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Abstract

Background Black Americans are more likely than their White counterparts to experience traumatic injury and worse
functional outcomes. Unfair police treatment has been identified as one specific form of racial discrimination potentially
driving these deleterious outcomes. The aim of the investigation was to better understand the relationship between experi-
ences of discrimination by police and trauma-specific quality of life outcomes, including PTSD symptom severity, in Black
Americans following traumatic injury.

Method Traumatically injured Black American adults (N=53) presenting to a level 1 trauma center completed a measure
of police and law enforcement discrimination at baseline, and quality of life and PTSD were assessed 6 months later.
Results Stepwise regressions results showed more frequent discrimination by police and law enforcement significantly pre-
dicted lower emotional and physical well-being 6 months after injury. Further, more frequent police discrimination resulted
in more severe PTSD symptoms by 6 months after injury.

Conclusions Findings underscore that following an injury not specifically related to discrimination by police, patients’
historical, negative police experiences contributed to worse physical and emotional recovery in the present. These findings,
in unison with prior investigations, reveal the need to consider patients’ history of negative police experiences as a social
determinant of health in their recovery.
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Introduction

In 2020, approximately 19 million adults in the United States
(U.S.) were treated at an emergency department (ED) after
experiencing a single incident traumatic event, with approxi-
mately 2.8 million of those individuals subsequently being
hospitalized due to injuries sustained [1]. Despite traumatic
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injury being a leading cause of death in the U.S., advance-
ments in trauma systems have increased survival rates over
time, shifting efforts from improving mortality rates to
improving quality of life in the wake of survival [2—4]. Post-
traumatic stress disorder (PTSD) has been identified as one
of the most robust factors deleteriously impacting quality of
life after injury, particularly when compared to traumatically
injured individuals without PTSD [5]. Specifically, research
suggests physical health, return to work, and recovery sat-
isfaction are largely dependent on mental health following
traumatic injury, even after adjusting for injury severity and
physical recovery status [6].

Of concern, Black individuals in the U.S. (i.e., Black
Americans) are more likely than their White counterparts to
experience traumatic injury [7] as well as subsequent worse
functional outcomes [8—10]. In line with this, they are not
only at greater risk of developing PTSD in general, they
also experience PTSD with greater severity and chronicity
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when compared to non-Hispanic White counterparts [11,
12]. Informing these elevated rates, Black Americans are
at disproportionate risk of experiencing intentional, inter-
personal injury, such as physical assault and gun violence
[1], which in turn has been shown to pose a greater risk of
PTSD development [13—16]. Deepening the understanding
of other factors impacting inequitable recovery after injury,
particularly in Black American communities experiencing
greater disease burden, is crucial in reducing overall health
burden and improving mental and physical quality of life for
patients surviving a traumatic injury event.

One such factor identified in the literature is the experi-
ence of racism. Racism consists of interpersonal interac-
tions, such as discriminatory experiences, and institutional/
cultural dynamics which serve to malign and/or disregard
individuals and groups based on physical attributes or ethnic
group association [17]. Conceptually, racism, along with its
direct and indirect effects, has generally been understood
within the biopsychosocial model framework, where the
experience of racism results in psychological and physio-
logical stress reactions influenced by constitutional, sociode-
mographic, physiological, and behavioral factors, as well as
coping reactions; these stress responses then influence vari-
ous health outcomes [17-20]. This biopsychosocial model of
health highlights that an individual’s social context and lived
experiences directly shape health and well-being. As such, it
is critical to consider how one’s history and experiences with
racism might shape recovery following traumatic injury.

To this end, recent work underlines that experiencing
racial discrimination, the behavioral manifestation of rac-
ism, is significantly predictive of greater PTSD symptom
severity 6 months after traumatic injury in a Black American
population, above and beyond acute stress [21]. Of note,
the study examined the role general race-based discrimina-
tion plays in the development of PTSD; it did not examine
whether more specific forms of racial discrimination, such
as negative police and law enforcement experiences, differ-
entially predict mental and physical health outcomes. To this
point, differing forms of discrimination and the subsequent
affective and coping sequelae have been linked with unique
outcomes, including differing patterns of cardiovascular and
autonomic activation [22].

