Black youths

and families as a means of supporting

changes in the fabric of how clinical

care is provided. With an increased fo-

cus on systemic frameworks, flexibility,

and strengths-based perspectives in

our training programs for public health

professionals in all disciplines, we can

achieve a care environment that serves

the needs of not only Black youths and

families but all individuals.

DISPARITIES IN MENTAL
HEALTH SERVICE USE
AMONG BLACK YOUTHS

Black youths who need mental health

care are less likely to receive it than

their White counterparts.3 This is espe-

cially of concern now given recent sta-

tistics highlighting grave mental health

service needs. For the first time since

1957, rates of anxiety disorders among

Black Americans have exceeded those

among White Americans,15 and from

2011 to 2015 there was more than a

50% increase in psychiatric emergency

room visits among Black youths.16 Fur-

thermore, suicide rates among Black

youths 5 to 12 years old exceed those

among White youths.17

These statistics can be coupled with

data regarding critical mental health

risk factors. For example, Black youths

are disproportionately affected by trau-

matic stressors, with studies showing

that they are at increased likelihood of

experiencing adverse childhood experi-

ences.18 Furthermore, Black youths are

more likely to experience race-related

adversity not accounted for in the

original adverse childhood experience

frameworks; such experiences are posi-

tively related to internalizing symptoms

and increased risk for experiencing

additional adverse childhood experi-

ences.19,20 These findings are notable

given that childhood adversity is associ-

ated with poorer mental health across

the life span.2 In the context of these

disparities, Black youths have higher

rates of attrition from mental health

treatment, with estimates hovering

around 61.5%.21

In efforts to reduce these mental

health service disparities, significant

health care and policy reforms have

been established in the past decade

with the aim of making mental health

care more accessible.22 Researchers

have found that despite these efforts,

Black Americans, in particular, continue

to lag in obtaining the mental health

care they need relative to White and

Latinx individuals.23 Income-related

barriers, lack of insurance, and underin-

surance have been cited as the main

barriers to obtaining mental health

care.24 However, socioeconomic factors
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and logistical barriers (e.g., transpor-

tation issues) cannot fully explain

racial/ethnic disparities in mental

health care use.25

Disparities in accessing mental health

care among Black youths are also influ-

enced by structural and cultural factors

that are not accounted for in provision

of services.26 For example, negative

experiences with the health care sys-

tem affect mental health care service

use by Black youths. This healthy mis-

trust of the medical system comes from

a long-standing history of exploitation

and discriminatory treatment by health

care providers.5 Furthermore, wide-

spread public and self-stigma relating to

mental health problems pose significant

barriers to engaging Black youths and

their families in treatment.27 Thus, public

health professionals working in outpa-

tient treatment settings must contend

with myriad contributions to disparities.

Understanding all of these contributors

is necessary to establish a foundational

therapeutic alliance with youths present-

ing to outpatient care with mental health

symptoms.

YOUTHS SEEKING
MENTAL HEALTH
TREATMENT

Common clinical presentations for

youths dealing with mental health

symptoms fall into cognitive (e.g., trou-

ble concentrating, thought distortions),

behavioral (e.g., poor academic perfor-

mance, sleep problems, social with-

drawal), and emotional (e.g., irritability,

anger, fear) domains.28 It is critical to

understand the socioecological factors

that contribute to the onset and main-

tenance of such clinical symptomology

and the interlocking set of stressors

that may contribute to youths ultimate-

ly presenting for clinical care. This

understanding will ultimately promote

more sustained improvement in clinical

symptoms.

Black youths contend with many

stressors that are developmentally

expected14 as well as racialized.29,30

This group not only must manage com-

mon stressors, such as peer and family

relationships and academic expecta-

tions, but also must navigate and cope

with discriminatory experiences. Indeed,

a recent study reported that Black

youths reported an average of 5 dis-

criminatory experiences each day.31

Furthermore, the COVID-19 pandemic,

alongside a worldwide reckoning with

racial injustice, has disrupted the lives

of youths. The onset of virtual school,

increased isolation, heightened expo-

sure to racial trauma through wide-

spread media exposure of police killings

of unarmed Black people, the subse-

quent discourse regarding the sociopo-

litical precedent for these behaviors,

and the expectations for the future all

serve to increase youths’ stress bur-

den.32 Understanding the sociocultural

nuance behind clinical symptom presen-

tation leads to the need for a broader

skill set than one that solely relies on

symptom count and the administration

of manualized treatments. In the next

section, we outline 3 standards of prac-

tice that support this more responsive

approach to practice.

THE REDEFINED PUBLIC
HEALTH PROFESSIONAL:
STANDARDS OF PRACTICE

Practitioners working in the preventive

or clinical realm with individuals, and

with Black youths in particular, must

contextualize presenting symptoms and

concerns in a broader socioecological

framework and adjust how they work

with clients accordingly. In this section,

we explicate this approach by highlight-

ing 3 standards of practice that we

believe would improve the standard of

care for Black youths with mental health

symptoms and constitute what we call

a redefined public health professional

role. We also address how public health

professionals can be trained and men-

tored on incorporating these standards

of practice.

