
Vol:.(1234567890)

Current Trauma Reports (2024) 10:24–29
https://doi.org/10.1007/s40719-024-00267-x

REVIEW

Addressing Health Disparities in Violence

Christine Castater1,2 · Briana Woods Jaeger3 · Joya Hampton‑Anderson4 · Randi N. Smith2,3,4

Accepted: 13 March 2024 / Published online: 11 April 2024 
© The Author(s) 2024

Abstract
Purpose of Review Healthcare disparities exist throughout the medical field and are highly pronounced concerning violence 
in the Black community. Addressing it involves not just an understanding of the problem, but the ability to enact widespread 
interventions at multiple levels, particularly the systemic level.
Recent Findings Historically, investigations into the drivers of firearm violence have been largely at the individual or inter-
personal level, but recent research has centered social determinants of health and structural racism as potential drivers of 
disparities in firearm violence. Understanding these potential contributors of these disparities allows for targeted solutions 
to combat violence and promote health equity.
Summary A full investigation into the drivers of disparities is the key to successful implementation of public health strate-
gies that promote health equity.

Keywords Healthcare disparities · Social determinants of health · Structural racism · Social ecological model · Violence 
prevention

Health disparities are driven by a number of factors includ-
ing limited access to quality healthcare or poorer treatment 
of health issues that leads to increased risk, morbidity, or 
mortality in one group compared to others due to prevent-
able and unjust causes. Disparities in health outcomes can 
be seen based on a number of categories including race, 
age, gender, preferred spoken language, country of origin, 
physical ability, sexual orientation, economic status, envi-
ronmental exposures, and religion. Unfortunately, in the 
United States, violence-related health disparities are some 
of the largest and most persistent with young Black males 
from disadvantaged neighborhoods disproportionately suf-
fering [1, 2••, 3•].

Violence, in all its forms, remains a public health crisis. 
Gun violence, in particular, continues to claim lives and 
impact the mind, body, and spirit of communities across the 
United States. According to the Centers for Disease Con-
trol and Prevention (CDC), the annual incidence of firearm 
deaths has exponentially increased over the past several 
years with over 48,000 fatalities in 2021 [4•]. Moreover, 
approximately 120,000 individuals are victims of non-fatal 
injuries. The sheer volume alone is alarming but when you 
consider that firearm homicide is 22.5 times higher among 
Black, non-Hispanic men and 3.6 times higher among 
Hispanic men compared to White men, the disparities are 
frightening [2••]. Males are also more than 6 times likely 
to die from gun violence than females [5]. Further, firearm 
fatalities are concentrated in metropolitan areas with a dis-
proportionate burden in Southern states, which are often 
under-resourced and ill-equipped to adequately interrupt the 
cycle of violence [2••]. These highlighted racial, gender, 
and geographic disparities underscore the need to approach 
firearm violence reduction strategies with a public health 
and health equity lens [1].

Addressing violence as a public health problem requires 
a stepwise approach that starts with full understanding of 
the magnitude of the issue followed by understanding of 
(1) risk and protective factors that influence violence, (2) 
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effective strategies that reduce the incidence of violence, 
and (3) widespread implementation of successful strategies 
to effect change on a large scale [6•]. Adding a health equity 
framework emphasizes the importance of identifying and 
addressing unjust barriers to health and wellbeing among 
those suffering from disparities.