Unfair police treatment has been identified as one spe-
cific form of racial discrimination driving deleterious
outcomes. Critically, Black Americans are more likely to
experience police brutality compared to White Americans,
with whiteness being protective against police use of force
[23, 24]. Empirical work has detailed the deleterious impact
this type of discrimination has on various health-related
outcomes, including mental health disorders, injury, and
disease, as well as mortality [25-29]. In fact, researchers
have suggested racial discrimination by law enforcement
should be framed as a social determinant of health [30] and
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a unique construct separate from other forms of violence
and stress [31].

Relevant to the traumatic injury population, although
generally not trained to critically injured individuals, law
enforcement will often arrive at the scene of traumatic
injury prior to emergency medical services [32]. Of con-
cern, the routine presence of law enforcement personnel in
healthcare settings can be fear-inducing and drive mistrust
beyond police to medical professionals [33-35]. In line with
this generalization of mistrust, patients are more likely to
intentionally minimize symptoms and withhold information
from medical providers out of concern information will be
shared with law enforcement [33]. Further, traumatic injury
can contribute to increase risk of future policing and incar-
ceration, all of which have been shown to exacerbate racial
health disparities [36].

Poor quality of life after traumatic injury inequitably
affects Black communities already marginalized by systemic
inequities, places undue burden on the healthcare system,
and subsequently comes at the cost to other systems (e.g.,
education, social support services) [37]. Altogether, devel-
oping the understanding of how discrimination by police
specifically influences quality of life after traumatic injury
has the potential to inform more effective interventions. The
aim of the current investigation was to better understand
the relationship between experiences of discrimination by
police and trauma-specific quality of life outcomes, includ-
ing PTSD symptom severity, in Black Americans following
traumatic injury.

Method
Participants and Procedure

The sample was from a prospective study aimed at identify-
ing posttraumatic risk factors of PTSD development using
biospecimens, genetics, and self-report measures (study
name: Study on Trauma and Resilience (STAR) 2.0). Par-
ticipants were asked to complete three study visits: in hospi-
tal (baseline), 3 months, and 6 months postinjury. Enrolled
participants were treated in the ED and either discharged or
admitted to the Level I Trauma hospital for a single-inci-
dent traumatic injury. Inclusion criteria were the following:
(1) 18 years of age or older; (2) Glasgow Coma Scale > 13
on arrival; (3) did not meet criteria for moderate to severe
traumatic brain injury; (4) injury was not self-inflicted; (5)
were not on police hold or discharging to jail; and (6) abil-
ity to communicate meaningfully in English or Spanish.
Recruitment, consent, and data protection procedures were
approved by the Institutional Review Board. Notably, if a
patient qualified for the study, a trained psychology gradu-
ate or undergraduate research associate approached them,
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detailed the purpose and process of the study (e.g., “we are
interested in how past stressful or traumatic experiences
inform recovery after traumatic injury”), and conducted
the informed consent process. If the patient agreed to par-
ticipate, they were subsequently enrolled during admission;
follow-up data were collected via telephone or in person in
an ambulatory hospital clinic.

Data were obtained from September 2017 through March
2021. A total of 8167 potential participants were screened
consecutively via a daily ED and trauma census and based
on the inclusion criteria, 221 were eligible for participa-
tion. Of those, a total of 187 participants consented and
completed the baseline protocol during initial ED/hospital
encounter.

Relevant to the current study, of the 187 total participants,
there were 72 Black participants who completed self-report
measures at baseline. Among these individuals, retention
between baseline and 6-month follow-up was 73.61%, result-
ing in a final analytic sample of 53. Significant differences
between completers (n=153) and those lost to follow-up
(n=19) were evaluated across the following baseline vari-
ables: age, gender, education, history of psychiatric diagno-
sis (yes versus no), mechanism of injury (MOI; assaultive
versus non-assaultive), injury severity score (ISS), lifetime
stressful life events, and acute stress reactions (PCL-5,
PTSD Checklist for DSM-5). Completers and those lost to
follow-up did not significantly differ across any of these vari-
ables (p>0.05).