Operate From a
Sociocultural Framework

Stern et al.33 highlight the necessity of a

socioecological framework with particu-

lar attention to cultural factors for

those concerned with the development

of Black youths.33 Social (e.g., peer and

familial relationships) and cultural (e.g.,

racial identity and socialization, culturally

specific strengths) factors are embed-

ded within systems (e.g., mental health

treatment settings, schools, neighbor-

hoods) and constantly affect an indivi-

dual’s profile of risk and resilience over

time. Therefore, to best serve Black

youths as a public health professional,

one must be willing to consider the

effects of all of these simultaneous

influences. Drawing frommulticultural

counseling theory, or a therapeutic pro-

cess that draws on life experiences, cul-

tural values, and intersecting identities

of the client and focuses on culture-

specific integration of intervention mo-

dalities,34 this work must be embedded

within case conceptualizations, treat-

ment plans, and follow-ups.35 Clarity

around these influences may also high-

light basic needs that must be met to

achieve sustainable symptom reduc-

tion.35,36 Furthermore, attention to

intersectionality theory, or the nexus

between various forms of group mem-

bership and how that affects individual

lived experiences, is necessary within
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this framework.37 This requires practi-

tioners to examine structural inequal-

ities and issues of social justice,38 have

comfort with naming and understand-

ing identities they hold, and discuss the

impact of intersecting identities with

the patient as they become critical to

the therapeutic process.39

Be Flexible in One’s Role

To incorporate a sociocultural frame-

work into care delivery, one must be

flexible in one’s defined role. Public

health professionals may be accus-

tomed to working in silos, effectively

delegating tasks that could be helpful

to clients to other providers, and for

practitioners, rigidly adhering to treat-

ment manuals. Although at times this is

the most appropriate choice if the task

is outside of one’s realm of expertise,

or manualized approaches are best in-

dicated, the difficulty with this approach

is that it may undermine therapeutic

rapport and discourage clients from

returning to care if they feel that there

was no immediate utility in the visit. The

act of showing personalized care for

another, on the other hand, is intricate-

ly linked to collectivism and the cultural

value of interconnectedness, and it

may best serve clients who hold those

values. For example, for Black youths

and families who may be dispropor-

tionately affected by systemic factors

that compromise maintenance of basic

needs, provision of resources (e.g., pro-

vision of food or snacks before therapy

sessions, immediate connection to a

social worker or case manager40) may

be considered a small representation

of a collectivist cultural understanding

and alignment and therefore is critical

to keep in mind when considering ser-

vice offerings and how one works with

clients as a practitioner.41 Given the

systemic sociocultural factors that con-

tribute to mental health symptoms, it is

conceivable that this holistic assump-

tion of responsibility for the clients with

whom one works will ultimately help

contribute to symptom reduction.

Understand Culturally
Specific Strengths and
Protective Factors

Given that much of the research litera-

ture regarding psychopathology is fo-

cused on risk factors and that much

work involving underrepresented racial

and ethnic minority groups involves

comparative studies from a deficit

model as opposed to within-group

study designs, mental health practi-

tioners may not always be aware of the

abundance of cultural strengths that

Black youths and communities hold

when considering culturally responsive

care models.42 This process represents

a value incongruence between the

assumptions traditional care settings

were built upon and the values of Black

youths and families. It is imperative that

these cultural strengths are highlighted

in work with clients as resources that

can be leveraged in service of healing.

Early work highlighted the central role

of family, extensive kinship networks,

the influence of religious and spiritual

values, positive racial identity building,

and race socialization as hallmarks of

Black family strengths.43 More recent

work supports these factors as being

protective in the face of stress. For

example, the Engaging, Managing, and

Bonding through Race (EMBRace) inter-

vention has been shown to reduce

experiences of racialized stress by help-

ing parents and youths navigate the

race socialization process.44 Further-

more, the Celebrating the Strengths of

Black Youth program, a preventive

intervention focused on building posi-

tive racial identity, has been shown to

increase self-esteem among Black

youths 7 to 11 years old.45 This litera-

ture suggests that a rigid focus on

treatments with minimal empirical

support among Black youths can lead

to the unintentional oversight of key

cultural protective factors.46 If outpa-

tient clinics are not equipped to capital-

ize on existing strengths and meet

clients’ cultural needs and preferences,

attrition may become a problem and

lead to mental health care access

barriers.47

INFLUENCE OF SYSTEMS

Societal, community, and individual-

level influences also affect how we are

able to navigate as professionals within

our respective fields. These systems

have an impact on how we are trained

to do our jobs as well as the research

and clinical practices we employ. In this

section, we discuss how redefined pub-

lic health professionals can be trained

and mentored to operate and advocate

within these different ecological systems

in ways that may have significant positive

effects on mental health outcomes

among Black youths.

Societal Level

At the societal level, to better serve

Black youths in outpatient mental

health care settings, the workforce

needs to better reflect the population

that it serves. For example, Black Amer-

icans are underrepresented in the

professions of psychology48 and psy-

chiatry.49 Black psychologists account

for only 5% of the profession, as com-

pared with 13% of the general popula-

tion. By contrast, Black individuals are
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well represented among social workers,

accounting for 22% of new workers

entering the profession.50 Given the

number of Black social workers, they

may play an especially critical role in

the outpatient treatment of Black

youths. Public health professions must

be prepared not only to recruit more

providers of color but to also address

the structural barriers (e.g., financial

costs of education programs, student

debt, low wages) that lead to burnout

and early exit from the field among

Black providers. Ensuring that these

structural barriers are addressed with

special attention to increasing the num-

ber of Black providers and reducing the

burden on working individuals remains

crucial to retainment.

For example, retention efforts might

include more comprehensive and acces-

sible student loan repayment programs

for providers. Public health professional

training programs more broadly would

also do well to further expand training

and mentoring to include mental health

topics such as diagnoses and familiarity

with common treatments as well as

guidance on consultation and interdisci-

plinary work with mental health profes-

sionals. This will allow for more seamless

collaborations pertaining to public health

outreach, clinical care, and mental health

research.

In addition to increased representa-

tion, the training clinicians receive

needs to be culturally responsive and

aligned with the 3 standards of practice

outlined here so that clinicians are pre-

pared to address the needs of Black

youths. Culturally responsive training

needs to be provided throughout dif-

ferent career stages and levels. For

instance, at the institutional level, infra-

structure and appropriate time and

compensation with respect to receiving

early training and retraining and being

exposed to working with diverse families

are vital. At the individual level, multicul-

tural training needs to be embedded in

course curricula and not provided in

isolation. Furthermore, postgraduate

training opportunities need to be

prioritized by employers (e.g., bias

reduction training to decrease cultural

bias in health care settings51 or attention

to broader themes in health equity

work52).