Unfortunately, our understanding of violence, particu-
larly firearm violence, is limited. Data on firearm violence 
was previously restricted, perhaps due to a misunderstand-
ing of what has become known as the Dickey Amendment. 
Starting in 1992, the CDC’s violence prevention division 
began researching and publishing data on how to decrease 
deaths from violence. The landmark 1993 Kellerman study 
published that the presence of a gun in the house increased 
risk of homicide [7]. This led to backlash against the CDC 
accusing them of being biased against guns. In 1997, US 
House Representative Jay Dickey lobbied for a federal ban 
restricting the CDC from allocating funds for research that 
advocated or promoted gun control which was named The 
Dickey Amendment. This amendment was supported by the 
National Rifle Association (NRA) and until recently, virtu-
ally no funding was allocated to research on the epidemiol-
ogy of gun violence, nor its root causes. Not surprisingly, 
this public health issue has persisted with few evidence-
based solutions. During this time, there was a strong reliance 
on surveillance systems like the National Violence Death 
Reporting System which by design only reports on deaths. 
Since non-fatal injuries outnumber deaths on an order of 3:1, 
a critical piece of the problem was left underexamined and 
thus not understood. Further, all too often, law enforcement 
data is relied upon to track trends and inform policies. This 
data is also incomplete. In a study by Mercer Kollar (2020), 
a significant proportion of violent injuries that were treated 
in a busy urban trauma center were not known to local law 
enforcement and vice versa [8]. This level of data missing-
ness leads to inaccuracies and creates a misinformed narra-
tive about what is truly happening. Unfortunately, this is the 
current foundation of data-sharing and collection practices. 
The Cardiff Model was developed in the United Kingdom 
(UK) to increase information sharing to local authorities 
about assaults seen in the hospital. It has since been vali-
dated and utilized in trauma systems in the United States [9]. 
Utilization of the Cardiff Model provides a framework for 
integrating information on violence occurrence trends in the 
community to help aid in resource allocation and the devel-
opment and implementation of prevention strategies [10••] 
and is a promising practice to address the problem of miss-
ing data and an incomplete understanding of the problem.

There are now emerging funding opportunities to study 
violence and dive deeper into the drivers of disparities. 
Social determinants of health (i.e., access to material needs 
such as food and shelter, community context, social oppor-
tunities, and educational access and quality) [11], those 

non-medical variables that impact health, wellbeing, and 
growth of individuals, are increasingly evaluated as poten-
tially modifiable risk factors of violence [12]. Racism, dis-
crimination, isolation, community disenfranchisement, and 
socioeconomic distress are additional critical contributors to 
firearm violence that must be addressed for the promotion 
of health equity. Emerging research documents the impact 
of structural racism in the form of residential segregation, 
concentrated poverty, and limited access to education and 
employment opportunities on firearm violence disparities 
[13, 14]. For example, Black families are 12 times as likely 
to live in concentrated poverty compared to White families 
[15] and multi-generational poverty is over 16 times higher 
among Black adults compared to White adults [16]. These 
stark disparities in the experience of poverty are associated 
with disparities in violence. Disparities in family and youth 
violence disappear, are significantly attenuated, or even 
reversed after accounting for income and material factors 
[17, 18]. Further, the risk of experiencing youth violence is 
increased in areas of concentrated poverty, and the longer a 
family experiences financial insecurity, the greater the risk 
of youth violence [19].

There is also evidence suggesting that the historical 
racializing of spaces, through practices such as redlining, 
contributes to current increased rates of firearm violence 
by compounding multiple risk factors of firearm violence 
such as lack of home-ownership, limited green space, high 
crime rates, and high levels of police presence in one place 
[20••, 21–23]. Further, it may be that risk for violent injury 
increases with the experience of childhood adversity. In a 
mixed methods study of Black male firearm violence sur-
vivors, it was reported that victims experienced adversities 
such as youth incarceration, housing transition, and family 
separation and loss in childhood [24].

Along the causal pathway from incidence to outcomes, 
one must consider the impact of poor quality of care on 
health disparities after firearm injury. The literature is 
riddled with examples of poor care bestowed to violently 
injured patients, particularly individuals from racial minor-
ity groups or those without insurance or with low socio-
economic status, that results in worse clinical outcomes, 
shortened survival, and poor quality of life. Adequate 
treatment of pain is an illustrative example. A systematic 
review and meta-analysis by Lee et al. (25) revealed Black 
and Hispanic patients are less likely to receive analgesia for 
the management of acute pain in the emergency department 
[25]. Numerous studies corroborated this finding but did not 
unveil the etiology of this discriminatory and unjust practice. 
Aronowitz and colleagues offered insight through a mixed 
methods evaluation of factors that influence decision-mak-
ing and pain medication administration by providers caring 
for injured Black patients [26]. They proposed three major 
influences of racial disparities in pain management of Black 
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patients: (1) healthcare provider characteristics; (2) racial 
myths about pain tolerance; and (3) assumed criminality 
of the patient [26]. Overcoming these biases truly requires 
individual, organizational, and systemic cultural shifts and 
trauma-informed care education.

