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Abstract

Background
Black women experience intimate partner violence (IPV)-related mortality and morbidity at
disproportionate rates. With an adverse circuitous relationship between IPV-related femicide and poor
psychological health, there is renewed urgency to improve survivors’ mental wellbeing. Still, a dearth of
depression interventions have been tailored to meet Black survivors’ culturally specific needs.

Purpose
To understand the psychosocial needs of Black women IPV survivors and begin tailoring a depression
intervention with and for them.

Methods
Forty-six in-depth, semi-structured interviews were conducted across two studies. The first study
included data collection among 30 Black women who were help-seeking for IPV-specific services.
Theoretical sampling was utilized. Data collection occurred until saturation. Constructivist grounded
theory methodology was employed. The second study included data collected from one intervention
workgroup. The day-long workgroup drew from a sample of Black survivors, clergy, and providers (n = 
16). The PRISSMA framework guided the workgroup process, and the first two steps of the ADAPT-ITT
Model were completed with the goal of selecting and begin tailoring an intervention for depression.

Results
Nine phases identifying Black survivors’ psychosocial help-seeking were found in the data. The first
phase identified depression as a pressing concern. This informed the necessity of tailoring an
intervention for depression. The workgroup opted to tailor interpersonal counseling for depression,
infusing faith and spirituality with psychoeducation within the adapted intervention.

Conclusions
Centering Black women’s needs is critical to the continuum of work necessary to improving the mental
health and overall wellbeing of Black survivors. Sarah Waller’s Help-Seeking model is the first to identify
Black IPV survivors’ needs. The second study is the first to begin tailoring an intervention for depression
with and for Black women IPV survivors.

Background
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A dearth of depression interventions center Black women intimate partner violence (IPV) survivors,
despite the urgency [1]. IPV is conceptualized as any physical, psychological, sexual, financial abuse
and/or controlling behaviors inflicted by a current or former intimate partner [2]. Black women
experience the highest IPV-related mortality and morbidity among all racial and ethnic groups of women
[3, 4]. A 22-year epidemiological inquiry of femicides found that Black women are murdered on average
of 6- and as much as 20-times that of white women, with IPV the underlying factor in half of those
murders [5]. The Lancet Commission on Intimate Partner Violence and Mental Health identified an adverse
circuitous relationship between IPV-related femicide and women’s psychological wellbeing [6]. With
Black women IPV survivors experiencing profound effects of culturally blunted care [3, 7], it is essential
to identify their psychosocial needs, understand the optimal timing of intervention delivery, and tailor
interventions to meet their cultural preferences for care. An emerging body of literature points to the
necessity of co-tailoring mental health interventions with and for Black women [8, 9]. A dearth of
scholarship documents such efforts for Black women IPV survivors [1]. This paper seeks to begin to
close that gap. The goal of this project, across two studies, was to identify Black survivors’ psychosocial
needs, then select and begin tailoring a brief evidence-based intervention (EBI) that addresses this
population’s most pressing mental health need: depression.

Role of culture in intervention tailoring
Culturally tailored interventions for depression may reduce barriers to treatment while improving
acceptability. Depression is commonly experienced by IPV survivors and is the primary cause of
disability, globally [1, 10, 11]. An examination of effective structure of intervention delivery for Black
women demonstrated the need to account for psychological, social and cultural effects of oppression,
Black female identity, healthy relationships and social support experiences [12–14]. Black survivors
further uphold power-sharing and communal meaning-making among themselves as an important part
of their mental healing process [15]. Social support and connectedness may mitigate the effects of
stressors and depressive symptoms among Black survivors and is crucial for intervention tailoring [16].
Other culturally responsive interventions rely on strengths-based approaches to dispel myths,
internalized negative beliefs and attitudes [12, 16]. Spirituality also characterizes many Black survivors’
cultural experiences. Yet, there remains a paucity of literature concerning faith-based mental health
interventions for Black survivors [17, 18]. Incorporating faith-based practices into intervention delivery
connects Black survivors to ancestral practices that are culturally aligned and may be vital to increasing
uptake and reducing attrition [17]. Importantly, effective intervention design is based upon theoretical
development. Theories that identify Black survivors’ needs are essential for their survival and lacking in
the literature [19]. Importantly, there are no theories that identify Black survivors’ nuanced help-seeking
process. The goal of this project, across two studies, is to understand the psychosocial needs of Black
survivors and begin tailoring an intervention with and for them.