There are several recent calls to ac-

tion to integrate social justice and anti-

racism into the education and training

of mental health providers.39,53 These

calls emphasize providing training in

multicultural therapy, cultural humility,

and intersectionality. Moreover, provi-

ders need to be prepared to address

the mental health consequences of rac-

ism and racial trauma and understand

the racial/ethnic heterogeneity of Black

youths.54 Although many training pro-

grams provide opportunities to learn

standard evidence-based treatments

such as cognitive–behavioral therapy

and dialectical behavior therapy, a

growing number of culturally adapted

interventions have been developed.

For example, Metzger et al.55 adapted

trauma-focused cognitive–behavioral

therapy to integrate racial socialization

to address experiences of racial trau-

ma.55 To produce culturally responsive

providers, it will be critical for training

programs across mental health profes-

sions to provide clinical training in

delivering these culturally responsive

interventions with diverse client

populations.

Finally, advocating for increased in-

surance reimbursement that supports

the comprehensive care we propose in

this article is critical to the sustainability

of the multitiered work required to care

for the entire individual.56 The use of

technology has been presented as a

way to improve coordination of care

and thereby resolution of some of the

time constraints that impede providers

from optimizing care coordination, but

more research is needed to delineate

its use to facilitate more comprehen-

sive services. Some studies have

correlated the rise of telemedicine, tou-

ted as a significant mechanism to re-

solve health care inequality, during the

coronavirus pandemic with resolving

disparities in care through improved

access.

The near ubiquity of smartphones

has been posited as a tacit leveling of

the playing field in health care access.57

However, this technology can also

serve to further exacerbate inequality,

especially as it relates to artificial intelli-

gence and algorithms that routinely

draw on racial differences as a mecha-

nism of determining care. This echoes

a long-standing tradition of “race-based

medicine” in which race essentialism

has reared its head in perceived biolog-

ical roots of difference (e.g., pain toler-

ance, risks related to body mass index

among different races).

Although these practices represent

a historically racialized perspective on

medical treatment, they have been

mapped into modern technology implic-

itly (e.g., when health insurance compa-

nies use race in risk prediction scoring

algorithms to determine coverage). Be-

cause seemingly equalized technologies

are layered over a structurally unequal

society, we have to be wary that tech-

nology does not serve as a flashy albeit

superficial resolution to a more nu-

anced problem. Thus, addressing

minority youth mental health concerns

requires unique approaches that are

dynamic and involve responsible use of

technology.58
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Community Level

Outpatient treatment settings nestled

in communities are critical to setting

the foundation for culturally responsive

care. The onus is on leaders in outpa-

tient care settings (i.e., training direc-

tors and department heads) to support

initiatives and clinic-wide expectations

for culturally responsive research and

client care. These structural changes

have the potential to address the foun-

dational concerns that promote health

disparities and may positively affect

clients in a sustainable way. Increasing

cultural responsivity in outpatient treat-

ment settings requires resources to

support changes in how interventions

are typically developed, prioritized, and

administered.36

Another important consideration for

working with Black youths in outpatient

settings is training and advocacy

around providing adequate, nonstigma-

tizing crisis response interventions.

There are a number of clinical issues

that may affect youths and their

families and lead to mental health

crises, including housing insecurity,

financial difficulties, incarceration, and

symptomology related to serious

medical illness.

Advocating for the use of multitiered

collaborations between law enforce-

ment, mental health providers, and

social service providers to support a

collaborative approach to responding

to mental health crises may help re-

move the added layer of criminalization

that often comes along with sole law

enforcement responses to mental

health crises among youths.59 With the

increased prevalence of mental health

issues affecting Black youths’ physical

and social health, advocating for the

training of all relevant stakeholders to

work together to better serve and help

this population when in crisis aligns

directly with the aims of public health

more broadly, as it supports the pro-

motion of healthy lifestyles and the pre-

vention of chronic impairment related

to mental health problems.

Finally, public health interventions

focused on providing psychoeducation

through trusted organizations in the

community (e.g., churches, grassroot

organizations), peers, and social sup-

port networks have shown promise in

reducing public and self-stigma in Black

communities and should be continued.

Knifton et al.60 reported on community-

based mental health conversations that

significantly reduced reported mental

health stigma.60 In addition, Codjoe61

et al. identified key components of

community-based approaches to re-

ducing mental health stigma. They

found that co-production and partner-

ship with community members were

essential in implementing interventions

that were acceptable and accessible to

individuals.61

Individual Level

In work with any client, culturally respon-

sive care must be empirically informed,

with flexibility, rapport building, and

common factors at the forefront. In

work with Black youths in particular,

allowing space to discuss experiences

with racism and race-based stress may

be critical. Meyer and Zane62 conducted

a study of individuals who had received

treatment from outpatient mental

health clinics. They found that issues

related to race and ethnicity were more

important to racial/ethnic minority cli-

ents than to White clients; clients who

reported these issues as important

were less likely to be satisfied with the

services they received if these elements

were not incorporated into their care.62

Therefore, clinicians in outpatient care

settings must be willing to broach con-

versations around racism and race-

based stress as they become relevant

in the therapeutic environment.63

In addition, working from a strengths-

based perspective requires incorporat-

ing the family within individual-based

treatments, as family support is one of

the most important sources of support

for Black families. Black youths are more

likely to turn to family members when

experiencing mental health distress

than other youths and more often want

to include them in treatment.64 Re-

search has shown that family function-

ing both directly and indirectly relates

to improved mental health among Black

American clients; thus, it remains imper-

ative to include families and, if clinically

indicated, improve family functioning

and communication in the treatment

of Black American clients.

