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Abstract

Background: Severe injury necessitating hospitalization is experienced by nearly three million 

U.S. adults annually. Posttraumatic stress disorder (PTSD) and depression are prevalent clinical 

outcomes. The mechanisms by which programs equitably promote mental health recovery among 

trauma-exposed patients are understudied. We evaluated clinical outcomes and engagement among 

a cohort of Black and White patients enrolled in the Trauma Resilience and Recovery Program 

(TRRP), a stepped-care model to accelerate mental health recovery after traumatic injury.

Methods: TRRP is a four-step model that includes (1) bedside psychoeducation about mental 

health recovery following traumatic injury; (2) a text-messaging symptom tracking system; (3) a 

30-day post-injury mental health screen; and (4) referrals to mental health services. Data describe 
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1550 patients enrolled in TRRP within a Level I Trauma Center (Mage = 40.86; SD = 17.32), 611 

of whom identified as Black (74.5% male) and 939 of whom identified as White (67.7% male).

Results: Enrollment in TRRP was nearly universal (97.9%) regardless of race or injury 

mechanism. Enrollment and usage of the text-message system was statistically similar between 

Black (35.7%) and White (39.5%) patients. TRRP re-engaged Black and White patients at a 

similar rate at the 30-day post-injury follow-up. However, Black patients were more likely to 

report peritraumatic distress at the bedside and clinical elevations in PTSD and depression on 

the 30-day screen. Referrals were more likely to be accepted by Black patients relative to White 

patients with clinically elevated symptoms.

Conclusion: Enrollment and engagement were comparable among Black and White patients 

served by TRRP. Data provide preliminary evidence to suggest that TRRP is feasible, acceptable, 

and engages patients in mental health follow-up equitably. However, research is needed that 

includes careful measurement of social determinants of health and long-term follow-up examining 

initiation, completion, and benefit from treatment.

Level of Evidence: Level III, Therapeutic
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Annually, nearly three million U.S. adults sustain injuries requiring hospitalization.1 

Posttraumatic stress disorder (PTSD) or depression is experienced by more than 20% of 

traumatic injury patients within a year of injury.2 Racial disparities exist in psychosocial 

outcomes, with national statistics indicating higher lifetime prevalence of PTSD and lower 

likelihood of mental health treatment seeking among racial and ethnic minority groups 

relative to Whites.3 These findings underscore the critical need for mental health programs 

in trauma care that are equitable in access and quality.

Most trauma centers do not have mental health programs despite tremendous need,4,5 and 

equity in mental health care among trauma patients is understudied. Research has uncovered 

disparities in mechanism of injury, outcomes, and treatment seeking.6–8 For example, Black 

individuals have greater risk of violent injury (e.g., physical assault, gunshot wounds) 

compared to White individuals, who are more likely to experience unintentional injury (e.g., 

car crashes, serious falls).9,10 Systemic and structural barriers that disproportionately expose 

Black communities and other historically marginalized racial and ethnic groups to harmful 

social conditions such as poverty, racism, educational and occupational disadvantages, 

and community violence account for these differences11–13 and raise risk for violent 

trauma and adverse outcomes. Adverse social conditions also may encumber mental health 

treatment seeking and engagement among Black and other systematically disadvantaged 

populations,14–16 leaving depression, PTSD, and other diagnoses untreated. This may help 

to explain why Black individuals experience a higher prevalence of PTSD relative to other 

racial and ethnic groups,3,17 and highlights the need for systemic and person-centered 

interventions that enhance equity in screening and promotion of mental health recovery.4,18
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Stepped-care models are a viable means to facilitate mental health care after trauma.19,20 