Understanding the drivers of disparities allows for targeted 
solutions to combat violence. Following the social ecologi-
cal model, a model that underscores the interplay between 
individual, interpersonal, community, institutional (e.g., hos-
pitals, schools, criminal justice system), and societal factors, 
multilevel violence prevention strategies provide the most 
effective approach for mitigating violence [27••] (see Figs. 1 
and 2). Risks at multiple levels are disproportionately expe-
rienced among communities of color; therefore, intervening 
at each level helps to promote health equity by reducing the 
unjust impact of racism on communities of color and thereby 
reduces the likelihood of negative outcomes such as violence 

[28, 29]. Creating and expanding legislative policies that 
invest in communities and address structural barriers will 
help ensure resource allocation that reduces the likelihood 
violence disparities [30]. Developing culturally responsive 
and equitable organizational structures, policies, and proce-
dures at every point across the continuum of care may help 
ensure individuals have the support they need that reduces the 
likelihood of revictimization. For example, individuals may 
be provided connection to mental health support, connection 
to community resources, access to aid in filling out relevant 
paperwork, and support in receiving appropriate medications 
prior to discharge after a firearm-related injury [31]. Wide-
spread trauma-informed education and training for medical 
professionals working in the acute care setting may ensure 
that patients feel validated and supported in their experience 
[32]. Similarly, addressing implicit bias including increasing 
workforce diversity may help victims of violence feel more 
connection to their care providers [33]. Community-engage-
ment, relationship building, and preventive-intervention pro-
grams that reduce risk factors for violence are also critical 
[34]. Finally, hospital-based violence intervention programs 
that address adverse childhood experiences while simultane-
ously leveraging protective childhood experiences and social 
supports may prove efficacious to improve mental health [35] 
and prevent violence [36].

Societal changes and public policy should prioritize 
addressing social determinants of health (SDOH) because 
these have been shown to be the root cause of disparities in 
trauma care [37]. SDOH are one of three priority areas for 
the Center for Disease Control’s (CDC) “Healthy People 
2030” [38]. This plan addresses five key domains of SDOH 
which encompass many things like safe housing and trans-
portation, access to nutritious foods and clean water, access 
to care, quality of education, job opportunities, racism and 
violence, and neighborhood safety [39]. In addition, public 
policy needs to incorporate trauma-informed care. The six 
core principles of trauma-informed care are safety, trust-
worthiness and transparency, collaboration, empowerment, 
choice, and intersectionality, taking trauma-informed care 
into consideration helps with the recognition that trauma and Fig. 1  Social ecological model of disparities

Fig. 2  Multilevel violence prevention strategies for mitigating violence



27Current Trauma Reports (2024) 10:24–29 

its sequelae are not evenly distributed. Policy needs to be 
aimed at addressing these resultant disparities [40••]. Along 
with CDC initiatives, the United States National Preven-
tion Strategy (NPS) includes a trauma-informed approach 
to addressing trauma. Initiatives in the NPS include local, 
state, and federal efforts [40••, 41]. The Institute on Trauma 
and Trauma-Informed Care has been researching and report-
ing on trauma-informed care since 2012 [42, 43]. It utilizes 
the Campaign for Trauma-Informed Policy and Practice’s 
(CTIPP) network to advocate for policy that addresses 
injustices that lead to healthcare disparities [44]. Its 2022 
report on “Trauma Informed Legislative Proposals” showed 
a very successful advocacy year and can be used to guide 
future policy endeavors such as those outlined in the Trauma 
Informed Proposals 2023 [43, 45].

In conclusion, as eloquently stated by Formica (1), “To 
minimize deaths and injuries due to firearms and their cas-
cading health consequences and to ultimately achieve health 
equity, prevention efforts will need to address the social 
determinants of health including racism” [1]. Taking a mul-
tilevel approach to these social determinants will ensure that 
we are enacting change on all of the systems that contrib-
ute to the public health disparity of firearm violence and its 
negative impact on communities of color.

Author Contribution CC, BWJ, JH, and RS all wrote the main manu-
script. BWJ and RS prepared the figures. All authors reviewed the 
manuscript.

Data Availability No datasets were generated or analyzed during the 
current study.

Declarations 

Conflict of Interest The authors declare no competing interests.