Provider stigma can also deter Black

youths from mental health treatment

through prejudicial beliefs and deroga-

tory behaviors practiced in care set-

tings.65 Providers not trained to work

with Black youths may overpathologize

normative behaviors and fail to assess

traumatic stressors such as racism in

their mental health conceptualization.66

Charles67 conducted an ethnographic

content analysis of clients’ and family

members’ thoughts about provider

stigma and found that clients experi-

enced stigma from providers owing to

factors such as blame and shame, dis-

interest, annoyance, degradation and

dehumanization, coercion, and lack of

“real” choice. The author noted that

sensitizing providers to these percep-

tions might reduce the likelihood of the

occurrence of such behaviors.67

Furthermore, similar to our discus-

sion regarding client stigma, public

health interventions to reduce provider
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stigma have emphasized the need to

involve clients, in this case Black youths

and families, in providing input on the

development of treatment policies and

procedures addressing provider and

systemic stigma.68 This emphasis

needs to continue.

CONCLUSIONS

Taken together, the 3 standards of

practice described here—using a socio-

cultural framework, exercising flexibility

in one’s assigned role, and understand-

ing and incorporating culturally specific

strengths and protective factors into

care—embedded within a critical con-

ceptualization of ecological systems

theory, highlight the ongoing need for

systemic mental health treatment re-

form at all ecological levels and chal-

lenge epistemological assumptions that

are central to treatment environments

as they currently stand.

Black youths experience many barriers

when seeking mental health services in

a system not designed for them. To

eliminate disparities in mental health

treatment and meet the unique needs

of Black youths, public health profes-

sionals must redefine their role. It is our

hope that the approach described in

this manuscript will build toward a new

standard of care and become embed-

ded in our public health professional

training programs. We believe this will

shift what is normative practice in our

varied fields for the betterment of ser-

vice to Black youths and families and,

thereby, all. This will require rethinking

public health professions at the societal,

community, and individual levels. It is

incumbent on all of us as clinicians,

researchers, and service providers to rise

to the challenge. It is our hope that this

discussion ignites culturally responsive

research and redefined care models to

equitably serve Black youths experienc-

ing mental health concerns.
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Implications of the COVID-19 Pandemic
on Interpersonal Violence Within
Marginalized Communities: Toward a
New Prevention Paradigm
Amber M. Smith-Clapham, MA, Julia E. Childs, MSW, Michele Cooley-Strickland, PhD, Joya Hampton-Anderson, PhD,
Derek M. Novacek, PhD, Jennifer V. Pemberton, PhD, and Gail E. Wyatt, PhD

During the COVID-19 pandemic, reports of domestic violence across the United States increased

from 21% to 35%. Stay-at-home orders, designed to protect the public against the spread of

COVID-19, along with heightened societal stressors as a result of the global pandemic, inadvertently

increased rates of illicit drug and alcohol use, job loss, and isolation, resulting in increased stress and

nonphysical (e.g., psychological, emotional, economic, technological) abuse that often escalated to

physical violence.

These processes were exacerbated in marginalized communities. These risks were heightened among

Black women and Latinas, who experience high rates of domestic violence, long-standing distrust in law

enforcement, and compromised self-reporting or anonymous reporting of abuse.

We make recommendations for training key stakeholders (e.g., law enforcement, mental health

clinicians, and public health care professionals) to facilitate the safety and well-being of domestic

violence survivors and to better manage prevention or intervention efforts targeted at domestic

violence. We make public health policy suggestions for individuals, communities, and governing

structures. (Am J Public Health. 2023;113(S2):S149–S156. https://doi.org/10.2105/AJPH.2023.307289)

The COVID-19 pandemic stands as

a catastrophic worldwide event

that has included historically high un-

employment rates, reduced social ser-

vices, long quarantines, and severe

social disconnection.1,2 Similar to what

occurs during natural disasters such as

earthquakes and catastrophic hurri-

canes, interpersonal violence (IPV) in-

creased when stay-at-home mandates

were implemented in spring 2020.1,3 For

instance, during the period of 2019 to

2020, there was a 21% to 35% increase

in reports of domestic violence across

the United States.4 Of note, marginalized

communities (e.g., underresourced,

socially isolated, discriminated against,

underprivileged) experience the highest

rates of domestic violence, with Black

women and Latinas disproportionately

affected.5–7 For example, in the latest

published National Intimate Partner and

Sexual Violence Survey from the Centers

for Disease Control and Prevention

(CDC), 12.3% of Black women and 12.1%

of Black men reported experiencing IPV

within the last year.8

We examine the prevalence of do-

mestic violence overall, with careful

consideration of its prevalence in mar-

ginalized communities. We outline non-

physical abuse and how it contributed

to the increased rates of physical violence

during the COVID-19 pandemic, in addi-

tion to the barriers to reporting abuse

during this time. We make recommenda-

tions for training key stakeholders such

as law enforcement, mental health

clinicians, and public health care profes-

sionals to facilitate the safety and well-

being of domestic violence survivors

and to better manage prevention or in-

tervention efforts targeted at domestic

violence. We conclude with public health

policy suggestions for individuals, per-

petrators, communities, and governing

structures to enhance advocacy for sur-

vivors of violence.
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DOMESTIC VIOLENCE
PREVALENCE