Stepped-care models are systems of delivering treatment so that the most effective, least 

resource-intensive services are delivered first, “stepping up” to intensive/specialist services 

only as needed. Stepped care models that address PTSD and functional outcomes after 

injury reduce psychosocial impairment through risk screening, targeted services, and 

treatment when symptoms persist.21 These models have high acceptability, cost-efficiency, 

and adaptability, which may enhance potential to promote health equity and access to 

care. We launched the Trauma Resilience and Recovery Program (TRRP) in 2015 in our 

trauma center, a multidisciplinary, evidence-based stepped care model that has been found 

to be acceptable and successful in engaging patients in mental health services.22,23 TRRP 

includes: (1) bedside education and enrollment in mental health follow-up; (2) an automated 

text messaging system to support symptom self-monitoring and mental health recovery; 

(3) a 30-day screen to identify patients who exceed clinical thresholds for PTSD and/or 

depression; and (4) referral to mental health treatment for patients with elevated screens.23

Evaluation of TRRP and other mental health programs is needed with respect to equity 

in mental health access and service engagement among traditionally underserved patients. 

Thus, we examines clinical outcomes and patient engagement among Black and White 

trauma patients at each step of our model. The overarching goal of this line of research is 

to identify strategies that may promote or fail to achieve equitable trauma care and uncover 

opportunities to improve equity in access and quality of care.

Method

This paper examines differences between adult Black and White patients aged 18 and 

over in TRRP engagement in our American College of Surgeons-verified Level I trauma 

center in the southeastern US. Data on overall patient engagement in TRRP are described 

elsewhere.23 We limited our comparison to Black and White patients because we did 

not have adequate sample size in other underserved and minority populations (e.g., racial/

ethnic minority groups, sexual and gender minority groups) to explore group differences. 

This study conforms with the Strengthening the Reporting of Observational studies in 

Epidemiology (STROBE) Equator Network guideline and a complete checklist has been 

uploaded as Supplemental Digital Content (SCD Table 1).

Program Description and Procedures

The steps of TRRP consist of in-hospital education, symptom self-monitoring, 30-day 

mental health screening, and mental health referrals when indicated.23

Step 1: In-hospital education and enrollment in TRRP.—A customized electronic 

medical record report generated daily from the hospital’s trauma registry was used to 

identify patients admitted ≥24 hours after a traumatic injury. Patients were excluded if they 

were in police custody or had injuries that prevented participation (e.g., head or spinal 

cord injuries preventing verbal communication). Patients who had self-afflicted injuries 

or were actively suicidal also were excluded because alternative hospital-based services 

are in place to address their needs. Patients were approached at the bedside by a TRRP 

staff member and provided a brief overview of our program, administered a brief risk 
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screen (Peritraumatic Distress Inventory, described below), and provided education about 

post-injury mental health recovery (approximately 10–15 min). Staff members primarily 

were clinical psychology pre-doctoral interns, postdoctoral fellows, or master’s-prepared 

clinicians under the supervision of licensed clinical psychologists.

Step 2: Automated text-based system to track mental health recovery.—
Symptom tracking via text-messaging systems is acceptable and feasible among traumatic 

injury patients following hospital discharge.24,25 The goal is to increase emotional 

awareness and engagement in services downstream and to mitigate mental health 

symptoms.26 Thirty (one per day) symptom-tracking texts were received by patients who 

enrolled in this step of TRRP. The system consisted of 10 symptom-tracking items (e.g., 

“During the past week, about how much of the time did you feel hopeless?”) that were each 

administered 3 times on a rotating schedule over the 30-day post-discharge period (e.g., item 

5 was administered on days 5, 15, and 25). The full list of items is reported elsewhere.24 A 

basic text-based platform was used to ensure access by patients who had cellphones but not 

smartphones.

Step 3: Completion of telephone-based 30-day mental health screen.—A brief 

(~15 min) mental health screen for symptoms of PTSD and depression was administered 

by TRRP staff via telephone approximately 30 days post-injury. Patients with clinically 

significant symptoms were provided basic psychoeducation about mental health symptoms, 

best-practice psychological treatments, and referral options. A 30-day timeframe is used 

because a high percentage of patients with elevated distress after trauma recover naturally 

without need for intervention; “watchful waiting” and self-monitoring (Step 2) is therefore 

an appropriate, evidence-based approach.23 This is also consistent with PTSD diagnostic 

criteria such that PTSD cannot be diagnosed until a 30-day period post-event has passed.

