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Abstract
Introduction
Trauma patients frequently return to an emergency department (ED) soon after discharge; often for non-
urgent reasons. Social factors contribute to higher ED usage. At present, there is no standardized system for
reporting of ED visits and readmissions among trauma care. We hypothesized that victims of violent crime
suffer from many early post-discharge adverse events that has not been captured by current methods.

Methods
We prospectively consented and enrolled injured patients from January 1st, 2019 to December 31st, 2019. We
documented 30-day post-discharge events using post-discharge phone calls and detailed chart abstraction.
Patients were categorized as victims of violence (VV) or unintentional traumatic injury (UT).

Results
During the study period, 444 patients were enrolled. Fifty-one (11.5%) were victims of violence and 393
(88.5%) experienced unintentional injuries. The VV patients were younger (40.10 vs 60.36; p<0.0001), and
more predominantly male (92.16% vs 57.51%; p<0.0001). Total injury severity score (ISS), critical care length
of stay (LOS), and total LOS were similar. VV patients were more likely discharged home (70.59% vs 55.47%;
p=0.0403). They were significantly more likely to return to an emergency department (47.06% vs 23.16%;
p<0.0005) and had more total number of ED visits per patient. Readmission rates, however, were not
different (21.57% vs 16.28%; p=NS). The VV patients more frequently were underinsured (72.5%, vs 20.6%,
p<0.005).

Discussion
Victims of violence presented to the ED significantly more often, despite similar injury scores, LOS, and
being of younger age. Of these patients, only 26.2% of ED presentations resulted in readmission, suggesting
the majority of patient complaints may have been able to be managed in an office-based setting. VV had
significantly more underinsured or subsidized patients. Victims of violence are vulnerable and may benefit
from more resources provided in the early post-discharge period.
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Keywords: post trauma, ed utilization, readmission risk, violence, tqip

Introduction
Unplanned post-discharge events among trauma patients can result in significant increases in cost,
morbidity, and even mortality [1-3]. The diversity of trauma patients in regard to age, comorbidities, and
post-injury rehabilitation needs can make their post-acute management challenging. Thus, the rate at which
trauma patients return to an emergency department (ED) soon after discharge remains high. Prior
investigations have identified that up to 14% of injured patients return to an ED within 30 days of their
discharge [4-8]. The accuracy of this data is in question, as many patients do not return to the index hospital
[5]. Also, these investigations are retrospective in nature and no standardized prospective capture method
currently exists [5-7]. The American College of Surgeons Trauma Quality Improvement Program (TQIP)
aggregates injury data from over 825 trauma centers globally and provides participating programs with
benchmarks for comparison [8, 9]. Although, TQIP has become a valuable tool, it has limited data regarding
readmissions and post-discharge emergency department visits are not captured. Our group has previously
deployed a modified ACS-TQIP (MTQIP) methodology to retrospectively review post-acute events in trauma
patients. This investigation identified significantly higher readmission rates compared to the standard
methods documented in trauma registries [8]. The current review expands upon the modified methodology
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to investigate post-trauma events prospectively, akin to the ACS National Surgical Quality Improvement
Program technique.

Improving the capture of post-discharge events may allow trauma programs to better prepare their most
vulnerable populations for discharge. Trauma patients of all mechanisms frequently present to the ED post-
discharge, often for non-urgent reasons [5-7, 10, 11]. Penetrating trauma has been associated with an
increased rate of post-discharge ED utilization compared to blunt mechanisms [5]. Given that most
penetrating trauma stems from violent crime it stands to reason those victims who suffer injuries because of
intentional violence represent a particularly vulnerable population. Their injuries as well as socioeconomic
status may put them at risk for multiple post-hospitalization complications. It is known that trauma
recidivism is high in this population, with a five-year re-injury rate of 50% and nearly 20% will ultimately
die from violence-related injuries [1, 2]. We hypothesized that victims of violence represent a high-risk
population for post-trauma ED resource utilization, and may benefit from focused efforts to provide early
post-discharge follow-up. Utilizing our MTQIP process we sought to better characterize issues that victims
of intentional violence face after discharge.

Materials And Methods
Saint Francis Hospital is a 617-bed, ACS verified Level-One trauma center located in Hartford, Connecticut.
Institutional Review Board (IRB) and scientific review committee approvals were obtained. From January 1st,
2019 to December 31st, 2019 all injured patients at least 18 years old were prospectively reviewed. Those
who were evaluated by the trauma service and warranted an inpatient admission for their injuries were
included.