The total annual US medical costs asso-

ciated with domestic violence exceeds

$5.8 billion, consequently increasing

the health care costs for the entire

population.9 Survivors of domestic vio-

lence are more vulnerable to chronic

illnesses, including heart disease, dia-

betes, and traumatic disorders.9,10

These public health issues are of sub-

stantial financial and social significance

to survivors, families, and society at

large.11 Domestic violence often occurs

when there are power imbalances in

relationships, whereby one partner

seeks to control, manipulate, or over-

power a member or members of the

household.12

Although women may be perpetra-

tors of IPV, domestic violence more of-

ten occurs when toxic masculinity or

male privilege pervades the household,

as perpetrators with this mindset be-

lieve that men control the decisions

and that the survivor’s purpose is to

serve them.13 Failure to obey or comply

is often met with some form of punish-

ment, such as nonphysical abuse (e.g.,

psychological, verbal, economic, or tech-

nological abuse or threatening to report

them to be deported) as a way to

maintain control.12–14 Domestic violence

increases when perpetrators suffer

from substance or alcohol abuse, stress,

or mental illness.3,15 Over time and

without proper intervention, nonphysical

violence can transition to physical vio-

lence; 25% of women in the United

States have experienced physical

violence.7,14,16

Marginalized communities are dis-

proportionately represented in lower

socioeconomic areas7 and often con-

sist of groups who are systematically

treated unfairly, discriminated against,

or socially excluded.17 Domestic violence

occurs in all communities regardless of

race/ethnicity, education, socioeconomic

or employment status, neighborhood,

religious affiliation, or sexual orientation.

However, underresourced communities

have higher documented rates of do-

mestic violence,4–7 perhaps because of

the involvement of law enforcement,

social service agencies, public schools,

hospital emergency departments, and

other public facilities with fewer eco-

nomic resources and privacy protec-

tions compared with more affluent

communities.14

Despite victims’ rights, survivors of

any socioeconomic stratum may deny

incidents of abuse or refuse care out of

fear that reporting their perpetrator to

authorities may result in additional ad-

verse consequences (e.g., stigma or

shame from family, friends, or the larg-

er community).18 Domestic violence

affects Black women at disproportion-

ately higher rates and often has lethal

outcomes: they are killed in domestic

violence incidents at more than double

the rate of other racial/ethnic groups.5

In addition, 1 in 6 Latinas will experi-

ence domestic violence in their lifetime,

representing another high-risk group.17

Women of color, those with low socio-

economic status, and dependent indivi-

duals are most affected by abuse14,18

and have been disproportionately af-

fected by the adverse effects of the

COVID-19 pandemic through job loss,

increased family demands, and

contracting COVID-19.15 Additional risks

for violence victimization among

marginalized groups may include the

perceived inability to seek protection

from social services or law enforcement

because of historic mistrust of these

systems.15,18

NONPHYSICAL AND
PHYSICAL ABUSE

It is critical to understand the precur-

sors that lead to physical violence, as it

often begins with nonphysical violence

and escalates over time.16,18 When

stress increases in a family because of

lack or loss of resources, nonphysical

violence such as emotional abuse,

aggression, and neglect are more likely

to occur, leading to an overall increase

in both domestic violence and child

abuse.1,7 The risk factors present in US

society during the COVID-19 pandemic

contributed to increased violence in

the home possibly owing to systemic

factors that led to the normalization of

control and violence in relationships,

even when restrictions eased and pub-

lic access increased.13,19 For instance, if

a perpetrator loses their job or experi-

ences a reduction in family income and

the survivor becomes the sole income

provider, the perpetrator is more likely

to abuse them in an effort to regain

control and power.20

Abuse in the COVID-19
Context

Homicides and physical violence have

been key focuses for research, but oth-

er forms of abuse also require research

and clinical attention, particularly those

that increased during the COVID-19

pandemic. It is important to understand

and recognize the signs of nonphysical

abuse, as well as its escalation linked to

poverty, isolation, and eventual physical

violence,14 all of which were heightened

during the COVID-19 pandemic.1,15

Most of the research on IPV during the

COVID-19 pandemic focuses on the

physical violence enacted on survivors

(e.g., hitting, choking, pushing, biting,

throwing items at).
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The complexities of the abusive tactics

leading to physical abuse are underre-

searched,16,18 such as psychological

abuse (e.g., manipulation, gaslighting,

control, shaming family and friends); ver-

bal abuse (e.g., name calling, attacking

personality traits or physical appear-

ances); economic abuse (e.g., limiting

spending, destroying credit score); tech-

nological abuse (e.g., GPS [Global Posi-

tioning System] tracking, ghostwriting,

social media stalking); sexual abuse (e.g.,

forced penetration or pregnancies, coer-

cion, harassment, revoked access to

birth control); and abuse related to the

survivor’s immigration status (e.g., threat-

ening to do something that leads to their

deportation).10,12–14,16–18 Because of the

unprecedented conditions created by

the COVID-19 pandemic, public health

professionals, frontline clinicians, and

abuse hotline workers may benefit from

learning about understudied forms of

physical and psychological abuse.

Box 1 identifies common types of IPV

that may occur with explanations of how

they may manifest during or after the

COVID-19 pandemic. In accordance

with the literature referenced in Box 1,

3 main themes emerged: (1) weaponiz-

ing COVID-19 using technological abuse;

(2) using being sick with COVID-19 to

cause isolation, psychological and emo-

tional abuse, and coercion and threats;

and (3) neglect or nonphysical sexual

abuse from a lack of access to crucial

medical care or medication. We explore

these themes.