Step 4: Referral to mental health treatment.—Mental health treatment referrals 

were provided to patients with clinically elevated symptoms of PTSD and/or depression. 

Options included in-person or telehealth-based services with TRRP clinicians or referral 

to community agencies based on patient preference, geography, and waitlist. Patients who 

preferred telehealth treatment were asked if they owned telehealth-compatible technology 

and provided an internet enabled iPad if needed. Patients requiring services for other 

behavioral health conditions (e.g., substance use treatment) were referred to community-

based mental health clinics.

Measures

Peritraumatic distress.—The Peritraumatic Distress Inventory (PDI)27 is a 13-item self-

report measure of distress during and shortly after a traumatic event (e.g., “I felt afraid for 

my own safety”). The PDI was administered in hospital at the bedside (Step 1). Items are 

rated on a 5-point scale (0=Not at all true to 4=Extremely true). Total scores range from 

0–52; with a total score ≥ 23 indicating clinically elevated distress. The PDI demonstrated 

adequate internal consistency (α=.84).
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Posttraumatic stress.—The PTSD Checklist for DSM-5 (PCL-5)28 is a measure of 

PTSD symptoms and severity administered at the 30-day phone screen (Step 3). The PCL-5 

consists of 20 items assessing how bothered individuals have been by PTSD symptoms 

over the past month (e.g., “avoiding memories, thoughts, or feelings related to the stressful 

experience”). Items are rated on a 5-point scale (0=Not at all to 4=Extremely). Total 

scores range from 0–80; scores ≥33 indicate clinical significance. The PCL-5 demonstrated 

excellent internal consistency (α=.95).

Depression.—The Patient Health Questionnaire (PHQ-9)29 is a 9-item measure to assess 

depression symptom severity over the prior two weeks (e.g., “little interest or pleasure in 

doing things”). The PHQ-9 is administered at the 30-day phone screen (Step 3). Items are 

rated on a 4-point scale (0=Not at all to 3=Nearly every day). Total scores range from 

0–27; scores ≥10 indicate clinical significance. The PHQ-9 demonstrated adequate internal 

consistency (α=.91).

Data Analysis

Preliminary analyses were conducted to describe the sample (see Table 1). Next, we 

conducted a series of binary logistic regressions (see Tables 2 and 3) examining the extent 

to which race predicted: (1) injury mechanism, (2) clinically significant symptoms during 

admission and approximately 30 days post-discharge, and (3) patterns of patient engagement 

in TRRP and treatment modality preferences (i.e., in-person versus telehealth services).

Results

We identified and attempted to approach at the bedside 1689 traumatic injury patients (of 

6500 in the trauma registry) between the launch of the program in September 2015 and 

May 2018, 659 (39%) Black and 1030 (61%) White. Of these, we approached and formally 

enrolled 1012 patients (60%) at bedside (411 Black and 601 White patients). Another 538 

patients (200 Black, 338 White) were enrolled informally via a process instituted early 

in 2016 in which we mailed a discharge letter to patients missed at the bedside with 

an option to “opt out” of TRRP 30-day follow-up screening. The average age among all 

enrolled patients (n=1550) was 40.86 years (SD=17.32) for Black patients and 50.01 years 

(SD=21.00) for White patients; most patients were male (74.5% Black; 65.7% White).

Table 1 describes mechanism of injury by race. Black patients were more likely to 

experience injuries as a result of gunshot wounds/stabbing (b=2.67, p<.001, OR=14.52, 

95% CI=8.95–23.56) and less likely than White patients to experience injuries related to 

motor vehicle collisions (b=−0.45, p<.001, OR=0.64, 95% CI=0.51–0.79) and falls (b=1.07, 

p<.001, OR=0.34, 95% CI=0.24–0.49). See Table 2 for comparisons across all types of 

traumatic injury.