Patients were recruited as subjects during their index trauma admission. Informed consent was obtained as
was reliable contact information and preferred contact method. The project, as well as follow-up
questionnaire, was explained to the patient and with family representation when available. Patient
demographics including age, gender, and socioeconomic data, and trauma-related metrics including
mechanisms of injury, abbreviated injury scores (AIS), injury severity score (ISS), critical care length of stay
(ICULOS), and total LOS were collected. Thirty days after discharge, patients were contacted and interviewed
for discharge disposition, unplanned hospital or emergency department visits, admissions, and any
interventions or procedures experienced since discharge. Local electronic medical records were reviewed for
available details and documented post-acute events.

Patients were categorized into two groups, victims of violence (VV) and unintentional trauma (UT). VV
included all forms of assault (gunfire, stabbings, and other physical assault). The UT group encompassed all
other forms of trauma (falls, motor vehicle crashes, pedestrians struck, industrial injuries, etc.). Indications
for post-acute presentations were compared between medical records and self-reports and were divided into
broad categories including non-trauma-related medical concerns, trauma-related pain, wound/infection
concerns, repeat trauma events, drain issues, suture or staple removal, and additional trauma-related
complaints. Consultation to the trauma service was also reviewed for patients who returned to our hospital’s
ED. The primary payer for each patient’s index trauma admission was collected. Underinsured was defined as
those with Medicare, Medicaid or no health insurance at the time of their index trauma admission. Simple
comparative statistics, Fisher's exact test, Student's t-test, and chi-square analysis were used to determine
statistical significance, with a significance set at p = 0.05. Data was collected using Microsoft Excel
(Microsoft® Corp., Redmond, WA) and analyzed using Statistical Package for Social Sciences (SPSS Statistics
Version 24, IBM Corp., Armonk, NY).

Results
During the study period, 2096 patients were evaluated in the emergency department for traumatic injury,
and of them, 883 were admitted to an inpatient stay for their injuries. Of these patients, 444 (50.3%)
consented to the study and were enrolled. Among the recruited subject population, 51 (11.5%) were victims
of violence, and 393 (88.5%) experienced unintentional trauma. Telephonic follow-up was achieved in 340
patients (76.6%; 42/51 (82.4%) of VV and 298/393 (75.82%) of UT; p=NS). VV patients were significantly
younger (40.1 years vs 60.4 years; p<0.0001), and more predominantly male (92.2% vs 57.5%; p<0.0001).

VV patients had a lower abbreviated injury score (AIS) for head/neck (0.37 [0.07] vs 1.03 [0.14]; p=0.0014),
and higher AIS for face (0.22 [0.08] vs 0.17 [0.02], p=0.008) and abdomen (0.84 [0.17] vs 0.49 [0.05], p=0.035).
Other AIS defined regions did not differ, nor did the average total ISS (8.59 [0.87] vs 9.13 [0.33]; p=NS). In
regards to the inpatient admission, critical care LOS and overall LOS did not differ between groups (Table
1). At discharge, VV were more likely to be transitioned home after admission than UT patients (70.59% vs
55.47%; p=0.040) whereas UT patients were more often transferred to rehabilitation or skilled nursing
facility.
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Variables Victims of Violence (n=51) Unintentional Trauma (n=393) p

Age, mean (SD) 40.10 (15.52) 60.36 (20.68) <0.0001

Male 92.16% 57.51% <0.0001

AIS    

   -Head/Neck 0.37 [0.14] 1.03 [0.07] <0.0001

   -Face 0.22 [0.08] 0.17 [0.02] 0.008

   -Chest 0.72 [0.18] 0.89 [0.07] NS

   -Abdomen 0.82 [0.20] 0.49 [0.05] 0.035

   -Extremity 0.84 [0.17] 0.85 [0.06] NS

   -External 0.04 [0.04] 0.06 [0.03] NS

Total ISS 8.59 [0.87] 9.13 [0.33] NS

Critical care LOS in days (SD) 0.78 (1.76) 1.12 (3.20) NS

Total LOS in days (SD) 4.92 (4.80) 4.13 (4.09) NS

Disposition to home (%) 36 (70.59) 218 (55.47) <0.04

ED visits, patients (%) 24 (47.06) 91 (23.16) <0.001

ED visits, total (visits per patient) 42 (1.75) 112 (1.23) <0.002

Overall readmission rate (%) 11/51 (21.6) 64/393 (16.28) NS

Readmission rate per ED Visit (%) 11/42 (26.2) 64/112 (57.1) <0.001

Underinsured (%) 37 (72.5) 81 (20.6) <0.0001

TABLE 1: Demographics and hospital factors
SD: Standard deviation; AIS: Abbreviated injury scale; ISS: Injury severity score; LOS: Length of stay; ED: Emergency department