Weaponizing COVID-19 and
Technological Abuse

Because COVID-19 is highly contagious,

fear of contracting the disease has

been used to manipulate and control

family members: the lack of freedom

owing to this fear can be weaponized.3

Many community mental health clinics

and crisis centers transformed to a hy-

brid environment using Zoom or HIPAA

(Health Insurance Portability and Ac-

countability Act)–compliant video con-

ference platforms.24 This new reliance

on technology will likely persist because

use of telemedicine by social services,

mental health, and medical practices

has brought unprecedented conve-

nience to the providers; however,

BOX 1— Common Types of Interpersonal Violence in the Context of the COVID-19 Pandemic

Types of Interpersonal
Violence How It Has Heightened During the COVID-19 Pandemic

Isolation This form of psychological mistreatment involves minimizing or restricting access to other people13

(e.g., prohibiting family and friend visits). The abusive person may control who may visit (or be socialized with)
as a means of control and manipulation. They might not curtail their own social or employment activities and
hold the rest of the household to a more stringent standard.16

Psychological and emotional
abuse

The perpetrator may fake being sick with COVID-19 and threaten to infect the survivor, leading to their extended
isolation. Or the perpetrator could fake having contracted COVID-19 and pretend to spread it to the survivor.13

Coercion, threats, and
intimidation

The perpetrator can use COVID-19 mandates, news and media stories, and research to increase the survivor’s fear
of leaving the house and becoming sick or infecting others, thus keeping survivors isolated at home.3,4 A
perpetrator may prohibit family members’ access to COVID-19 vaccines or boosters (by, e.g., citing false medical
or religious justifications), thus potentially limiting independence, employment, education, travel, and
entertainment access for survivors.

Economic abuse Perpetrators may threaten to cut funding or medical support to survivors. Job losses could prevent survivors from
amassing savings or resources to leave home, perpetrators could make survivors borrow money for them from
family or friends or keep them from working by consistently exposing them to COVID-19.12 Women have been
disproportionately affected by pandemic-related unemployment.15

Child neglect and abuse Children are at a higher risk for maltreatment, as families may not have the funds or resources to buy food or
essential medications.3 Adults may take out their frustration and anger on their children in violent ways.
Children lack typical protective or escape outlets, such as attending in-person school or worship services.1,15

Immigration status–based abuse
by coercion and threats

Partners may threaten survivors who are immigrants with being deported or destroy critical documents if they
become sick, need medical care or hospitalization,17 or seek public health resources.

Sexual abuse Reduced or lack of access to contraceptives or birth control is a sexual violence–related risk factor that could
result in forced unwanted pregnancies stemming from coercion or rape,16,19 especially if the woman feared
seeking medical help during the COVID-19 pandemic and governmental distribution of contraceptives has
limited women’s access.21,22

Technological abuse Those who have traditionally accessed in-person services may not have had access to technological devices or may
have lacked privacy in the home while online.15 Abusive parties may have weaponized this lack of privacy with
strategies such as surveillance and ghostwriting, thus resulting in technological abuse.12,16,23

Physical abuse Physical abuse during the COVID-19 pandemic increased, as it normally does following natural disasters.1 The stay-
at-home mandates and closed businesses correspond with an increase in substance use and untreated mental
health symptoms, leading to more physical abuse. Pharmacies, marijuana dispensaries, illicit drug dealers, and
liquor stores remained opened during the stay-at-home mandates.15
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telemedicine has also heightened con-

cerns and risks for survivors of domes-

tic violence.19 Health professionals

need to be aware that clients who have

traditionally accessed in-person ser-

vices may not have confidential access

to technological devices or they may

lack privacy in the home to fully access

services online.15

Health care trainees should be trained

on how to provide telehealth to IPV

survivors. This can be demonstrated

through mock telehealth sessions in

medical and psychology graduate

courses supported by the American

Medical Association and the American

Psychological Association, in which the

focus is on telepsychology-related

knowledge, technical support, and safe-

ty plans for harm reduction.25,26

Abuse Related to
Contracting COVID-19

COVID-19–related manipulation may

extend beyond threats and be com-

pounded in restrictive living situations,

at times increasing transmission of the

virus. The perpetrator may use COVID-19

as an additional reason to keep survivors

in isolation by instilling fear or threatening

to leave them if they become ill.3,4

The line between physical and non-

physical violence may become blurred

when the result is contracting or exac-

erbating a potentially deadly disease.

There may be insufficient physical and

emotional barriers when a cohabitant

falls ill; this is particularly true in homes

with a partner who is overly controlling

and demanding. Ways that nonphysical

violence can be perpetrated during a

pandemic should be incorporated into

trainings and definitions of abuse. This

form or violence can be as simple as

sneezing, touching, or refusing to iso-

late to a separate area of the home

when contagious.13 Conversely, the

abused partner may be the one with

COVID-19 but be expected to fulfill

household duties despite being sick.

This may prolong or intensify the sever-

ity of the illness.

Preventing Access to
Crucial Medication

When individuals are placed under

quarantine, access to essential needs

may become problematic, particularly

for individuals who identify as immuno-

compromised, disabled, or dependent

(e.g., children, elders) or lack resources.

Violence may result from new forms of

neglect owing to contracting COVID-19.

Even if the neglect is focused on an

adult who is immunocompromised or

disabled, there can still be traumatic,

long-lasting effects for children who

witness such abuse.10

Sexual Abuse

Restricting access to medications can

be used as a form of violence, either

through neglect of dependents or

through direct intent to produce an

unwanted pregnancy. Reduced or lack

of access to contraceptives during a

pandemic is a sexual violence–related

risk factor that can result in forced,

unwanted pregnancies, also referred

to as “reproductive coercion.”12,16

On June 24, 2022, the US Supreme

Court repealed Roe v. Wade, reversing

the nearly 50-year-old constitutional

right to abortion access. In numerous

states, the effect of Dobbs v. Jackson

Women’s Health Organization has re-

stricted or eliminated access to abor-

tions, contraceptives, birth control,

and other forms of reproductive health

services, which may further burden

women in households with violent

partners,21,22 particularly those in

which economic resources are limited

(e.g., cannot travel to states without

abortion bans, cannot stockpile abor-

tion, or “morning after,” pills). Health

care trainees, such as medical students,

physicians, and nursing students, who

work with female populations should be

made aware of how to remain informed

of local and state sexual and reproduc-

tive health regulations. For example, the

New York Times tracks abortion laws in

each state and provides online updates,

including whether abortion is legal,

banned partially or fully, or is permitted

in some cases (e.g., rape, incest, gesta-

tional age).27

BARRIERS TO REPORTING

Survivors of domestic violence often do

not seek help from police for various

reasons, including that the police have

historically intervened in domestic dis-

turbances with indifference, disrespect,

and hostility.7,18,28 Survivors may fear

that treatment by law enforcement will

be disproportionately worse for their

perpetrators than their abusive behav-

ior merits29 or that their children may

be placed in their perpetrator’s custo-

dy30 or social services. Long-standing

distrust of law enforcement serves to

compromise self-reports and anony-

mous reports of abuse;18 distrust has

been exacerbated by public sociopoliti-

cal unrest associated with police killings

of unarmed Black men and women.