Human and Animal Rights and Informed Consent This article does not 
contain any studies with human or animal subjects performed by any 
of the authors.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

Papers of particular interest, published recently, have 
been highlighted as:  
• Of importance  
•• Of major importance

 1. Formica MK. An eye on disparities, health equity, and racism-
the case of firearm injuries in urban youth in the United States 
and globally. Pediatr Clin North Am. 2021;68(2):389–99. https:// 
doi. org/ 10. 1016/j. pcl. 2020. 12. 009.

 2.••Rees CA, Monuteaux MC, Steidley I, Mannix R, Lee LK, 
Barrett JT, Fleegler EW. Trends and disparities in firearm 
fatalities in the United States, 1990-2021. JAMA Netw Open. 
2022;5(11):e2244221. https:// doi. org/ 10. 1001/ jaman etwor kopen. 
2022. 44221. Investigation of firearm violence over time includ-
ing demographics in order to highlight at risk populations.

 3.•   Schleimer JP, Buggs SA, McCort CD, Pear VA, Biasi A, Tomsich 
E, Shev AB, Laqueur HS, Wintemute GJ. Neighborhood racial 
and economic segregation and disparities in violence during the 
COVID-19 pandemic. Am J Public Health. 2022;112(1):144–53. 
https:// doi. org/ 10. 2105/ AJPH. 2021. 306540. Zip code level anal-
ysis of trauma trends during Covid-19 showing that marginal-
ized populations were the most effected.

 4.•  Fast facts: Firearm violence and injury prevention |violence 
prevention injury Center| CDC. Centers for Disease Control 
and Prevention. September 19, 2023. Accessed November 28, 
2023. https:// www. cdc. gov/ viole ncepr event ion/ firea rms/ fastf 
act. html. CDC overview of firearm violence demographics 
as well as prevention strategies.

 5. Centers for Disease Control and Prevention, Wide-ranging 
Online Data for Epidemiologic Research (WONDER), “Under-
lying cause of death, 2018-2021, bridged race” Accessed 
November 28, 2023, https:// wonder. cdc. gov/.

 6.•  The Public Health Approach to violence prevention, violence 
prevention injury Center CDC. Centers for Disease Control 
and Prevention. January 18, 2022. Accessed November 28, 
2023. https:// www. cdc. gov/ viole ncepr event ion/ about/ publi 
cheal thapp roach. html. Overview of how to apply public 
health strategies to violence prevention.

 7. Kellermann AL, Rivara FP, Rushforth NB, et al. Gun owner-
ship as a risk factor for homicide in the home. N Engl J Med. 
1993;329(15):1084–91.

 8. Mercer Kollar LM, Sumner SA, Bartholow B, Wu DT, Moore 
JC, Mays EW, Atkins EV, Fraser DA, Flood CE, Shepherd JP. 
Building capacity for injury prevention: a process evaluation 
of a replication of the Cardiff violence prevention programme 
in the southeastern USA. Inj Prev. 2020;26(3):221–8. https:// 
doi. org/ 10. 1136/ injur yprev- 2018- 043127. Erratum in: Inj 
Prev. 2021 Feb;27(1):101

 9. Boyle AA, Snelling K, White L, Ariel B, Ashelford L. External valida-
tion of the Cardiff model of information sharing to reduce commu-
nity violence: natural experiment. Emerg Med J. 2013;30(12):1020–
3. https:// doi. org/ 10. 1136/ emerm ed- 2012- 201898.

 10.••Kohlbeck S, Levas M, Hernandez-Meier J, Hargarten S. Imple-
menting the Cardiff Model for violence prevention: using the 
diffusion of innovation theory to understand facilitators and 
barriers to implementation. Injury prevention. 2022;28(1):49–
53. Cardiff model implementation.

 11. Baker NS, VanHook C, Ziminski D, Semenza D, Lassiter T, 
Garmon J, Bonne S. What’s missing? Violently injured Black 
men’s narratives around Adverse Childhood Experiences 
(ACEs). Child Abuse & Neglect. 2024;149:106644. https:// 
doi. org/ 10. 1016/j. chiabu. 2024. 106644.