Step 1: In-hospital education and enrollment in TRRP services

Nearly all patients approached at bedside enrolled in TRRP (1012 of 1034; 97.9%) and 

there were no differences between Black and White patients (b=0.68, p=.17, OR=1.96, 95% 

CI=0.75–5.16). The PDI was completed by 656 patients at the bedside (64% and 65% of 
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TRRP-enrolled Black and White patients, respectively). Clinically elevated peritraumatic 

distress was reported by 68.4% of Black patients (n=180) and 56.7% of White patients 

(n=223), with mean distress scores being higher among Black (M=21.77, SD=12.66) 

than White patients (M=18.10, SD=11.54; b=0.63, p<.001, OR=1.87, 95% CI=1.33–

2.62). Supplementary analyses addressing mechanism of injury indicated that Black 

(b=−1.42, p=.03, OR=0.24, 95% CI=0.07–0.89) and White (b=−0.77, p=.01, OR=0.46, 95% 

CI=0.25–0.85) patients who experienced serious falls had lower risk of clinically elevated 

peritraumatic distress, whereas Black patients who experienced penetrating trauma (e.g., 

gunshot wounds, stabbing) had the highest risk (b=0.60, p<.05, OR=1.82, 95% CI=1.01–

3.31).

Step 2: Automated text-based system to track mental health recovery

As described in a previous analysis of patient engagement,24 roughly two-thirds of patients 

enrolled in the text-messaging service. More than half of enrollees (57%) responded to 

at least one message and 30% responded to at least half of the messages. The average 

number of responses was 15.9 (SD=1.9) over the 30-day period. Retention was found to be 

high among engagers, as response rates were fairly consistent across the 30-day period: the 

average number of patient responses was 5.7 during the first 10 days, 5.3 during the second 

10 days, and 4.9 during the third 10 days. Data indicated that 35.7% of Black patients 

enrolled and used the system vs. 39.5% among White patients, a non-significant difference.

Step 3: Completion of telephone-based 30-day mental health screen

We attempted to contact all 1550 TRRP-enrolled patients for the 30-day screening. Of these, 

the 30-day screen was completed by 242 of 611 (39.6%) Black and 377 of 939 (40.1%) 

White patients; there were no significant differences between the two groups (b=−0.06, 

p=.59, OR=0.94, 95% CI=0.76–1.17). Twenty-two (3.6%) Black and 81 (8.6%) White 

patients refused the phone screen, 14 (2.2%) Black and 29 (3.0%) White patients were 

ineligible (e.g., deceased, cognitive impairment, imprisoned), one Black and one White 

patient were unable to be screened due to a language barrier, and the remaining 332 (54.3%) 

Black and 451 (48.0%) White patients were lost to follow-up. Notably, engagement in the 

30-day screen was considerably higher for patients who were approached at the bedside 

at Step 1 (45.4% among White patients and 43.8% among Black patients) vs. patients 

who were missed but sent letters post-discharge (31.6%, p=.001), but this did not vary 

significantly by racial group membership. Individuals who experienced penetrating trauma 

were less likely to be reached at 30 days (b=−0.61, p=.034, OR=0.55, 95% CI: 0.31–0.96) 

than patients who experienced other types of injuries. Completion of the 30-day screen was 

not associated with other types of trauma.

Positive 30-day screens for PTSD were identified for 102 (42.5%) Black patients and 83 

(21.7%) White patients, and positive depression screens were identified for 99 (41.8%) 

Black and 116 (31.0%) White patients. Black patients were more likely than White patients 

to exceed clinical cut scores for PTSD (b=0.89, p<.001, OR=2.43, 95% CI=1.67–3.53) 

and depression (b=0.37, p=.04, OR=1.45, 95% CI=1.02–2.07). Table 4 describes 30-day 

screening results by mechanism of injury across racial groups.
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Step 4: Referral to assessment and best practice mental health treatment