Some youths involved in incidents

of abuse feel that they are unacknow-

ledged and overlooked when law en-

forcement gathers information and

conducts interviews for their reports.31

For women of color, distrust of law

enforcement and language barriers

founded on generations of discrimina-

tory practices serves as a significant
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barrier when seeking refuge from vio-

lence.14,15 Police violence has been

disproportionately high in Black com-

munities, and tensions elevate when

law enforcement treats racial/ethnic

minority citizens with increased surveil-

lance and excessive or unwarranted

violence.6,7

ENVISIONING A
SOLUTION AFTER
THE PANDEMIC

Taken together, these processes sup-

port the need for systemic interven-

tions to better support individuals

experiencing, or at risk for, IPV. Perpe-

trators should be required to attend

domestic violence courses, also re-

ferred to as “battered intervention

programs,” and parenting classes (if a

parent) whenever a police report is filed

on domestic violence. One example of

a successful intervention focused on

perpetrators is called the Duluth model,

which is designed to change behavior

by teaching perpetrators to recognize

past and present abuse patterns relat-

ed to control and power as well as by

having them claim responsibility for

their actions.32

The CDC discusses programmatic

efforts that may change societal norms

and thereby reduce violence, such as

public education campaigns and by-

stander programs.33,34 The US Depart-

ment of Justice’s Office of Community

Oriented Policing Services is an example

of a successful intervention that focuses

on victims and perpetrators. The office

promotes community policing develop-

ment programs by providing federal

grants to support training law enforce-

ment in crisis intervention, de-escalation,

tolerance, diversity, and antibias.35

As US society collectively grapples

with the “new normal” of a world of

uncertain future COVID-19 strains or al-

ternate threats to global health,11 it is

essential for researchers and practi-

tioners to consider how to best support

those living with violence. In preparing

future health care providers, training in

best practices is essential. The following

are recommendations for individual,

community, and governmental policies

and training.

Telehealth and
Individualized Care

The increase in services provided via

telehealth makes it especially important

to assess whether the client is in a safe

and private environment before initiat-

ing a therapeutic or medical session,

including inquiring about any form of

abuse. Questions regarding the extent

of the client’s privacy should be incor-

porated into existing screening and

intake assessments.19 If clients lack pri-

vacy, health care professionals should

come up with potential solutions and

advocate alternative arrangements that

maximize safety during therapeutic

encounters.

Nonphysical violence may also result

in altered coping mechanisms, such as

increased substance abuse, depression,

anxiety, and loss of self-confidence.1,15

If a survivor indicates they are suffering

from nonphysical abuse, mental health

professionals can help to marshal a

support network and generate ideas

about how to safely receive support.24

Traditional health service professional

training programs must incorporate

coursework and supervised clinical expe-

rience in the provision of resources and

safety protocols as well as in their cover-

age of ethical, legal, and clinical issues of

telehealth service provision.25,26

Individualized care must be concep-

tualized broadly and flexibly, integrating

various levels of support. For example,

survivors may liaison with crisis advo-

cates (e.g., people trained in safety

planning to support those fleeing and

those who are unable to flee violent

situations) and access crisis hotlines

and text lines and virtual support

groups.12 Clinicians must be trained to

offer support through safety planning,

providing essential support, and advo-

cating medical, educational, or social

services. Through the Clinic to End

Tech Abuse, funding is available to in-

crease survivors’ access to private tech-

nological devices and help them regain

or achieve technology freedom.36

Even if domestic abuse survivors are

able to leave their abusers, they may

remain at heightened risk for violence.

Most murders of IPV victims occur

when the survivor makes the choice

to leave or shortly after leaving their

abusive home.28,30 During the stay-

at-home period, the majority of states

made provisions for firearms retailers

to remain open in some capacity, con-

tributing to an all-time national record

in firearm background checks—an indi-

cator that firearm sales substantially

increased during the COVID-19 pan-

demic.3,20 Although stay-at-home man-

dates have come to an end, there will

likely be future pandemics and disas-

ters, and health care clinicians and trai-

nees need to be prepared for when

that time comes.11

Acknowledging the reality that people

experiencing abuse might not or cannot

leave the abusive conditions, proactive

strategies include intricate safety plan-

ning that accounts for real-time updates

of shelter availability, court closures, po-

lice practices (e.g., nonbookings or no

bail required for certain offenses), and

travel restrictions related to future disas-

ters and pandemics.31 Health care trai-

nees should be knowledgeable about
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these conditions or help their clients in-

crease awareness of and access to these

resources. Furthermore, care for those

who are unable to flee abuse should be

tailored to the individual’s circumstances,

for example, an appropriate crisis hot-

line, identifying trusted friends or family

on whom they can rely during an emer-

gency (accounting for COVID-19 man-

dates, children, and pets), and finding

areas of the home that can be private

and safe retreats. Oftentimes, COVID-19

policies caused many people to be at

home simultaneously working or being

in online school, so considerations for

privacy during virtual sessions should be

made for all who are at risk for exposure

to violence.