Baseline demographic characteristics for the final sam-
ple (N=53) include the following: mean age of 35.42 years
(SD=14.34); 62.3% male; 49.1% employed either part-time
or full-time. Regarding education, 41.5% of the sample had
at least some college, with another 45.3% of the sample
obtaining a high school degree. Most participants did not
endorse a history of formal psychiatric diagnosis (n =38,
71.7%).

In terms of injury characteristics at baseline, most injuries
were a result of non-assaultive trauma (62.3%), whereas the
remaining 37.7% were due to assaultive trauma (e.g., gun-
shot wound, stabbing). Regarding injury severity, mean ISS
was 15.34 (SD =10.68). The mean of baseline PCL-5 scores
was 23.68 (SD=20.37).

Measures

Demographic and Injury Information At baseline, partici-
pants provided demographic information, including age,
gender, race/ethnicity, education level, and employment
status, as well as whether they had ever received a formal
psychiatric diagnosis. ISS as well as MOI (i.e., assaultive
versus non-assaultive) were documented from the medical
chart and trauma registry respectively.

Lifetime Trauma Exposure at Baseline The Life Events
Checklist for DSM-5 is a self-report measure assessing
exposure to potentially traumatic events, such as transpor-
tation accidents, sexual assault, and life-threatening illness
[38]. Participants specified if the event happened to them,
they witnessed the event, and/or they learned about the event
happening someone they knew. Per scoring recommenda-
tions [39], responses indicating participants directly experi-
enced the event, witnessed it, or learned about it happening
were merged to generate a total weighted life events score
(maximum score=102). Specifically, events experienced
directly were weighted by a factor of 3, items witnessed
were weighted by a factor of 2, and events learned about
were weighted by a factor of 1 [39]; higher scores indicate a
greater exposure to potentially traumatic events. Cronbach’s
alpha was 0.86 in the present analytic sample.

Police and Law Enforcement Experiences at Baseline The
Police and Law Enforcement (PLE) scale is a self-report
measure of Black individual’s experiences of discrimination
by police and law enforcement [40]. The scale contains 5
items on a 4-point Likert scale ranging from 1 (“never”) to
4 (“often/frequently”). Items include, “Has a police officer
been physically abusive to you due to your race?” and “Has
a police officer accused you of selling drugs due to your
race?” Higher scores indicate more frequent deleterious
experiences with police officers. The PLE scores have dem-
onstrated good reliability among Black populations [40].
Internal consistency reliability of the present study was good
for the overall sample (Cronbach’s Standardized a=0.85);
more specifically, it was good for men (Cronbach’s a=0.87)
and acceptable for women (Cronbach’s a=0.73).

Acute Stress Reactions at Baseline The PTSD Checklist for
Diagnostic and Statistical Manual of Mental Disorders, 5th
Edition (PCL-5) was used to assess acute PTSD symptoms
at baseline [41]. The PCL-5 is a 20-item self-report measure
assessing the extent to which a participant is distressed by
each of the DSM-5 PTSD symptoms. Each symptom is rated
on a 0—4 scale, from 0 (“not at all”’) to 4 (“extremely”). A
total symptom severity score (range: 0-80) is obtained by
summing scores of all items. The PCL-5 has been found
to exhibit strong reliability and validity in psychometric
evaluation [41]. Cronbach’s alpha was 0.93 in the present
analytic sample. The index traumatic event for assessment
was the traumatic injury for which participants presented to
the hospital.

Quality of Life at 6 Months The Revised Trauma Quality of
Life (RT-QoL) measure is a 3-factor, 18-item instrument
developed for the assessment of quality of life specific to
the trauma population [42]. Domains include emotional
well-being (e.g., my mood has become worse since the
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injury), functional engagement (e.g., “I need help walking
up stairs”), and physical well-being and recovery (e.g., “I
have pain on a daily basis”); domain scores were generated
by averaging participant’s responses across the items of each
domain, with higher values reflecting better health status.
The RT-QoL has been shown to preserve the strong speci-
ficity, validity, and psychometric properties of the original
instrument [42].