Treatment recommendations were accepted by most Black (87.3%, n=89) and White 

(71.7%, n=76) patients who screened positive for PTSD or depression on the 30-day screen, 

but Black patients with clinically elevated symptoms were more likely than their White 

counterparts to accept treatment recommendations (b=0.96, p=.01, OR=2.62, 95% CI=1.23–

5.58). No differences were found in relation to mechanism of injury. Of those with clinically 

significant symptoms, 7 (6.4%) Black and 11 (9.4%) White patients reported that they 

were already receiving mental health care at the time of our call and, therefore, did not 

need a referral. Home-based telehealth services were preferred over office-based, in-person 

services, by the majority of Black (66.3%) and White (68.5%) patients who accepted 

treatment through our program. Race was not associated with preference for telehealth vs. 

office-based in-person services, p=.79.

Discussion

Disparities in mechanism of injury and psychosocial outcomes are well documented, 

but there is a paucity of research investigating equity in clinical outcomes and patient 

engagement within trauma related mental health programs. We aimed to examine equity 

in our clinical service and examined racial differences in clinical outcomes and patient 

engagement within our four-step model of mental health care. Results indicated that there 

were no differences in TRRP enrollment between Black and White patients (Step 1), nor 

were there differences in patient engagement in the text-based system that tracked mental 

health recovery (Step 2). Further, engagement in 30-day mental health screening differed 

based upon mechanism of injury; patients with violent injury (e.g., gunshot) were less 

likely to complete the screen. Engagement in post-discharge mental health screening did 

not differ as a function of race. Data also revealed that elevated mental health distress at 

the bedside was more likely to be reported by Black patients than White patients (Step 

1), and similar differences were found on the 30-day screen (Step 3) with Black patients 

reporting greater mental health difficulties (i.e., PTSD and depression). Finally, mental 

health treatment recommendations were accepted by most patients who screened positive for 

PTSD or depression, with most preferring telehealth services (Step 4). Importantly, however, 

Black patients were 26% more likely than White patients to accept mental health treatment 

recommendations. Together, these data provide preliminary evidence to suggest that TRRP 

equitably engaged patients in mental health follow-up after traumatic injury.

Racial Differences in Trauma Type and Enrollment in TRRP Services

Consistent with previous literature,17,30 we found that the mechanism of injury differed as 

a function of race. Specifically, Black patients were more likely to present with injuries 

resulting from gunshot wounds and stabbings, whereas White patients were more likely to 

experience injuries related to motor vehicle collisions and falls. Trauma mechanism was not 

associated with TRRP enrollment among Black or White patients. In fact, enrollment was 

roughly 98% across the sample regardless of trauma type or race.

Such success in enrollment may represent a byproduct of our bedside engagement strategy, 

which may reduce treatment seeking barriers, especially among marginalized populations, 
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by providing services in the context of ongoing care.31 Indeed, bedside contact can 

facilitate opportunities to introduce mental health services and provide psychoeducation, 

while simultaneously creating space for providers to listen and quickly respond to patient 

concerns, build trust, and problem-solve without undue burden. This collaborative process 

can promote long-term engagement following discharge.32 Notably, although Black patients 

were more likely to report elevated distress at first contact, they were equally likely to enroll 

in TRRP relative to White patients, which suggests that when opportunities to engage in 

treatment are equitable (i.e., absent of barriers), engagement disparities may decline.

Racial Differences in Engagement in Text-Based Symptom Tracking

A growing body of research has found that health-related text-messaging services and 

technology-based resources are feasible and well received in diverse populations33,34 with 

engagement and use patterns being comparable across racial and ethnic groups. National 

data also suggest that Black adults are more likely than Whites to use smartphones to 

seek health-related information online.35 This is consistent with our finding that use of the 

text messaging system did not differ as a function of race, and consistent with previous 

research demonstrating that digital mental health approaches may be useful for engaging 

trauma exposed patients in mental health symptom monitoring and recovery.36 However, 

their potential to reduce racial and ethnic disparities in clinical outcomes is unclear and 

needs to be examined.