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/j.pcl.2020.12.009
https://doi.org/10.1016/j.pcl.2020.12.009
https://doi.org/10.1001/jamanetworkopen.2022.44221
https://doi.org/10.1001/jamanetworkopen.2022.44221
https://doi.org/10.2105/AJPH.2021.306540
https://www.cdc.gov/violenceprevention/firearms/fastfact.html
https://www.cdc.gov/violenceprevention/firearms/fastfact.html
https://wonder.cdc.gov/
https://www.cdc.gov/violenceprevention/about/publichealthapproach.html
https://www.cdc.gov/violenceprevention/about/publichealthapproach.html
https://doi.org/10.1136/injuryprev-2018-043127
https://doi.org/10.1136/injuryprev-2018-043127
https://doi.org/10.1136/emermed-2012-201898
https://doi.org/10.1016/j.chiabu.2024.106644
https://doi.org/10.1016/j.chiabu.2024.106644


28 Current Trauma Reports (2024) 10:24–29

 12. Health D of P. Violence and social determinant of health. Vio-
lence and Social Determinant of Health. Accessed Novem-
ber 29, 2023. https:// www. cdph. ca. gov/ Progr ams/ CCDPHP/ 
DCDIC/ SACB/ Pages/ Viole nce% 20Pre venti on% 20Ini tiati ve/ 
Viole ncean dSoci alDet ermin antof Health. aspx#: ~: text= For% 
20exa mple% 2C% 20tho se% 20who% 20grow ,of%20multi-
ple%20forms%20of%20violence .

 13. Jacoby SF, Dong B, Beard JH, Wiebe DJ, Morrison CN. The 
enduring impact of historical and structural racism on urban 
violence in Philadelphia. Soc Sci Med. 2018;199:87–95. 
https:// doi. org/ 10. 1016/j. socsc imed. 2017. 05. 038.

 14. Sheats KJ, Irving SM, Mercy JA, et al. Violence-related dispari-
ties experienced by black youth and young adults: Opportunities 
for prevention. Am J Prev Med. 2018;55(4):462–9. https:// doi. 
org/ 10. 1016/j. amepre. 2018. 05. 017.

 15. Drake B, Rank MR. The racial divide among American children 
in poverty: Reassessing the importance of neighborhood. Child 
Youth Serv Rev. 2009;31(12):1264–71. https:// doi. org/ 10. 1016/j. 
child youth. 2009. 05. 012.

 16. Richard V. Reeves CP, Gary Burtless CP, Richard V. Reeves 
SN, Tonantzin Carmona NMS. Long shadows: The black-white 
gap in multigenerational poverty. Brookings. March 9, 2022. 
Accessed November 28, 2023. https:// www. brook ings. edu/ artic 
les/ long- shado ws- the- black- white- gap- in- multi gener ation al- 
pover ty/.

 17. Dettlaff AJ, Rivaux SL, Baumann DJ, Fluke JD, Rycraft JR, 
James J. Disentangling substantiation: The influence of race, 
income, and risk on the substantiation decision in child welfare. 
Child Youth Serv Rev. 2011;33(9):1630–7. https:// doi. org/ 10. 
1016/j. child youth. 2011. 04. 005.

 18. Putnam-Hornstein E, Needell B, King B, Johnson-Motoyama M. 
Racial and ethnic disparities: a population-based examination of 
risk factors for involvement with child protective services. Child 
Abuse Negl. 2013;37(1):33–46. https:// doi. org/ 10. 1016/j. chiabu. 
2012. 08. 005.

 19. Mok PLH, Antonsen S, Pedersen CB, et al. Family income ine-
qualities and trajectories through childhood and self-harm and 
violence in young adults: a population-based, nested case-con-
trol study. Lancet Public Health. 2018;3(10):e498–507. https:// 
doi. org/ 10. 1016/ S2468- 2667(18) 30164-6.

 20.••Houghton A, Jackson-Weaver O, Toraih E, et al. Firearm homi-
cide mortality is influenced by structural racism in US metro-
politan areas. J Trauma Acute Care Surg. 2021;91(1):64–71. 
https:// doi. org/ 10. 1097/ TA. 00000 00000 003167. Evidence that 
increased firearm violence is directly linked to structural 
racism.

 21. Shihadeh ES, Flynn N. Segregation and Crime: The Effect of 
Black Social Isolation on the Rates of Black Urban Violence*. 
Soc Forces. 1996;74(4):1325–52. https:// doi. org/ 10. 1093/ sf/ 
74.4. 1325.