Theoretical Framework
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In Study 1, constructs from the transtheoretical model of change (TTM), intersectionality, and agency
frameworks were used as sensitizing concepts for theoretical development. The TTM allowed us to
explicate survivors’ cognitions and behaviors during their IPV help-seeking process according to what
phase they were in for seeking help [20]. Intersectionality framework [21] provided the foundation critical
for understanding the ways that survivors experience oppression resulting from their each of their
marginalized identities, specifically race, class and gender [21]. These identities often intersect and
overlap, causing multiple points of marginalization that may further preclude survivors from obtaining
immediate crisis assistance [22]. To ensure we account for the creative ways that survivors harness
power, specifically, the ways that they employ their power to navigate barriers, we utilized the agency
framework which posits that survivors will use non-linear, incremental ways to secure power that may
not readily be recognizable by the person inflicting violence [23]. Further details on theoretical
development are found in previous research [24].

In Study 2, the ADAPT-ITT Model [25] was used to begin tailoring a brief evidence-based intervention for
depression. ADAPT-ITT is a manualized approach with 8 steps for intervention tailoring. We employed
the first two: 1) Assessment, specifically interviewing participants to understand and identify needs; and
2) Decision, namely identifying which evidence-based intervention to tailor. We then conducted an
intervention workgroup to determine which elements of the Black church experience to infuse in the
tailored intervention. ADAPT-ITT has historically been applied to tailoring HIV/AIDS and behavioral health
interventions [26–28]. For the first time, it will be utilized to tailor a depression intervention for Black
survivors. Additional steps of ADAPT-ITT are not reported here but will be included in future publications.

Methods
Interviews were conducted with forty-six participants across two qualitative studies. The first study
included 30 Black women help-seeking for IPV-specific services and supports in a large northeastern
urban area. Data was collected July-October 2019. Theoretical sampling [29] was utilized to secure
participation from individuals help-seeking across a wide range of IPV-specific services, inclusive of the
criminal legal, shelter, healthcare, and mental healthcare systems. To account for Black survivors’ help-
seeking preferences, we also sampled from women survivors help-seeking in Black churches across the
same urban area [30]. Constructivist grounded theory methodology [29] (See Fig. 1: Constructivist
Grounded Theory Methodology) was employed for analysis, building off of the research team’s deep
expertise. Six team members have extensive experience with IPV and trauma survivors, five have
expertise in advancing mental health equity, and four are experts in community-partnered research. The
interview guide may be found in the scholarly literature [BLINDED]. Further details regarding methods for
Study 1 are available in prior literature [BLINDED].

The second sample is drawn from a larger formative study with a community agency that provides
technical assistance to faith-based organizations, and two Black churches in a large urban area. Sixteen
key stakeholders included a purposive sample of 4 Black IPV survivors with distal histories of abuse (e.g.
>2 years post-victimization), 4 Black women clergy, 4 lay ministry leaders who support survivors in
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religious settings, and 4 clinicians who provide community-based mental health care to Black survivors.
Data was collected in March 2023. The PRISSMA framework guided the workgroup process [32]. The
interview guide for Study 2 may be found as a supplemental file. Inductive-deductive thematic analysis
was employed for analysis [33] (See Fig. 2: Inductive-deductive Thematic Analysis).

Inter-views were recorded after obtaining consent and were professionally transcribed. An inductive
approach to thematic analysis was utilized [29, 34].

Institutional Review Board approval was obtained prior to commencing each study. Approval for Study 1
was obtained from a university. Approval for Study 2 was obtained from a large BLINDED psychiatric
institute. In each study, data was triangulated using demographic and qualitative interviews, and field
notes. In Study 1, recruitment occurred until saturation (until no new codes were identified during initial
coding) [35]. In Study 2, while the goal was to gather “rich data” from a diverse group of stakeholders,
saturation was achieved across sub-group breakout sessions. Specifically, redundancies were identified
across sub-groups. Participants were randomly assigned into one of three smaller sub-groups for each
of the breakout sessions. Assignments varied for each of the three breakout sessions. Since the first
study included theoretical development, we employed all 8 recommended methods to ensure
trustworthiness [36]. To ensure validity of the emergent theory, we employed negative case analysis [24].