PTSD Symptom Severity at 6 Months The Clinician-
Administered PTSD Scale for DSM-5 (CAPS-5), a 30-item
structured clinical interview mirroring the PTSD factor
structure outlined by DSM-5, was administered approxi-
mately 6 months after injury date [43]. It is considered the
gold standard for assessing PTSD symptoms, with ques-
tions identifying the onset and duration of symptoms as
well as subjective distress and impact of symptoms on
functioning. Overall, psychometric investigations sug-
gest the CAPS-5 is a psychometrically sound measure of
DSM-5 PTSD diagnosis and severity of symptoms [43].
The CAPS-5 was administered and scored by trained grad-
uate and postdoctoral level mental health professionals. As
with the PCL-5, the index traumatic event for assessment
was the traumatic injury for which participants presented
to the hospital.

Data Analytic Plan

Descriptive statistics using proportions and means
along with standard deviations for the demographic and
injury characteristics of the sample were computed.
Means, standard deviations, and ranges were also
presented for continuous variables. To test bivariate
associations between continuous study variables (i.e.,
mean-centered) and categorical factors, Pearson’s and
point biserial correlations were calculated, respectively
(Table 2).

The relationship between PLE at baseline and qual-
ity of life (i.e., RT-QoL factors and CAPS-5) 6 months
post-injury was examined using hierarchical linear
regression. In step 1, covariates known to be predictors
of maladjustment were entered in the model, including
age, gender, mechanism of injury (i.e., assaultive versus
non-assaultive), history of psychiatric diagnosis (i.e., yes
versus no), and lifetime exposure to stressful events [15,
21]. Of note, baseline acute stress symptoms (i.e., PCL-
5) were included as a covariate in the models predict-
ing CAPS-5 at 6 months. The second step included the
PLE to determine the added predictability of each of the
subscales of quality of life. All analyses were performed
using SAS™ Studio software (3.8, Enterprise Edition)
and SPSS.
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Table 1 Descriptive statistics of categorical study variables (N=53)

N (%)

Gender

Female 20 (37.7)

Male 33 (62.3)
Education

Less than high school 7(13.2)

High school diploma 24 (45.3)

Some college 17 (32.1)

College degree or higher 504
Employment

Unemployed 27 (50.9)

Employed 26 (49.1)
Previous psychiatric diagnosis

Yes 15 (28.3)

No 38 (71.7)
Mechanism of injury

Assaultive 20 (37.7)

Non-assaultive 33 (62.3)

Table 2 Descriptive statistics of dimensional study variables (N=53)

Measure M SD Range
Age 3542 1434 18.4-66.9
Injury severity score 15.34 10.68 2-43
LEC (weighted score) 2142 12.52 2-57
PCL-5 23.68 20.37 0-72
PLE 1043  7.31 6-35
Accused of selling drugs 1.34  1.07 1-6
Pulled over for no reason 1.83 153 1-6
Verbally abusive 1.81 1.49 1-6
Physically abusive 1.36  0.98 1-6
Treated unfairly 1.96 1.81 1-6
CAPS-5 severity 18.85 16.67 0-54
RT-QoL—emotional well-being 247 1.06 04
RT-QoL—functional engagement 340 068 174
RT-QoL—physical well-being and 2.03 0.75 1-4
recovery

LEC Lifetime Events Checklist, PCL-5 PTSD Checklist for DSM-5,
PLE Police and Law Enforcement Scale, CAPS-5 Clinician-Admin-
istered PTSD Scale for DSM-5, RT-QoL Revised Trauma Quality of
Life

Results

Descriptive statistics for key study variables are displayed
in Tables 1 and 2. Of note, approximately 51% of the
sample (n=27) indicated at least one lifetime experience
of discrimination by police. The bivariate correlations,
detailed in Table 3, revealed the PLE was significantly,
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Table 3 Spearman’s rank correlation coefficients for key study variables (N=53)