 22. Goin DE, Rudolph KE, Ahern J. Predictors of firearm violence in 
urban communities: A machine-learning approach. Health Place. 
2018;51:61–7. https:// doi. org/ 10. 1016/j. healt hplace. 2018. 02. 
013.

 23. Schmidt CJ, Rupp L, Pizarro JM, Lee DB, Branas CC, Zimmer-
man MA. Risk and protective factors related to youth firearm 
violence: a scoping review and directions for future research. 
J Behav Med. 2019;42(4):706–23. https:// doi. org/ 10. 1007/ 
s10865- 019- 00076-7.

 24. Baker NS, VanHook C, Ziminski D, Semenza D, Lassiter T, Gar-
mon J, Bonne S. What’s missing? Violently injured Black men’s 
narratives around Adverse Childhood Experiences (ACEs). 
Child Abuse Negl. 2024;149:106644. https:// doi. org/ 10. 1016/j. 
chiabu. 2024. 106644.

 25. Lee P, Le Saux M, Siegel R. Racial and ethnic disparities in 
the management of acute pain in US emergency departments: 

Meta-analysis and systematic review. Am J Emerg Med. 
2019;37:1770–7.

 26. Aronowitz SV, Mcdonald CC, Stevens RC, Richmond TS. Mixed 
studies review of factors influencing receipt of pain treatment 
by injured black patients. J Adv Nurs. 2020 Jan;76(1):34–46. 
https:// doi. org/ 10. 1111/ jan. 14215.

 27.••Bradley AS, Adeleke IO, Estime SR. Healthcare disparities in 
trauma: why they exist and what we can do. Curr Opin Anaes-
thesiol. 2022;35(2):150–3. https:// doi. org/ 10. 1097/ ACO. 00000 
00000 001094. Recent review of the literature that looks at 
the reasons behind healthcare disparities in trauma as well 
as how to reduce them

 28. Johnson TJ. Intersection of bias, structural racism, and social 
determinants with health care inequities. Pediatrics. 2020;146(2)

 29. Bluthenthal RN. Structural racism and violence as social deter-
minants of health: conceptual, methodological and intervention 
challenges. Drug Alcohol Depend. 2021;222:108681.

 30. Molnar BE, Cerda M, Roberts AL, Buka SL. Effects of neighbor-
hood resources on aggressive and delinquent behaviors among 
urban youths. Am J Public Health. 2008;98(6):1086–93.

 31. Patton D, Sodhi A, Affinati S, Lee J, Crandall M. Post-discharge 
needs of victims of gun violence in Chicago: A qualitative study. 
J Interpers Violence. 2019;34(1):135–55. https:// doi. org/ 10. 
1177/ 08862 60516 669545.

 32. Raja S, Hasnain M, Hoersch M, Gove-Yin S, Rajagopalan C. 
Trauma informed care in medicine. Fam Community Health. 
2015;38(3):216–26.

 33. Nair L, Adetayo OA. Cultural competence and ethnic diversity 
in healthcare. Plastic and reconstructive surgery. Global open. 
2019;7(5):e2219. https:// doi. org/ 10. 1097/ GOX. 00000 00000 002219.

 34. Griffin JP Jr, Holliday RC, Frazier E, Braithwaite RL. The 
BRAVE (building resiliency and vocational excellence) program: 
Evaluation findings for a career-oriented substance abuse and vio-
lence preventive intervention. J Health Care Poor Underserved. 
2009;20(3):798–816. https:// doi. org/ 10. 1353/ hpu.0. 0174.

 35. Bethell C, Jones J, Gombojav N, Linkenbach J, Sege R. Positive 
childhood experiences and adult mental and relational health 
in a statewide sample: Associations across adverse childhood 
experiences levels. JAMA Pediatr. 2019;173(11):e193007–7.

 36. Kemal S, Nwabuo A, Hoffmann J. Mental health and violence 
in children and adolescents. Pediatr Clin. 2023;70(6):1201–15.

 37. Social Determinants of Health at CDC. Centers for Disease Con-
trol and Prevention. December 8, 2022. https:// www. cdc. gov/ 
about/ sdoh/ index. html. Accessed 2 Mar 2024.