To ensure transparency in reporting, the Standards for Reporting Qualitative Research (SRQR) [37] was
employed. Dedoose [38] and a matrix system [39] were utilized for Study 1 and Study 2, respectively, for
data management and analysis. Data for both studies were analyzed using a single coder. For Study 1,
the first author (BLINDED) used reflexive journaling to identify biases [40] and discussed them with her
advisor (BLINDED). For Study 2, the team (BLINDED) met bi-weekly to review codes and resolve
differences in how closely to code to the data. To protect participants’ identities, pseudonyms are used.
Table 1 and Table 2 include participant demographics for Study 1 and Study 2, respectively.

Findings
Study 1

Nine themes were identified using from the constructs of TTM, Intersectionality and Agency frameworks
as sensitizing concepts. We then identified patterns in the data that documented Black survivors’
psychosocial needs during their IPV help- seeking. The nascent phase-oriented framework (See Fig. 3:
Sarah Waller’s Help-Seeking Model) captured survivors’ cognitive and behavioral processes of help-
seeking. With the initial phase identifying survivors’ awareness of their victimization and commencing
with them reclaiming their power to make their own life choices, the model may be used as a framework
to guide intervention development and delivery. Participants in latter phases of help-seeking spoke
regarding their earlier experiences of help-seeking. Their recollection, combined with participants who
have yet to advance through the latter phases of help-seeking, informed the development of the model’s
phases. Participant quotes are found in Table 3.
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Phase 1: Awareness – “This kinda threw me”

Most participants in the initial phase of help-seeking described enduring a combination of psychological
and severe physical abuse and controlling behaviors. Yet, many did not recognize the abuse as IPV. Most
of the women experienced mental health challenges often associated with long-term victimization,
namely depression, anxiety, dissociation, and suicidal ideation.

Phase 2: Acknowledgement – “Deal with it”

Most participants within this phase of help-seeking largely relied upon coping mechanisms and resorting
to cultural norms elevating privacy and protecting their partner from potential harms from police
involvement. Many of the participants recognized the necessity of admitting they were abused as a
critical step to securing crisis supports. Acknowledgement was essential even for participants who were
not yet ready to obtain assistance within the formal IPV service provision system.

Phase 3: Assessment – “Why am I here?”

Most of the participants in this phase began evaluating the context and trajectory of their relationship.
These women’s reflections spanned from existentialist questioning the purpose of their own life to
parasuicidal and suicidal ideation. Several participants also indicated they were depressed and anxious
about their relationship while a few of the participants noted their heavy reliance upon prayer as a
mechanism to alleviate their symptoms.

Phase 4: Enough – “Enough is enough”

This is the phase in which many participants began to shift from cognitive to more action-oriented steps.
They were resolute in their determination to make the moves necessary to disrupt their partner’s abusive
tirades. While some participants in this phase physically fought their abusive partner as a means of
creating boundaries for acceptable behavior, other participants began to identify alternative means of
dissuading their partner from further inflicting violence.

Phase 5: Enlist – “Have to speak to someone”

Once here, many participants recruited male family members and close friends for assistance. While
some participants enlisted others to dissuade their partner’s continued abuse, several participants relied
upon their kinship network to offer a haven of safety while they further assessed their situation and
determined a strategy for next steps.

Phase 6: Escalate – “ Call the cops on yo’ ass

Despite efforts to forgo engaging law enforcement, most of the participants in this phase believed their
partner’s on-going abuse necessitated escalating to the very entity they noted they wanted to avoid: law
enforcement. Some participants indicated this was especially the case when the nature and frequency of
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the abuse intensified after attempting a more private means of disclosure and sharing the abuse with
their family and friends.

Phase 7: Reject – “There is no help”

All the participants in this phase were generally exasperated after contending with a constellation of
barriers that hindered and sometimes precluded their immediate help-seeking efforts. Rather than
continue to search for a minority of providers who they believed wanted to help them, as Black women,
most of the participants in this phase began to reject formal systems of support and secure alternative
pathways for intervention.

Phase 8: Resolve – “Gotta get through the hurdles”

Regardless of the hindrances they encountered, most of the participants in this phase were determined
to obtain assistance. For some, their inspiration was the desire to create a healthier home environment
for their young children. Other participants had a deep-seated belief that life could be better if they
obtained critical aid. Participants in this phase were resolute and determined to get what they needed to
improve their overall wellbeing.