1 2 3 4 5 6 7 8 9 10 11
1. Age -
2. Male gender —0.04 -
3. Psychiatric history 0.12 0.29% -
4. Interpersonal MOl —0.22 -0.20 -0.14 -
5. 1SS -0.12 0.16 -0.15 0.12 -
6. LEC -0.02 -0.11 0.03 —-0.05 0.23 -
7. CAPS-5 -0.14 0.25 0.29* 0.27* 0.08 0.1 -
8. RT-QoL emotional 0.13 -0.25 -0.36%* —0.35%* —0.07 -02 —0.81%* -
9. RT-QoL functional —0.01 -0.23 —0.11 -0.26 -0.34*  -0.08 —0.33% 0.46%* -
10. RT-QoL physical ~ —0.32* —0.04 —0.29% -0.02 -0.01 -021 —0.39%* 0.51%* 0.30*% -
11. PLE -0.27 -0.28* —-0.22 0.016 0.24 0.27*  0.31* -0.23 -020 -0.19
12. PCL-5 —0.33* 0.18 0.19 0.19 0.08 0.09 0.63**  —0.68%* —0.30% —041%* 0.25

MOI mechanism of injury, ISS Injury Severity Score, LEC Lifetime Events Checklist, CAPS-5 Clinician-Administered PTSD Scale for DSM-5,
RT-QoL Revised Trauma Quality of Life, PLE Police and Law Enforcement Scale, PCL-5 PTSD Checklist for DSM-5

“p<0.05; **p <0.01

positively associated with male gender, the LEC, and the
CAPS-5. The PLE was not significantly correlated with
the three RT-QoL subscales.

Looking first at emotional well-being, results demon-
strated that step 1 of the was significant (F (6,52)=5.33,
p<0.001) and the regression predicted 41.0% of variance in
emotional well-being. Step 2, including the PLE, was also
significant (F (7,52)=6.025, p<0.001, AF (1,45)=6.44,
p=0.015, R°change =0.074), suggesting that PLE subscales
predicted 7.4% additive variance of emotional well-being
(see Table 4). Regarding physical well-being, results demon-
strated that step 1 of the was not significant (¥ (6,52) =2.23,
p=0.057). However, with the addition of the PLE in step 2,
the regression was significant (F (7,52)=2.91, p=0.014,
AF (1,45)=5.62, p=0.022, R>=0.31, R*change =0.086),
suggesting that the total regression predicted 31% of the
variance of physical well-being and the PLE predicted 8.6%
of variance (see Table 5). Examining functional engage-
ment, results demonstrated that step 1 was significant (F
(6,52)=2.57, p=0.032) and the regression predicted 25.1%
of variance in functional engagement. Step 2, including
the PLE, was also significant (F (7,52)=2.72, p=0.019.
However, the change statistics were not significant, AF
(1,45)=3.00, p=0.09, chhange =0.047) and the PLE was
not a significant coefficient in the model.

Lastly, the CAPS-5 was examined to determine predicted
variance of PTSD symptoms by the PLE. Results demon-
strated that step 1 of the was significant (F (7,52) =6.23,
p<0.001), and the regression predicted 49.2% of variance in
PTSD symptoms. Step 2, including the PLE, was also signif-
icant (F (8,52)=7.18, p<0.001, AF (1,44)="7.49, p=0.009,
R’change =0.074), suggesting that PLE subscales predicted
7.4% additive variance of PTSD symptoms (see Table 6).

Table 4 Stepwise regression RT-QoL emotional well-being (N=53)

Predictor b (SE) p p 95% C.1
Step 1: R*=.48 (F (6, 52)=5.33, p<.001)
Constant 3.52 (.47) - <.001 3.59,4.96
Age —.005 (.006) -.11 41 —.02,0.01
Gender —.32(.20) -.23 11 —.73,0.08
Injury Severity —.02 (.01) —.28 .051 —.04,0.00
Score
LEC —.003 (.01) -.06 .65 —.02,.01
Interpersonal MOI  — .45 (.19) -.32 .02 -0.83,-.06
Psychiatric history — —.17 (.21) —.11 42 -.59,.25
Step 2: AR?=.07 (AF (1,45)=6.44, p=.015)
Constant 4.06 (.49) - <.001 3.07,5.06
Age —.001 (.01) -.01 92 -0.02,0.02
Gender —.79 (27) -.37 .005 —1.33,-.24
Injury Severity .01 (.01) 11 37 —.01,.04
Score
LEC —.02 (.01) —-.19 .10 —.04,.003
Interpersonal MOI  —.98 (.25) —-46 <.001 —1.48,-.49
Psychiatric history  —.85 (.27) -.36 .003 —1.39,—.30
PLE —.05(.02) -.32 .015 -.08,-.01