Victims of violence were significantly more likely to return to an emergency department within 30 days of
discharge (VV 24/51 (47.1%) vs UT 91/393 (23.2%), p<0.001). VV patients were also more likely to make
multiple visits in the early post-discharge period, with 24 patients accounting for 42 visits vs 91 patients
making 112 visits in the UT group (1.75 visits per patient vs 1.23, p=0.002). Visits to non-index institutions
were captured as well, but visit frequency did not differ. Overall readmission rates did not differ between
groups, (11/51 (21.6%) vs 64/393 (16.3%), p=NS). However, readmission rates per ED visit were significantly
lower in the VV group at 11/42 (26.2%) vs 64/112 (57.1%), respectively (p<0.005). VV patients also had fewer
post-acute admissions to non-index institutions compared to in the UT group (0/42 (0%) vs. 8/64 (12.5%),
p=0.018). Evaluation of the primary payer for the index trauma admission found VV patients were more likely
to be underinsured compared to the UT group with 37/51 (72.6%) vs 81/393 (20.6%); p<0.005.

Discussion
Our prospective review demonstrated that victims of violence returned to the ED significantly more often
than those suffering unintentional trauma. Previous investigations identify advanced age, comorbid
conditions, higher injury severity, and disposition to a facility as the major contributors to readmissions [10-
14]. However, our study conflicts that with younger patients who were discharged home were more likely to
return to the hospital. While differences existed in injury severity to head/neck, face, and abdominal regions
between groups, it is unclear if those differences contributed as the total ISS was similar. Furthermore, the
average ISS between the groups was approximately 9 which does not represent a critically injured patient.
This suggests patient-related factors as opposed to injury-related factors as the root cause of their post-
discharge events. There was also no difference in ICULOS and total hospital LOS, again pointing to patient-
related as opposed to injury-related factors.

VV patients had significantly higher rates of discharge to home, rather than a rehabilitation facility. The
exact etiology of this discrepancy may be multifactorial. The VV was significantly younger compared to a
high number of the UT group consisting of elderly falls (Table 2), thus making their discharge to a
rehabilitation or extended care facility more likely. Although the correlation between disposition and
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underinsured status, making placement in acute rehabilitation facilities more challenging, cannot be
overstated. Other socioeconomic factors may be involved, diminishing healthcare access in the VV
population despite similar levels of injury.

Mechanism n

Victims of Violence 51

-        Gunshot wounds -        20

-        Stab wounds -        15

-        Assaults -        16

Unintentional Trauma 393

-        Fall from standing/sitting -        142

-        Fall from height/stairs -        77

-        Motor vehicle crash -        97

-        Motorcycle crash -        32

-        Recreational/industrial -        22

-        Pedestrian struck -        17

TABLE 2: Mechanism of injury

Despite the higher rates of ED visits among our VV population, the readmissions rates overall did not differ
between the groups. Furthermore, the VV group had a higher rate of single patients that made multiple ED
visits within 30 days of their discharge. The most frequent indication for return in the VV group was trauma-
related pain, however, many of the other presentations were for less-urgent indications such as wound/drain
concerns or removal of stitches/staples (Table 3). In contrast, the UT group was much more likely to return
for other non-trauma-related medical complaints, likely given their more advanced age and
comorbidities. The number of wound or drain concerns resulting in an ED visit were much less frequent in
the UT group (Table 3). The resources provided in the post-discharge period likely contributed to this
discrepancy. UT patients with resources such as rehabilitation facilities to provide wound care and
assessments of a patient’s pain may have prevented unnecessary ED visits. If issues arise they may also be
more likely to direct their care through an office-based setting as opposed to the ED. Whereas, the VV who
were more likely to be home, as well as less likely to have prompt access to medical care seem to have
directed their concerns through the ED. This is further supported by the fact that although the rates of ED
visits were higher in the VV group, only around one-quarter of those visits resulted in a readmission. This
readmission rate was much lower compared to the UT group where over half of their ED visits resulted in a
readmission. Given the significant discrepancy between the groups in regards to their insurance status, post-
discharge resources seem to be a contributing factor to early ED visits.