Phase 9: Restoration – “Getting my power back”

A journey of rediscovery punctuates this phase of help-seeking. While not all participants advanced to
the final phase, all the women who were in the restoration phase had terminated their relationship with
the person who inflicted violence. Several participants were employing some form of counseling,
whether pastoral or traditional, to guide them in their journey of self-discovery. Importantly, all of the
participants discussed reclaiming their sense of self, relishing in their newfound freedom, exploring life
and its possibilities, and reconnecting with their family and friends.

Study 2
Findings from Study 1 informed the need to identify and begin tailoring an EBI for depressed Black
survivors. Formative work for Study 2 are reported in prior literature [1]. We then convened an
intervention workgroup (WG) to understand what participants believe Black survivors needed in an
evidence-based intervention (EBI). The workgroup comprised an interdisciplinary team of 16
stakeholders; this included a diverse group of Black women with distal histories of IPV (> 2 years since
victimization), including veterans, members of the LGBTQ+ community, and women with a disability;
women clergy and lay ministry leaders; and mental health clinicians who treat to Black survivors. The
larger workgroup was divided into three smaller sub-groups during the 8-hour session that included a
one-hour working lunch. Each of the smaller groups reported out to the larger group following each
session, with redundancies found across the three groups. The WG completed the initial two phases of
the ADAPT-ITT model to begin selecting and co-tailoring an EBI for Black survivors help-seeking in faith-
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and/or community-based organizations. Findings are reported in aggregate across participant types
unless otherwise noted.

Assessment
Initial discussions included the need for brief interventions that are delivered in a flexible format,
specifically in-person or via telehealth. WG participants then reviewed findings from a systematic review
of the literature delineating Black survivors’ needs, specifically the EBI should be brief (< 6 sessions),
infuse faith and/or spirituality, delivered by Black women with histories of IPV in trusted faith- and/or
community settings and account for survivors’ social context, namely childcare [1]. All participants
agreed with systematic review findings.

Decision
The facilitator provided an overview of EBI options for depressed survivors, namely cognitive behavioral
therapy (CBT), interpersonal psychotherapy (IPT) and interpersonal counseling (IPC). The WG opted to
select IPC because of the brevity of its delivery, along with its treatment effectiveness among Black
survivors. IPC is a brief (4–6 session), manualized, evidence-based derivative of interpersonal
psychotherapy (IPT) [41]. IPT has demonstrated effectiveness in over 100 trials and is recommended by
the World Health Organization (WHO). IPC is a brief iteration of IPT, adapted for primary care settings
and delivered by lay providers [42]. IPC targets interpersonal problems (e.g. grief, disputes, transitions)
[42, 43] while reducing the likelihood of treatment non-adherence typically found among this population
[44]. IPC, which is called brief IPT in the literature, has also been found effective in remitting depression
among Black survivors [1].

WG participants began initial work of determining which elements of spirituality and the Black church
experience to infuse into the tailored intervention across three randomly assigned, sub-group breakout
sessions. Sessions were structured to give participants the ability to reflect on the strengths and
challenges of the Black church and the ways experiences with faith leaders have helped and harmed
survivors before developing strategies for a more healing experience.

Breakout 1: Faith and Spirituality
All WG participants felt it essential to include themes of faith and spirituality, specifically Biblical texts,
into the tailored intervention. While generally regarded as a source of support, participants
acknowledged that scriptural passages have also been weaponized against survivors. Several
participants were adamant about the necessity of unpacking complex texts while putting greater
emphasis on passages that validate and uplift survivors. Several also emphasized the importance of
reconciling the nuances of complex Biblical characters such as Hagar who, although vilified for having
sexual relations with her boss at his wife’s request, also exemplifies the experiences of Black survivors’
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imperfect womanhood. Other participants indicated the need to clarify passages about submission
often misused to encourage survivors to remain in abusive relationships.