Community Care

As communities reacclimate to how its

citizens connect with one another be-

cause of COVID-19, teaching health

care workers and the public how to

identify abuse is essential. There is a

need to be a good neighbor, one who

can recognize when someone is in

harm’s way and take necessary action

(e.g., reporting to authorities, passing

along a phone number for crisis ser-

vices, acting in an active bystander in-

tervention).18 Bystander intervention is

valuable, as neighbors have the oppor-

tunity to intervene.

Some communities have Neighbor-

hood Watch, a program that enables

neighbors to become trained and

empowered to take action in their

neighborhood. Although the program

is not IPV specific, with appropriate

training, neighbors can intervene and

support each other’s safety. However,

such intervention needs to be culturally

and contextually appropriate and take

into consideration issues related to

mistrust of law enforcement and social

services (as discussed earlier). In some

communities, enlisting the support of

relatives, friends, or clergy may be

possible.

Training for active bystander inter-

vention can be seamlessly embedded

in community programming.37 Increas-

ing community awareness regarding

IPV would remove the invisible nature

of the abuse and prepare the commu-

nity for how to help when future pan-

demics or disasters occur. Social service

centers can provide free virtual training

on bystander intervention, including

de-escalation tactics, the process of

reporting suspected abuse, hotlines for

those who display signs of abuse, and

available local supportive services for

those experiencing abuse. These are all

practical skills for health care clinicians.

Policy Recommendations

Communities need to assess how

resources are distributed locally, state-

wide, and nationally to devote more

services to domestic crises that occur

with pandemics.

At the local level, there is a team of

specially trained police officers and a

survivor advocate called the Domestic

Abuse Response Team in Los Angeles,

California. They continued to respond

to calls regarding domestic violence

during the pandemic. The police

assessed whether arrests were to be

made, and the survivor advocate

provided additional resources to the

survivor, if needed.23 However, police

officers are not medically trained clini-

cians, and the survivor may not use the

resources provided or consent to

further services recommended by the

survivor advocate. In response to this

reality, it could prove useful to expand

the Domestic Abuse Response Team

model to be nationally adopted and to

include a team of trained professionals

that accompany police when a domes-

tic violence call comes in. This multidis-

ciplinary team could include a conflict

resolution specialist, crisis intervention-

ist, survivor advocator, clinician, and

medical doctor.

At the state level, a successful exam-

ple is Right Care, a program developed

in 2017 that connected police officers

with trained social workers and para-

medics to work together in responding

to 911 calls. The program was created

to combat overcrowding in jails in

South Dallas, Texas; as a result, arrests

in the city dropped.38 Trained mental

health clinicians and medical

professionals must assess survivors

and perpetrators properly to ensure

their safety and recovery, especially

when the perpetrators are not incar-

cerated for offenses or have not physi-

cally abused the survivor yet. Health

care professionals who work with vic-

tims and perpetrators of domestic

violence should be made aware of this

collaborative model as a potential

career option.

Mandatory training on survivor and

perpetrator interventions and the indi-

cators of IPV, including nonphysical

violence, should be incorporated into

curricula at medical schools for physi-

cians, physician assistants, and nurse

practitioners and at public health schools

for emergency department profes-

sionals, social workers, and teachers.

Such training offers the opportunity for

mental health and medical providers to

spot early abuse signs and to help survi-

vors and perpetrators try to live safely

together, as moving out of the home

may not be a viable option. These inter-

ventions should be culturally congruent,

incorporate the US history of structural

racism, and include psychoeducation

on the cycle of trauma and abuse.15
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As mentioned previously, many types of

nonphysical abuse increased because of

COVID-19 (Box 1), and many new epi-

sodes appeared because of the hard-

ships initiated or escalated as a result of

the pandemic.

However, early interventions focused

on behavioral change and psychoedu-

cation could prevent abuse. For exam-

ple, battered intervention programs

are evidence-based interventions built

on cognitive behavioral therapy, accep-

tance commitment therapy, and moti-

vational interviewing and can be offered

to perpetrators voluntarily or court or-

dered. Battered intervention programs

differ across states, but all prioritize vic-

tim safety and are based on reversing

male toxicity and control, psychoeduca-

tion, and behavioral modification. The

program can be offered as individual,

group, or marital therapy.32

At the national level, the Coronavirus

Aid, Relief, and Economic Security Act

(2020) provided significant economic

relief and sanctions for preserving

housing access; it also made services

available through the Family Violence

Prevention and Services Act (1984).

These funds provided a host of preven-

tion and intervention resources related

to domestic violence, including housing

and emergency shelter, outreach, edu-

cation, and case management. These

services have been invaluable in provid-

ing much needed support and assis-

tance for survivors.39

The US Department of Health and

Human Services reported that IPV

occurs on college campuses and that

about 20% of women experience some

form of undesired sexual activity. Title IX

of the Education Amendments of 1972

legislation enacted federal law that has

been extended to prohibit sexual vio-

lence and harassment at federally

funded colleges. Title IX offices provide

services to complainants and victims

and respondents and perpetrators but

also mandated education to help pre-

vent sexual violence and harassment

on college campuses.40 Being trained in

the prevention of sexual violence as

young adults may carry forward

throughout the lifetime.

CONCLUSIONS

The COVID-19 pandemic increased the

likelihood that survivors of domestic

violence remain in isolation with their

perpetrators. The devastating impact

was even greater for marginalized com-

munities, especially for people of color.

Clinicians and trainees must under-

stand that violence in the home is a

complex issue, one that may begin

without physical abuse yet still qualifies

as IPV. It may escalate to deadly pro-

portions. Consequently, change must

be enacted at individual, community,

and national levels to accommodate

the additional burden of the COVID-19

pandemic and to prepare for future

disasters and pandemics. Furthermore,

training in working with survivors of IPV

must be prioritized for future and cur-

rent public health professionals.
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