Variables Victims of Violence (n=42) Unintentional Trauma (n=112) p

Other medical complaints (%) 5 (11.90) 57 (50.89) <0.0001

Repeat trauma events (%) 3 (7.14) 18 (16.07) NS

Trauma-related complaints (%) 3 (7.14) 15 (13.39) NS

Wound/Infection concerns (%) 11 (26.19) 11 (9.82) 0.01

Trauma-related pain (%) 15 (35.71) 10 (8.93) 0.0001

Stiches/Staple removal (%) 3 (7.14) 1 (0.89) 0.0303

Drain concerns (%) 2 (4.76) 0 (0.00) 0.025

TABLE 3: Emergency department visit chief complaints
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Post-acute emergency department visits have been examined in trauma previously, but mostly in
retrospective reviews [5, 6, 14-18]. Abou-Hanna et al. reported a 14% return to ED rate in 30 days post-
injury, citing penetrating trauma was a risk factor [5]. Our prospective study corroborates this finding, albeit
at a much higher rate, and also adds other forms of intentional injury. Our data also captures more events by
prospectively tracking patients soon after discharge. Our questionnaire not only identifies representations
but also captures the chief complaint for that presentation, associated readmissions, and further
procedures. The MTQIP system also captures those who presented to outside institutions that would go
unrecognized by standard processes of other trauma registries. By identifying all assaults, not just
penetrating trauma, we further highlighted that patient and socioeconomic factors, as opposed to just
mechanism, are a major contributor to early post-discharge ED utilization.

Our investigation had several limitations. It is well established that some patients utilize the ED for primary
care due to socioeconomic factors. We did not capture if any of our captured patients utilized the ED for
primary care prior to their traumatic injury admission. We also did not capture what each individual
patient's post-discharge resource needs were, such as if they had drains, wounds, catheters, etc. So the
resources needed, what was available to them and if that contributed to early post-discharge events is
unclear. However, it is standard at our institution to involve our physical therapy and case management
teams in all trauma admissions to help identify post-discharge needs. It is also standard to provide follow-up
information for the trauma surgery clinic as well as any consulting (both medical and surgical) services that
were involved in the patients care. Data from post-discharge events was also self-reported, and for those
who visited hospitals outside our system, we did not have medical record details readily available. Data relied
on patient reports who may lack detailed medical knowledge. Additionally, 142 patients (31.98%) were not
reached telephonically. Of these, 38 had ED visits documented in our system. It remains unclear how many
of these patients had additional post-discharge events at outside institutions. The diversity in our
population also creates limitations in comparing the groups. The VV group being significantly younger
compared to the UT population may have contributed to them receiving less post-discharge resources as
they may have been more independent at discharge. Although their higher rates or representation
demonstrates that this group would benefit from more resources after discharge, even if those resources are
recovery education based. The UT group also had many ED visits for non-trauma-related medical
complaints. Whether these presentations had any relation to their prior injury or hospitalization and if they
were avoidable is unclear.

The opportunity to better prepare our VV patients for post-discharge needs is apparent. This vulnerable
group faces a multitude of physical and psychological challenges after their injuries [19-21]. While enhanced
recovery processes are challenging in the urgent or emergent trauma patient, there may be opportunities to
improve post-trauma recovery with targeted education. This project has led our trauma service to
incorporate the 30-day post-discharge phone call into our standard practice for all patients. Our team is also
more aware of these post-discharge events and provides additional education at the time of discharge to
patients identified as being higher risk for post-acute events. This includes shorter interval follow-up and
further emphasis on post-discharge instructions regarding who to call if issues arise.

Victims of violence are vulnerable and may benefit from more resources provided in the early post-discharge
period. Better post-discharge monitoring of these patients with direct contact and health information
exchanges is warranted. Detailed chart review and post-discharge phone calls enhanced our reporting of
these events, allowing providers to find solutions to mitigate them.

Conclusions
A modified trauma quality improvement program including post-discharge phone calls improved our
documentation of early post-discharge events. Victims of violence had significantly higher rates of early ED
utilization compared to patients experiencing unintentional injury. Patients among those victims of
violence were also younger and were more likely to be underinsured. We identified VV as a population that
warrants more resources in the early post-discharge period to prevent unnecessary ED visits, and potentially
improved recovery.

Additional Information
Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Trinity Health Of New
England IRB issued approval SFH-18-74. Project was approved by the Trinity Health of New England's IRB at
Saint Francis Hospital. Animal subjects: All authors have confirmed that this study did not involve animal
subjects or tissue. Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all authors
declare the following: Payment/services info: All authors have declared that no financial support was
received from any organization for the submitted work. Financial relationships: All authors have declared
that they have no financial relationships at present or within the previous three years with any
organizations that might have an interest in the submitted work. Other relationships: All authors have
declared that there are no other relationships or activities that could appear to have influenced the
submitted work.