All the WG participants also suggested the need to empower survivors. Several also recommended that
intervention contain positive messaging and self-talk, as well as story-sharing to create an atmosphere
of hope. They suggested taking an informal approach to an intervention that prioritizes hugs and
embraces, which is characteristic of Black spiritual spaces. A few of the participants, across participant
types, noted that not all women will be religiously affiliated, so the tailored EBI should also reflect this
reality. As an alternative, they recommended using spiritually inspired symbols from Adrinka and Ifa
Orisha therapeutic practices. Adrinka symbols such as Sankofa can emphasize the need to reflect on
one’s past to guide their future.

Breakout 2: IPV Psychoeducation
All the WG participants were emphatic about including psychoeducation about depression and IPV.
Psychoeducation involves providing information designed to raise awareness. Most participants
discussed the importance of survivors understanding depression and how it presents among Black
women. Of particular concern were the effects of traumatic experiences, risk for subsequent
revictimization and negative self-beliefs. A few of the participants noted the danger of depression,
especially for Black survivors. Clinician-participants discussed the shame and stigma of poor
psychological health compounded with IPV and is also layered with a sense of betrayal that destroys
survivors’ sense of trust in forming and navigating relationships.

Salient to the discussion on psychoeducation was the profound effects of IPV among Black women.
Clinician participants believe information about the noxious, intergenerational effects of IPV is important
and too often misunderstood, leading to critical missteps that result in a sequela of deleterious proximal
and distal outcomes for Black survivors. They noted the intervention should address common myths
about IPV, including who is affected and the various forms. Lay ministry leader participants emphasized
the need to underscore that abuse is not the result of the survivors’ actions, nor does it occur as part of
mere conflicts or disagreements. A few of the participants believe intervention should cover the
dynamics of power and control in a relationship while dispelling racist stereotypes portraying Black
women as angry, aggressive and strong which constrain them from expressing their vulnerability.

Participants also highlighted that it is essential to address blame in IPV. All of the WG participants
agreed that the intervention should clarify that IPV is unjustifiable and that survivors are not responsible
for their victimization. Rather, the person inflicting harm is accountable. They indicated that survivors
should also be informed about the warning signs of IPV, reminded that self-defense may be necessary,
and educated about the heightened danger they may encounter when attempting to leave their abusive
relationship. Survivor participants emphasized the need to remind survivors that abuse is not love. This
is especially important for survivors with childhood exposure to IPV because their earliest memories
may include them witnessing abuse within the context of what is supposed to be a loving relationship.

Page 10/23



Several participants recommended employing messaging that reminds survivors of their autonomy,
purpose for living, and personal strength. A few advocate participants also noted that survivors should
be encouraged to prioritize herself and her needs.

Breakout 3: Interpersonal Counseling
During the last breakout session, WG participants concurred that all four problem areas within IPC
should be addressed in the intervention. These areas include grief, disputes, transitions, and isolation. All
participants acknowledged that survivors mourn the loss of their relationship, along with relational goals
and the sense of oneself. Most participants agreed that survivors will inevitably face immense change.
Grief could manifest in mourning the loss of the relationship, self, financial stability, and disappointment
with God. Many of WG participants stated that this is an imperative since the grieving process could
drive survivors to reconnect with their abusive partner.

Disputes involve relational ruptures between survivors and those within their relational networks. Most
participants identified with the precarious nature of transition that survivors experience, and the need for
them to utilize newfound support systems to acquire skills for healthier relationships. Addressing
practical challenges that they will likely face is imperative. Several participants stated that survivors will
need support addressing disputes, particularly since some may not have the skills for healthy
confrontation. Some participants shared that survivors may also need to learn how to process their
complex feelings, redefine healthy and safe sexuality, and reinvent themselves. Several participants also
emphasized the critical need to address strategies for overcoming isolation from their family members
and close friends.

Discussion
This project, with 46 participants across two studies, was designed to center the needs of an especially
vulnerable group of Black women IPV survivors. In Study 1, findings from 30 Black women IPV survivors
who were help-seeking in the criminal legal, shelter, health and mental health care systems as well as the
Black churches in a large urban area in the northeastern U.S. Study findings reflected patterned data
documenting survivors’ help-seeking process, Sarah Waller’s Help-Seeking Model (Fig. 1). In Study 2,
participants indicated the need to tailor IPC for Black survivors help-seeking in faith- and community-
based settings. Participants opted to tailor a brief manualized treatment that could be delivered by lay
health providers in trusted faith- or community-based settings. They specifically indicated the necessity
of continuing to address the problem areas (e.g. grief, disputes, transitions, and isolation) identified in
IPC while adding psychoeducation about IPV and depression, infusing faith or spirituality in the tailored
intervention.