RT-QoL Revised Trauma Quality of Life, LEC Lifetime Events
Checklist, MOI mechanism of injury, PLE Police and Law Enforce-
ment Scale

Discussion

The purpose of this study was to evaluate how experiences
of discrimination by law enforcement impacted outcomes
following injury for Black Americans. Of note, more than
50% of the current study’s sample reported experiencing
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Table5 Stepwise regression analyses of PLE predicting RT-QoL
physical well-being (N=53)

Table 6 Stepwise regression analyses of PLE predicting CAPS-5
(N=53)

Predictor b (SE) p p 95% C.I Predictor b (SE) p p 95% C.I
Step 1: R? =225 (F (6, 52)=2.23, p=0.057) Step 1: R? =48 (F (6, 46)=5.33, p<.001)
Constant 3.147 (.38) - <.001 2.378,3.917 Constant —-427 (742 - 56 —19.22, 10.68
Age —.017 (.007) —.323 .021 —-.031,-.003 Age .096 (.13) .08 48 —.17, .368
Gender —.047 (24) -.031 .835 —.498, .404 Gender 5.94 (4.12) 17 A5 —2.35,14.24
Injury Severity —.001 (.01) -.018 903 -.021,.019 Injury Severity —.01(.018) —.007 95 -.37,.35
Score Score
LEC —.013 (.008) —.217 121 —.03,.004 LEC 10(.15)  -.08 A7 —-.19, 41
Interpersonal —.214 (21) -.139 322 —.643, 216 Interpersonal 8.5(3.9) -.25 .03 .64, 16.55
MOI MOI
Psychiatric his- —.424 (23) -.256 075 —.893,.045 Psychiatric 5.94.3) .16 17 —=2.74,14.66
tory history
Step 2: AR?=.086 (AF (1,45)=5.62, p=.022) PCL-5 44 (.10) .54 <.001 24, .64
Constant 3.565 (405) - <.001 2.749, 4.380 Step 2: AR?=.07 (AF (1,44)=7.49, p= <.001)
Age —.021 (.007) —.402 .004 —0.35,—.007 Constant -11.27(7.39) - 1.35 -26.18,3.63
Gender -19(222) -.123 398 —636, .257 Age 15(.12) .01 23 —.104, 41
Injury Severity .003 (.01) .048 730 —.016, .023 Gender 9.47 (4.06) 27 24 1.28,.17.6
Score Injury Severity -.01¢(01) -.07 .53 —.45,.24
LEC —.009 (.008) —.15 267 —.025,.007 Score
Interpersonal —.20(.203) -.13 331 —.609, .210 LEC .03 (.14) .02 .80 —.25,.32
MOI Interpersonal 8.8 (3.69) 26 .02 1.42,16.3
Psychiatric his- — .47 (223) —.284 .041 -.919,-.021 MOI
tory Psychiatric 7.59 (4.08) .20 .07 —.63,15.8
PLE —.03(.015) -.341 022 .065,—-.005 history
] ] ] o PCL-5 .37 (.10) 45 <.001 .18, .56
RT-QoL Revised Trauma Quality of Life, LEC Lifetime Events
PLE 74 (.27) 32 .009 19, 1.29

