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Each year in the United States, there are over 90
million injury-related emergency department
visits,1 resulting in $4.2 trillion of costs related to
medical care, loss of work, and reduced quality of
life (e.g., reduced satisfaction with relationships,
financial security, leisure activities).2,3 Poor mental
health following injury plays a major role. Nearly a
quarter of injury survivors are diagnosed with a
new mental health disorder, such as posttraumatic
stress disorder (PTSD), anxiety, or depression
within the first year of injury.4
Mental health complications contribute more
significantly to long-term injury-related disability
than physical complications,5with PTSD being
particularly challenging for long-term recovery.6
To date, research on post-injury mental health has
primarily focused on its relationship to age, gender,
and trauma history.7 In contrast, the neighborhood
impact on injury recovery has been undervalued,
despite evidence that the residential environment
plays an important role in the development of
many mental health disorders.8

KEY FINDINGS
•

At 2-weeks post-injury, survivors living in
neighborhoods with higher racial segregation
reported PTSD symptom severity levels that
were 14.1% higher than survivors living in
neighborhoods with lower segregation. These
differences persisted 6-weeks post-injury.

•

Survivors living in poorer neighborhood
socioeconomic (SES) and neighborhoods with
higher racialized economic segregation had
higher PTSD symptom severity 6-weeks postinjury.

•

The incorporation of collaborative healthcare
into community health centers may be an
effective way to ensure that injury survivors
residing in neighborhoods that increase risk for
mental health distress receive the care that
they need following injury.

This brief summarizes the results of our recently published study9 which examines several aspects of
neighborhood context and their relationship with PTSD symptom severity in injury survivors. The
neighborhood dimensions we assessed include racial segregation, socioeconomic (SES) conditions, and
racialized economic segregation.

Neighborhood Context Predicts PTSD Symptom Severity
Given the significance of mental health following injury, it is important to identify risk factors that can
facilitate early intervention and prevent long-term consequences. It is also important to consider the
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full range of symptoms that a survivor may experience following injury and not simply those
symptoms that are severe enough to warrant a diagnosis. Consequently, we considered how PTSD
symptom severity, which represents symptoms along a continuum, was predicted by neighborhood
factors.
At 2-weeks post-injury, survivors living in neighborhoods with higher segregation between Black and
White residents reported PTSD symptom severity levels that were 14.1% higher than survivors
living in neighborhoods with lower segregation (See Figure 1). Similar results were observed after 6
weeks. Survivors living in communities with lower overall SES levels also reported higher PTSD
symptom severity 6-weeks following injury. Additionally, injury survivors living in communities with
greater segregation between poorer Black residents and more affluent White residents (racialized
economic segregation) experienced higher symptom levels 6-weeks after injury. Symptom severity
measured across all three neighborhood dimensions 6 weeks post-injury are shown in Figure 2. A
similar pattern of findings was present 3-months post-injury.

Figure 1. PTSD Symptom Severity 2-Weeks Post-Injury According to Neighborhood
Racial Segregation

Note. Data were collected in 2012-2013 and estimates were derived from our recently published study.9 High =
neighborhoods with racial segregation levels ≥ 75th percentile, Low = neighborhoods with racial segregation
levels ≤ 25th percentile.
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Figure 2. PTSD Symptom Severity 6-Weeks Post-Injury According to Neighborhood
Racial Segregation, Socioeconomic Conditions, and Racialized Economic Segregation

Note. Data were collected in 2012-2013 and estimates were derived from our recently published study.9 High =
neighborhoods with socioeconomic conditions, racial segregation, racialized economic segregation levels ≥ 75th
percentile, Low = neighborhoods with socioeconomic conditions, racial segregation, racialized economic
segregation levels ≤ 25th percentile.

Facilitating Mental Health Recovery Following Injury

Collectively, these results suggest that the neighborhoods where injury survivors live at the time of injury
can increase the risk for elevated PTSD symptom severity. A stepped care model of mental health
intervention following injury represents the current best practice for injury survivors. This model
involves repeatedly screening people in the weeks and months following injury and delivering resources
according to the level of distress being experienced. Those survivors who continue to experience distress
at later points in time receive an escalation of services. Our results suggest that neighborhood factors,
such as economic conditions and residential segregation, might be important additions to stepped care,
by providing an indication of who is most likely to experience mental health complications as a function
of their residential environment.
Furthermore, given that neighborhoods with higher levels of residential segregation and lower
socioeconomic conditions have less accessible healthcare,10, 11 our findings support the incorporation of
collaborative healthcare delivery models into injury survivor treatment practices. Under these models,
physical and mental health care services are provided in the same healthcare facility and coordinated by
an integrated healthcare team. This eliminates the need to schedule multiple appointments at different
healthcare providers, which can serve as a barrier to treatment receipt. Furthermore, it results in more
comprehensive care that treats all aspects of health by facilitating treatment planning between physical
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and mental healthcare providers. Community health centers, which traditionally serve lower income
residents in rural and urban areas,12 represent the ideal setting where efforts should be focused on the
incorporation of collaborative healthcare for injury survivors in the weeks and months following injury.

Data and Methods

Injury survivors admitted to a Midwestern Level-1 trauma center were approached and recruited during
a medical follow up at an outpatient clinic two weeks after their injury. Participants completed an
instrument assessing PTSD symptom severity at this initial clinic visit and again at 6 weeks and at 3
months following injury. Neighborhood socioeconomic conditions were assessed using the
Neighborhood Deprivation Index.13 Racial segregation was assessed using the Index of Concentration at
the Extremes-Race.14 Racialized economic segregation was assessed using the Index of Concentration at
the Extremes-Income Race.14 For further details, please see our recently published study.9
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