This study represents a critical advancement in addressing the mental health needs of Black women by
centering Black survivors’ lived experiences across both theoretical development and intervention
adaptation [24]. The creation of Sarah Waller's Help-Seeking Model alongside the collaborative
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modification of IPC enriched with spiritual elements and educational components illustrates the power
of community driven research methods [18]. To our knowledge this is the first project to center the needs
of Black survivors, spanning from theoretical development to intervention tailoring. Our study reveals
important insights into the initial design one of the first culturally tailored mental health interventions for
depressed Black women who have experienced IPV.

Advancing Theoretical Framework
Waller’s Model is a breakthrough model, establishing the first comprehensive framework explicitly
created to examine how Black women survivors navigate their journey toward obtaining assistance
(mentally and physically) for intimate partner violence. Previous theoretical models have consistently
overlooked the complex intersectional realities faced by Black women, failing to capture how race,
gender, and survival experiences interact to shape help-seeking behaviors [21]. This innovative
framework documents the survivors progress from recognizing their victimization through reclaiming
personal autonomy and strength. The model’s nine phases: Awareness; Acknowledgement; Assessment;
Enough; Enlist; Escalate; Reject; Resolve; Restoration, dives into the intricate relationships between
mental health symptoms, community expectations, and available support networks. Depression, anxiety,
and suicidal thoughts emerge as central consequences of intimate partner violence, confirming
established research documenting the severe psychological burden carried by Black women survivors
[45]. Additionally, the model emphasizes that help-seeking behaviors are embedded in cultural contexts
and intersectional identities [21]. Black IPV survivors frequently depend on informal support systems
and spiritual resources, honoring established community traditions of collective strength and faith-
centered recovery [17]. At the same time, maintaining family privacy and shielding partners from criminal
legal involvement may delay assistance-seeking and prolong or intensify suffering. These findings
emphasize the critical importance of developing interventions that dismantle cultural and systematic
barriers such as racism and stigma. It further prioritizes the need to address depression among Black
survivors.

Applying the ADAPT-ITT framework to this depression intervention for Black survivors demonstrates
innovative utilization of this approach, previously applied primarily to HIV/AIDS and behavioral health
interventions [25–27]. The workgroup's organized discussion sessions and focus on IPV education,
spiritual meaning-creation, and IPC adaptation establish a reproducible framework for future
development initiatives. It is however important that the full the ADAPT-ITT framework be used in future
research to fully understand the full potential of Waller’s model.

Cultural informed adaptation process
Through authentic engagement with Black women, the collaborative adaptation process produced a
modified interpersonal counseling approach incorporating educational content about IPV and
depression alongside faith and spiritual components, identified as fundamental for acceptability and
sustained participation. This methodology directly addresses limited adoption and poor retention rates
due to insufficient cultural resonance [1], building upon established evidence interventions
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demonstrating the effectiveness of culturally tailored interventions for Black women experiencing
multiple vulnerabilities [46, 47].

The proposed educational components of the tailored intervention address stigma that often causes
isolation and self-blame. Through the informing and covering of misconceptions IPV and explaining
connections between trauma and psychological wellbeing [16]. This approach challenges internalized
harmful beliefs and shame that survivors’ often express while enhancing mental health understanding
and promoting empowerment. The proposed tailored intervention recognizes that barriers including
economic limitations, childcare needs, and mistrust toward formal health services including mental
health, which makes cultural resonant approaches essential for long-term engagement.

The inclusion of faith-based approaches is particularly innovative. While religion is a protective element
for Black women [13, 17], few interventions have successfully translated this strength into practical
mental health programming for intimate partner violence survivors [13]. Our investigation contributes to
the field by establishing a framework with cultural practices that are meaningful and can potentially
decrease stigma and improve incidences of violence by incorporating spiritual resources combined with
evidence-based therapeutic interventions.