Checklist, MOI mechanism of injury, PLE Police and Law Enforce-
ment Scale

discrimination in police encounters, paralleling the high
prevalence rates of police brutality among Black Ameri-
cans in other research populations [44, 45]. Although rac-
ism has been ever-present in the U.S., recent civil unrest
related to police and law enforcement discrimination and
brutality toward Black Americans underscores the need
to better understand the impact these experiences have
on individuals and communities. Paralleling historical
appeals to end racial discrimination by police and law
enforcement agencies [46], civil rights leaders have refer-
enced the deleterious effects of race-based discrimination
on Black Americans. A robust body of social science liter-
ature reinforces these calls, yet there is a paucity of inves-
tigations examining the way in which police-perpetrated
discrimination affects the psychological and physical out-
comes for Black Americans across different domains of
life, such as in recovery from traumatic injury. With this
in mind, the aim of the current investigation explored how
experiences of discrimination by police and law enforce-
ment influence recovery in Black Americans following
traumatic injury, specifically as it relates to physical and
emotional quality of life.
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CAPS-5 Clinician-Administered PTSD Scale for DSM-5, LEC Life-
time Events Checklist, MOI Mechanism of Injury, PCL-5 PTSD
Checklist for DSM-5, PLE Police and Law Enforcement Scale

It was hypothesized that experiencing more frequent dis-
crimination by police and law enforcement prior to injury
would predict poorer quality of life and higher PTSD symp-
tom severity following injury, compared to patients experi-
encing fewer negative police and law enforcement interac-
tions prior to injury. Results demonstrated support for this
hypothesis. Specifically, more frequent discrimination by
police and law enforcement significantly predicted lower
emotional and physical well-being 6 months after injury.
Further, more frequent police discrimination resulted in
more severe PTSD symptoms by 6 months after injury. This
builds on prior research that found racial discrimination
experiences, measured generally, significantly predict more
severe PTSD symptom presentations 6 months after injury
in Black Americans, above and beyond acute stress [21].

In the current study, following an injury not specifically
related to discrimination by police, patients’ historical, nega-
tive police experiences deleteriously influenced their physi-
cal and emotional recovery in the present. Indeed, patients’
self-reported physical quality of life was inversely related
to their discrimination experiences with police, where
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those with more frequent past negative police interactions
endorsed worse physical well-being 6 months after traumatic
injury (e.g., “I am able to exercise like I used to,” “I am
able to continue my normal leisure activities,” “I currently
have physical limitations™). This parallels a robust oeuvre
highlighting how prior trauma or adverse experiences can
detrimentally impact subsequent health and wellness [47].
Further, prior discrimination by police predicts worse emo-
tional well-being (e.g., “I am angry that I got injured,” “I
have to rely on others...because of my current financial limi-
tations”) and heightened PTSD symptoms. Traumatic injury
already increases risk for development of PTSD given direct
exposure to trauma and ongoing stress of physical injury.
Beyond this already increased risk and regardless of MOI,
more frequent past discrimination by police resulted in more
severe PTSD symptoms related to their injury.

Although the current investigation did not directly exam-
ine the causal pathways of this relationship between police
discrimination and poor quality of life outcomes, as these
insidiously harmful experiences are signals of racism [48],
mechanistic factors linking racism to morbidity can likely
also be mapped onto the relationship between police brutal-
ity and morbidity. One factor cited in the literature that may
increase morbidity is the adverse physiological responses
following discrimination experiences, where general race-
based discrimination can lead to heightened vigilance and
subsequent poor sleep, increased hypertension, and psy-
chological distress [49-52]. More specific to police interac-
tions, heightened vigilance has been found to, at least in part,
mediate the relationship between police brutality and mental
health outcomes in Black Americans [45]. Further, fear and
mistrust because of police brutality may prevent marginal-
ized populations from engaging in help seeking behaviors,
resulting in systematic disempowerment and feelings of
dehumanization and isolation [53, 54].