2021 Gontarz et al. Cureus 13(10): e18630. DOI 10.7759/cureus.18630 5 of 6



References
1. Aboutanos MB, Jordan A, Halfond RW, et al.: Brief violence interventions with community case

management services are effective for high-risk trauma patients. J Trauma. 2011, 71:228-236.
10.1097/TA.0b013e31821e0c86

2. Goins WA, Thompson J, Simpkins C: Recurrent intentional injury . J Natl Med Assoc. 1992, 84:431-435.
3. Copertino LM, McCormack JE, Rutigliano DN, Huang EC, Shapiro MJ, Vosswinkel JA, Jawa RS: Early

unplanned hospital readmission after acute traumatic injury: the experience at a state-designated level-I
trauma center. Am J Surg. 2015, 209:268-273. 10.1016/j.amjsurg.2014.06.026

4. Moore L, Stelfox HT, Turgeon AF, et al.: Rates, patterns, and determinants of unplanned readmission after
traumatic injury: a multicenter cohort study. Ann Surg. 2014, 259:374-380. 10.1097/SLA.0b013e31828b0fae

5. Abou-Hanna J, Kugler NW, Rein L, Szabo A, Carver TW: Back so soon? Characterizing emergency
department use after trauma. Am J Surg. 2020, 220:217-221. 10.1016/j.amjsurg.2019.10.046

6. Ladha KS, Young JH, Ng DK, Efron DT, Haider AH: Factors affecting the likelihood of presentation to the
emergency department of trauma patients after discharge. Ann Emerg Med. 2011, 58:431-437.
10.1016/j.annemergmed.2011.04.021

7. Petrey LB, Weddle RJ, Richardson B, et al.: Trauma patient readmissions: why do they come back for more? .
J Trauma Acute Care Surg. 2015, 79:717-724. 10.1097/TA.0000000000000844

8. Shapiro DS, Umer A, Marshall WT, et al.: Use of a modified American College of Surgeons Trauma Quality
Improvement Program to enhance 30-day post-trauma readmission detection. J Am Coll Surg. 2016,
222:865-869. 10.1016/j.jamcollsurg.2016.02.008

9. Krug EG, Sharma GK, Lozano R: The global burden of injuries . Am J Public Health. 2000, 90:523-526.
10.2105/ajph.90.4.523

10. Reilly PM, Schwab CW, Kauder DR, et al.: The invisible trauma patient: emergency department discharges . J
Trauma. 2005, 58:675-685. 10.1097/01.ta.0000159244.24884.9b

11. Hadley J: Sicker and poorer--the consequences of being uninsured: a review of the research on the
relationship between health insurance, medical care use, health, work, and income. Med Care Res Rev. 2003,
60:3S-75S. 10.1177/1077558703254101

12. Fawcett VJ, Flynn-O'Brien KT, Shorter Z, Davidson GH, Bulger E, Rivara FP, Arbabi S: Risk factors for
unplanned readmissions in older adult trauma patients in Washington State: a competing risk analysis. J
Am Coll Surg. 2015, 220:330-338. 10.1016/j.jamcollsurg.2014.11.012

13. Vachon CM, Aaland M, Zhu TH: Readmission of trauma patients in a nonacademic Level II trauma center . J
Trauma Acute Care Surg. 2012, 72:531-536. 10.1097/ta.0b013e3182326172

14. Aaland MO, Marose K, Zhu TH: The lost to trauma patient follow-up: a system or patient problem . J Trauma
Acute Care Surg. 2012, 73:1507-1511. 10.1097/TA.0b013e31826fc928

15. Nasser JS, Chou CH, Chung KC: Thirty-day emergency department utilization after distal radius fracture
treatment: identifying predictors and variation. Plast Reconstr Surg Glob Open. 2019, 7:e2416.
10.1097/GOX.0000000000002416

16. Greenberg R, Kaplan O, Kashtan H, Hadad R, Becker T, Kluger Y: Return visits to the emergency room after
minor trauma from motor vehicle accidents. Eur J Emerg Med. 2000, 7:113-117. 10.1097/00063110-
200006000-00005

17. Wang KC, Chaou CH, Liu PH, Chien CY, Lee CH: Factors affecting unscheduled return visits to the
emergency department among minor head injury patients. Biomed Res Int. 2017, 2017:8963102.
10.1155/2017/8963102