Racial Differences in Post-Discharge Mental Health Screen

Black and White patients completed their 30-day screen at comparable rates, with both 

groups having higher completion rates among patients who were successfully approached 

and engaged at bedside. Such findings indicate that bedside engagement strategies may 

have significant downstream benefits related to patient retention and follow-up. Long-term 

retention strategies start from the initial point of contact, which can directly influence 

the likelihood that patients return for follow-up visits, complete post-discharge screenings, 

and engage in other mental health care services after discharge.23 Although these data are 

encouraging, it is important to highlight that long-term engagement for the 30-day screen 

was significantly lower among gunshot victims, a group that was disproportionately Black.

Victims of gun violence and other penetrating traumas experience high rates of PTSD 

after injury, and frequent and intensive mental and physical healthcare needs that can 

hamper adaptive recovery post discharge.37,38 The recovery process for gunshot victims 

is further compounded by the fact that such individuals are often expected to return 

to the community where the injury occurred following discharge, with few structural, 

psychological, or emotional resources to support their reintegration, despite the increased 

risk for revictimization and reinjury.39,40 Consequently, such individuals may need greater 

forms of support that exceed what was available to patients at the time of this work. 

Therefore, it is possible that our attempts to contact survivors of firearm violence were 

perceived as burdensome given the host of other challenges that these patients are tasked 

with negotiating post-discharge.
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Such findings are critical for bolstering the efficacy and reach of TRRP moving forward and 

suggest that partnerships with hospital-based violence intervention programs (HVIPs) and 

community-based violence-reduction programs are warranted to reach victims of gunshot 

injury more equitably. HVIPs and community-based violence-reduction interventions that 

target individual (e.g., social support, socio-emotional functioning) and environmental (e.g., 

stable housing, unemployment) risk factors for reinjury may be particularly effective in 

reducing violence-related injury and revictimization.41–43 These programs often employ 

credible messengers from communities impacted by violence that form trusting relationships 

with patients and may have greater ability to encourage and facilitate mental health 

service follow-up. Among the many services that HVIPs provide, helping patients secure 

mental health services is a key component of reducing violent injury recidivism.44 More 

importantly, there is a greater need for community-based violence prevention programs, 

policies and community investments that can reduce the root causes of violence and decrease 

rates of violent injury.

Racial Differences in Acceptance of Mental Health Treatment Referrals

Treatment referrals were accepted by most patients who screened positive for PTSD and/or 

depression regardless of race, signifying that TRRP has strong potential to link high-risk 

patients to mental healthcare services. We also found that patients preferred telehealth 

services, with over half of all patients enrolled indicating preference for home-based 

telehealth treatment relative to in-person service recommendations. Patients’ preferences 

for telehealth may be driven, in part, by perceptions that it is less demanding on time, travel, 

and cost, which may be particularly important considerations as individuals are recovering 

from traumatic injuries.45

Importantly, and counter to literature suggesting that Black individuals may be less likely to 

seek mental health services, we found that Black patients were 26% more likely than White 

patients to accept treatment recommendations. Differences in treatment recommendation 

acceptance may reflect greater interest in mental health services among Black compared 

to White patients. However, it will be important to examine barriers and facilitators to 

treatment acceptance as well as engagement and completion of treatment once referred. 

These data provide promising preliminary evidence to suggest that the approach used to 

engage patients in TRRP can enhance access to mental health services among historically 

underserved populations.

Limitations

Limitations are as follows. First, we did not collect information regarding pre-injury 

symptoms; therefore, it is possible that the peritraumatic and 30-day follow up differences 

in mental health symptoms may have been correlated with pre-injury mental health status, 

cumulative lifetime trauma exposure, and/or other underlying mental health conditions. 