Systemic discrimination is unfortunately present across
numerous mutually reinforcing societal structures, includ-
ing law enforcement, housing, education, and healthcare set-
tings. In line with this, trauma centers’ care for racially mar-
ginalized patients is disparate, with Black Americans having
higher rates of mortality and functional deficits after trauma
relative to their White counterparts [55]. This extends into
patients’ subjective experience as well, with Black American
injury survivors reporting greater unmet needs, barriers to
follow up care, and mistrust in their providers [56]. Beyond
the mistrust Black Americans have directly with the health-
care system in the U.S. due to well-documented inequities
[57], there is evidence to suggest learned mistrust of one
system of power may generalize to mistrust in other systems
of power. For example, race-based discrimination at work or
school has been connected to expectations of discrimination
in healthcare settings [58]. In fact, individuals experiencing

discriminatory interactions with police are more likely to
mistrust healthcare systems [59].

Of additional concern within healthcare settings, hospitals
routinely have law enforcement officers present, particularly
in injury situations with ongoing investigations (e.g., fircarm
violence). Not only have healthcare professionals expressed
significant concern and uncertainty related to police role
in hospital settings where patients are receiving care [60],
Black American patients have described police presence
during hospitalization as dehumanizing and diminishing
their trust in healthcare providers due to suspected collusion
between the two systems [33, 56]. In fact, this mistrust can
yield a reduced engagement in treatment recommendations
throughout the course of hospitalization [33, 61]. Adding
to this perception, Black American patients are more likely
than their White counterparts to experience security emer-
gency responses and physical restraints in non-psychiatric
inpatient settings as well as “security standby requests”
when being visited by support systems [62, 63]. Further,
security guards or armed officers involved in a patient’s hos-
pitalization are not often monitored by hospital staff [28, 57,
60]. For patients with previous negative interactions with
law enforcement, this may be particularly re-traumatizing,
which is a direct threat to one of the guiding assumptions of
trauma-informed care (i.e., resisting re-traumatization [64])
and can exacerbate the fear response associated with the
injury event.

Limitations and Future Directions

These findings are not without limitations. First, these
analyses focused specifically on a limited sample of Black
Americans from a larger study on trauma and resilience that
was relatively homogenous related to MOI, with most par-
ticipants having experienced a motor vehicle or motorcycle
crash. Although individuals who experience PTSD symp-
toms because of a traumatic injury are an understudied pop-
ulation despite the prevalence of injury, the generalizability
of these results from this distinct sample may be limited.
Further limiting generalizability, sampling bias could have
been introduced in the exclusion of the unknown fraction of
Black individuals that chose not to participate and provide
data. Future investigations would benefit from exploring het-
erogeneous populations across MOI and other marginalized
races/ethnicities; however, as the PLE was validated only
among Black individuals, use of this measure is psycho-
metrically limited in examining other racial/ethnic popula-
tions. Additionally, past police discrimination experiences
and exposure to lifetime traumatic events were measured ret-
rospectively, a methodology associated with response bias,
but a necessary study design due to the unpredictability of
when traumatic injury will occur and to whom [65].
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Investigations of this nature have the potential to aid pro-
viders and researchers in detecting factors that influence
poor quality of life and thereby identify specific targets
for effective, precise interventions, and follow-up services
that are trauma informed by nature. These findings, in uni-
son with prior investigations, reveal the need to consider
patients’ history of negative police experiences as a social
determinant of health in their recovery.

Conclusion

Although research has highlighted the relationships between
quality of life and traumatic injury survivors [5] as well as
between quality of life and discrimination by police experi-
ences [17-20], this was the first investigation exploring these
constructs together. To our knowledge, this is also the first work
examining the impact discrimination by police officers has on
racial health disparities for Black Americans, suggesting that
prior discriminatory experiences detrimentally impact physical
and mental health recovery. The implications of these results are
further magnified by the recent civil unrest in the wake of widely
publicized murders of unarmed Black Americans at the hands
of police and the disproportionate effect of the COVID-19 pan-
demic on Black American communities, including an increase
in injury [66, 67]. Recovery following traumatic is inherently
biopsychosocial with patients’ past experience, current contexts,
and communities shaping recovery. As such, it is fundamental
that healthcare systems consider the ways in which past dis-
crimination by police might unduly influence patient experience
both in the hospital and post-discharge following injury. Policy
and practice changes are necessary to improve care and reduce
re-traumatization due to law enforcement presence in the hos-
pital and the disparity in power between patients and providers.
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