18. Akande M, Minneci PC, Deans KJ, Xiang H, Chisolm DJ, Cooper JN: Effects of Medicaid expansion on
disparities in trauma care and outcomes in young adults. J Surg Res. 2018, 228:42-53.
10.1016/j.jss.2018.02.058

19. Jacoby SF, Kollar LM, Ridgeway G, Sumner SA: Health system and law enforcement synergies for injury
surveillance, control and prevention: a scoping review. Inj Prev. 2018, 24:305-311. 10.1136/injuryprev-2017-
042416

20. Rahtz E, Bhui K, Smuk M, Hutchison I, Korszun A: Violent injury predicts poor psychological outcomes after
traumatic injury in a hard-to-reach population: an observational cohort study. BMJ Open. 2017, 7:e014712.
10.1136/bmjopen-2016-014712

21. Bolduc A, Hwang B, Hogan C, et al.: Identification and referral of patients at risk for post-traumatic stress
disorder: a literature review and retrospective analysis. Am Surg. 2015, 81:904-908.

2021 Gontarz et al. Cureus 13(10): e18630. DOI 10.7759/cureus.18630 6 of 6

https://dx.doi.org/10.1097/TA.0b013e31821e0c86
https://dx.doi.org/10.1097/TA.0b013e31821e0c86
https://pubmed.ncbi.nlm.nih.gov/1495116/
https://dx.doi.org/10.1016/j.amjsurg.2014.06.026
https://dx.doi.org/10.1016/j.amjsurg.2014.06.026
https://dx.doi.org/10.1097/SLA.0b013e31828b0fae
https://dx.doi.org/10.1097/SLA.0b013e31828b0fae
https://dx.doi.org/10.1016/j.amjsurg.2019.10.046
https://dx.doi.org/10.1016/j.amjsurg.2019.10.046
https://dx.doi.org/10.1016/j.annemergmed.2011.04.021
https://dx.doi.org/10.1016/j.annemergmed.2011.04.021
https://dx.doi.org/10.1097/TA.0000000000000844
https://dx.doi.org/10.1097/TA.0000000000000844
https://dx.doi.org/10.1016/j.jamcollsurg.2016.02.008
https://dx.doi.org/10.1016/j.jamcollsurg.2016.02.008
https://dx.doi.org/10.2105/ajph.90.4.523
https://dx.doi.org/10.2105/ajph.90.4.523
https://dx.doi.org/10.1097/01.ta.0000159244.24884.9b
https://dx.doi.org/10.1097/01.ta.0000159244.24884.9b
https://dx.doi.org/10.1177/1077558703254101
https://dx.doi.org/10.1177/1077558703254101
https://dx.doi.org/10.1016/j.jamcollsurg.2014.11.012
https://dx.doi.org/10.1016/j.jamcollsurg.2014.11.012
https://dx.doi.org/10.1097/ta.0b013e3182326172
https://dx.doi.org/10.1097/ta.0b013e3182326172
https://dx.doi.org/10.1097/TA.0b013e31826fc928
https://dx.doi.org/10.1097/TA.0b013e31826fc928
https://dx.doi.org/10.1097/GOX.0000000000002416
https://dx.doi.org/10.1097/GOX.0000000000002416
https://dx.doi.org/10.1097/00063110-200006000-00005
https://dx.doi.org/10.1097/00063110-200006000-00005
https://dx.doi.org/10.1155/2017/8963102
https://dx.doi.org/10.1155/2017/8963102
https://dx.doi.org/10.1016/j.jss.2018.02.058
https://dx.doi.org/10.1016/j.jss.2018.02.058
https://dx.doi.org/10.1136/injuryprev-2017-042416
https://dx.doi.org/10.1136/injuryprev-2017-042416
https://dx.doi.org/10.1136/bmjopen-2016-014712
https://dx.doi.org/10.1136/bmjopen-2016-014712
https://pubmed.ncbi.nlm.nih.gov/26350670/

	Victims of Violence and Post-Discharge Adverse Events: A Prospective Modified Trauma Quality Improvement Program (TQIP) Study
	Abstract
	Introduction
	Methods
	Results
	Discussion

	Introduction
	Materials And Methods
	Results
	TABLE 1: Demographics and hospital factors

	Discussion
	TABLE 2: Mechanism of injury
	TABLE 3: Emergency department visit chief complaints

	Conclusions
	Additional Information
	Disclosures

	References