This is particularly relevant for racial and ethnic minority populations who are exposed to 

trauma across the life course at disproportionate rates and report higher rates of trauma 

related symptoms compared to non-minority populations.10,46 Second, our analyses were 

limited to comparisons between Black and White patients, in part, because these data 

were collected with relatively small patient subsamples in the context of a clinical service 
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that did not include careful measurement of key drivers of risk and social determinants 

of inequity (e.g., racism, poverty, cumulative trauma, community violence, socioeconomic 

status). Equity in access, engagement, and clinical outcomes need be examined in relation 

to these drivers as well as among a more representative sample of underserved populations 

(e.g., racial/ethnic minority groups, sexual and gender minority groups, rural populations) to 

more accurately identify structural targets that may reduce inequities. Third, we did not have 

the resources to collect long-term data relating to treatment initiation, completion, or mental 

health trajectories beyond the 30-day screen. Thus, although we have provided compelling 

evidence to illustrate that TRRP enrollment is associated with high interest in mental health 

services, the extent to which patients follow through with accepted referrals remains unclear, 

as does the extent of clinical improvement after receiving services. Fourth, contact rates at 

Step 3 were modest because there was limited staffing for our service during the period 

of study. This limited our statistical power and confidence in generalizability to our full 

population of patients.

Conclusion

We found comparable enrollment and engagement in mental health follow-up services 

among Black and White patients served by our Level I trauma center. Black patients had 

higher rates of peritraumatic distress at the bedside and clinically elevated symptoms via 

the 30-day screen, but also that Black patients with clinically elevated symptoms were more 

likely to accept treatment recommendations than White patients with clinically elevated 

symptoms. The structure of our program appears – at least initially – to be feasible and 

acceptable in promoting equitable access to mental health services after injury. However, 

because we did not collect data more than 30 days post-injury, little is known about whether 

these findings carry forward to treatment initiation, completion, and benefit. Research is 

needed to examine the long-term impact of TRRP and other mental health programs as they 

relate to reach, efficacy, health equity, and quality. It will also be important to examine 

the effects of early screening and intervention on patients’ mental health and engagement 

in care using mixed methods approaches, as well as develop implementation strategies to 

integrate violence intervention initiatives that address the multifaceted needs of survivors of 

violent injury including facilitation of mental health services follow-up, and ultimately aim 

to prevent repeat trauma and violence. Future work should focus on developing interventions 

that prevent the inequitable experience of trauma and violence, and buffer the impact of 

cumulative trauma and geographic and systemic factors that may play a role in mental health 

disparities.
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Table 1

Demographic Data, Clinical Outcomes, and Treatment Engagement of Enrolled Patients

Black (n=611) White (n=939)

Age: M years (SD) 40.86 (17.32) 50.01 (21.00)

Sex: n (%)

 Male 455 (74.5%) 617 (65.7%)

 Female 156 (25.5%) 322 (34.3%)

Race: n (%) 611 (39.4%) 939 (60.6%)

Type of Traumatic Injury: n (%)

 Motor Vehicle Crash 303 (49.6%) 526 (56.0%)

 Fall 49 (8.0%) 255 (27.2%)

 Pedestrian vs. Auto 44 (7.2%) 53 (5.6%)

 Gunshot Wound/Stabbing 168 (27.5%) 20 (2.1%)

 Assault 19 (3.1%) 16 (1.7%)

 Other 28 (4.6%) 69 (7.3%)

Outcome Measure: M (SD)

 PDI 21.77 (12.66) 18.02 (11.42)

 PCL-5 27.62 (22.05) 18.45 (18.67)

 PHQ-9 8.73 (7.63) 6.70 (6.71)

Clinical Significance: n (%)

 Peritraumatic Stress (PDI) 123 (47.7%) 120 (31.7%)

 Posttraumatic Stress (PCL-5) 102 (42.5%) 83 (21.7%)

 Depression (PHQ-9) 99 (41.8%) 116 (31%)

Accept Treatment Referral: n (%)

 Yes 86 (78.9%) 73 (62.4%)

 No 13 (11.9%) 30 (25.6%)