Policy and Practice
Our model’s results has implications for policy and practice as it is aimed at enhancing mental health
outcomes for Black women, specifically IPV survivors, especially since violence and mental health are
crucial social determinants of health. Waller’s Model offers a practical framework for timing and
customizing interventions according to survivors' changing readiness and psychosocial requirements.
The methodology demonstrated in this research confirms the importance of establishing
interdisciplinary partnerships including survivors, faith leaders, and clinicians to collaboratively create
culturally authentic and sustainable interventions [48]. These partnerships strengthen community
investment and build trust—essential elements for mental health service engagement among Black
women [9].

Funders and policymakers should facilitate the creation and implementation of culturally adapted
evidence-based interventions through targeted funding and resource distribution. This can help address
structural obstacles including childcare, transportation, and costs that restrict healthcare access for
Black women [11]. Similarly, this proposed adapted intervention can be tested with different service
delivery approaches, such as telehealth which can expand the accessibility and effectiveness of this and
other tailored interventions. Together, these practice and policy implications represent a move toward
equity-centered mental healthcare. By prioritizing historically marginalized perspectives and
incorporating cultural contexts, we advance toward reducing disparities and fostering healing for one of
the most vulnerable communities.

Future Direction and Priorities
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This study underscores the utility of forming collaborative multidisciplinary coalitions with historically
marginalized communities to achieve and maintain mental health equity. Furthermore, developing
partnerships with additional community sectors and investigating digital delivery approaches may
further improve accessibility and impact. Longitudinal investigations could offer insights regarding
timing and advancement, supporting intervention customization to survivors' actual experiences.

While our current work focuses on depression, research demonstrates that survivors frequently
experience co-occurring posttraumatic stress disorder (PTSD) and anxiety disorders that require
comprehensive screening and treatment approaches. Future studies should also explore the integration
of evidence-based PTSD and anxiety screening tools into routine care delivery, building on successful
models like Project WINGS that have demonstrated effectiveness in identifying and addressing complex
trauma presentations among women in community supervision settings [49]. This comprehensive
approach to mental health screening and treatment could address the complex psychological
experiences of Black women, while maintaining cultural authenticity and community partnership
principles. Additionally, future research should also explore this adapted intervention across diverse
service settings including primary care, emergency departments, and community-based organizations
enhance the model scalability and uptake.

Finally Waller’s Model acknowledges the historical trauma of Black women whose intimate partner
violence experiences cannot be disconnected from slavery's legacy, systemic racism [6]. The
intervention's focus on reclaiming personal power and empowerment, directly confronts these historical
disempowerment patterns while strengthening cultural assets and resistance while incorporating
culturally specific therapeutic approaches, including Adinkra symbols such as Sankofa, ancestral
knowledge and healing practices. This cultural heritage connection can provide powerful strength and
identity validation for survivors.

Limitations
Despite our strong framework and findings, our study is not without limitations. First though there was
diverse representation within the working groups from the Black community, the study was limited to a
specific area so may limit the generalizability of findings to Black survivors in other regions, rural areas
and some first-generation Black women as cultural contexts may differ. The sample size for intervention
development was relatively small, thus limiting perspectives from a wider group of Black survivors, some
of whom may not have engaged with formal services. The focus on depression as a primary outcome of
the framework may not have captured the full range of psychological or mental health symptoms and
needs of Black women. Future research should consider broadening to include anxiety, PTSD, and
substance abuse. Despite these limitations, our findings offer important contributions to the
understanding of the mental health challenges. That need to be considered when developing IPV
interventions for Black women.

Conclusions
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As the first series of studies that focus on understanding the needs of Black women survivors, this work
helps inform both theoretical development and the tailoring of interventions that center their specific
psychosocial needs. This work helps determine the critical importance of psychoeducation for IPV and
depression for this population, and the value of integrating faith-based approaches to enhance
acceptability of intervention. Additionally, this work highlights the strength of co-creating and engaging
those with lived experience through collaborative multidisciplinary coalitions to enhance the relevance,
fit, and effectiveness of mental health interventions. In future work, it will be important to further develop
and test these intervention approaches among this key population and further evaluate and refine the
theoretical framework elucidated here.
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Ethics approval and consent to participate:

This study was approved by Adelphi University Institutional Review Board (#090618) and NYS
Psychiatric Institute (IRB#8340). The study was conducted in accordance with the ethical principles
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Figure 1

Constructivist Grounded Theory Methodology
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Figure 2

Inductive-Deductive Thematic Analysis
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Figure 3

Sarah Waller’s Help-Seeking Model
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