 Other Provider 7 (6.4%) 11 (9.4%)

 Referral 3 (2.8%) 3 (2.6%)

Treatment Modality: n(%)

 Telehealth 57 (66.3%) 50 (68.5%)

 In-person 24 (27.9%) 20 (27.4%)

 No Preference 5 (5.8%) 3 (4.1%)
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Table 2

Race as a Predictor of Type of Traumatic Injury

B SE P OR 95% CI

Traumatic Injury: Motor Vehicle Accident (0 = No, 1 = Yes)

 Race −0.45 .11 < .001* 0.64 0.51–0.79

Traumatic Injury: Fall (0 = No, 1 = Yes)

 Race −1.07 .18 < .001* 0.34 0.24–0.49

Traumatic Injury: Pedestrian and Motor Vehicle Collision (0 = No, 1 = Yes)

 Race 0.25 .22 .25 1.29 0.84–1.97

Traumatic Injury: Gunshot Wound/Stabbing (0 = No, 1 = Yes)

 Race 2.67 .25 < .001* 14.52 8.95–23.56

Traumatic Injury: Assault (0 = No, 1 = Yes)

 Race 0.54 .35 .12 1.72 0.86–3.44

Traumatic Injury: Other (0=No, 1=Yes)

 Race −0.60 .24 .01* .55 0.35–0.87

Note. Race (0 = White, 1 = Black);

*
statistical significance (p < .05).
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Table 3

Race as a Predictor of Clinical and Treatment Engagement Outcomes

B SE P OR 95% CI

Treatment Engagement Outcome: Enrolled during Hospital Visit (0=No, 1=Yes)

 Race 0.68 .49 .17 1.96 0.75–5.16

Clinical Outcome: Significant Peritraumatic Stress (0 = No, 1 = Yes)

 Race 0.63 .17 < .001* 1.87 1.33–2.62

Treatment Engagement Outcome: Contacted at 30-day Follow-up (0 = No, 1 = Yes)

 Race −0.06 .11 .59 0.94 0.76–1.17

 Hospital Contact 0.58 .11 < .001* 1.79 1.44–2.24

Clinical Outcome: Significant Posttraumatic Stress (0 = No, 1 = Yes)

 Race 0.89 .19 < .001* 2.43 1.67–3.53

Clinical Outcome: Significant Depression (0 = No, 1 = Yes)

 Race 0.37 .18 .04* 1.45 1.02–2.07

Treatment Engagement Outcome: Accept Referral (0 = No, 1 = Yes)

 Race 0.96 .39 .01* 2.62 1.23–5.58

 Hospital Contact −0.48 .43 .27 0.62 0.27–1.44

Treatment Engagement Outcome: Preference for Telehealth (0=In-person, 1=Telehealth)

 Race −.11 .38 .79 .90 0.43–1.88

 Hospital Contact .50 .40 .21 1.65 0.75–3.61

Note. Race (0 = White, 1 = Black); Hospital Contact (0 = No Contact, 1 = Contacted in the Hospital);

*
statistical significance (p < .05).
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Table 4

Percent of Patients with PTSD and Depression at 30-day Follow-up

Black Patients

Trauma Type (n) PTSD (%, n) Depression (%, n)

MVC 36.9 (48) 33.6 (45)

Fall 17.6 (3) 29.4 (5)

Ped vs. Auto 44.4 (8) 44.4 (8)

GSW/Stab 56.4 (31) 54.7 (29)

Assault 50.0 (2) 50.0 (2)

Other 63.6 (7) 63.6 (7)

White Patients

Trauma Type (n) PTSD (%, n) Depression (%, n)

MVC 24.3 (55) 34.4 (77)

Fall 8.7 (8) 15.9 (14)

Ped vs. Auto 45.0 (9) 42.1 (8)

GSW/Stab 66.7 (4) 60.0 (3)

Assault 25.0 (1) 50.0 (2)

Other 12.5 (3) 36.0 (9)
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