 38. Healthy people 2030. https:// health. gov/ healt hypeo ple.
 39. Social Determinants of Health. Social Determinants of Health 

- Healthy People 2030. https:// health. gov/ healt hypeo ple/ prior 
ity- areas/ social- deter minan ts- health. Accessed 2 Mar 2024.

 40.••Bowen EA, Murshid NS. Trauma-informed social policy: A con-
ceptual framework for policy analysis and advocacy. Am J Public 
Health. 2016;106(2):223–9. https:// doi. org/ 10. 2105/ AJPH. 2015. 
302970. Trauma informed care in policy decisions.

 41. National strategy for trauma-informed care operating plan. 
https:// www. samhsa. gov/ sites/ defau lt/ files/ trauma- infor med- 
care- opera ting- plan. pdf. Accessed 3 Mar 2024.

 42. Institute on Trauma and Trauma-informed care. Institute on 
Trauma and Trauma-Informed Care - University at Buffalo 
School of Social Work - University at Buffalo. February 29, 
2024. https:// socia lwork. buffa lo. edu/ social- resea rch/ insti tutes- 
cente rs/ insti tute- on- trauma- and- trauma- infor med- care. html. 
Accessed 2 Mar 2024.

 43. Person. Summary: 2022 trauma-informed policy development 
highlights. CTIPP. December 1, 2023. https:// www. ctipp. org/ 
post/ 2022- trauma- infor med- policy- devel opment- highl ights. 
Accessed 2 Mar 2024.

https://www.cdph.ca.gov/Programs/CCDPHP/DCDIC/SACB/Pages/Violence%20Prevention%20Initiative/ViolenceandSocialDeterminantofHealth.aspx#:~:text=For%20example%2C%20those%20who%20grow
https://www.cdph.ca.gov/Programs/CCDPHP/DCDIC/SACB/Pages/Violence%20Prevention%20Initiative/ViolenceandSocialDeterminantofHealth.aspx#:~:text=For%20example%2C%20those%20who%20grow
https://www.cdph.ca.gov/Programs/CCDPHP/DCDIC/SACB/Pages/Violence%20Prevention%20Initiative/ViolenceandSocialDeterminantofHealth.aspx#:~:text=For%20example%2C%20those%20who%20grow
https://www.cdph.ca.gov/Programs/CCDPHP/DCDIC/SACB/Pages/Violence%20Prevention%20Initiative/ViolenceandSocialDeterminantofHealth.aspx#:~:text=For%20example%2C%20those%20who%20grow
https://doi.org/10.1016/j.socscimed.2017.05.038
https://doi.org/10.1016/j.amepre.2018.05.017
https://doi.org/10.1016/j.amepre.2018.05.017
https://doi.org/10.1016/j.childyouth.2009.05.012
https://doi.org/10.1016/j.childyouth.2009.05.012
https://www.brookings.edu/articles/long-shadows-the-black-white-gap-in-multigenerational-poverty/
https://www.brookings.edu/articles/long-shadows-the-black-white-gap-in-multigenerational-poverty/
https://www.brookings.edu/articles/long-shadows-the-black-white-gap-in-multigenerational-poverty/
https://doi.org/10.1016/j.childyouth.2011.04.005
https://doi.org/10.1016/j.childyouth.2011.04.005
https://doi.org/10.1016/j.chiabu.2012.08.005
https://doi.org/10.1016/j.chiabu.2012.08.005
https://doi.org/10.1016/S2468-2667(18)30164-6
https://doi.org/10.1016/S2468-2667(18)30164-6
https://doi.org/10.1097/TA.0000000000003167
https://doi.org/10.1093/sf/74.4.1325
https://doi.org/10.1093/sf/74.4.1325
https://doi.org/10.1016/j.healthplace.2018.02.013
https://doi.org/10.1016/j.healthplace.2018.02.013
https://doi.org/10.1007/s10865-019-00076-7
https://doi.org/10.1007/s10865-019-00076-7
https://doi.org/10.1016/j.chiabu.2024.106644
https://doi.org/10.1016/j.chiabu.2024.106644
https://doi.org/10.1111/jan.14215
https://doi.org/10.1097/ACO.0000000000001094
https://doi.org/10.1097/ACO.0000000000001094
https://doi.org/10.1177/0886260516669545
https://doi.org/10.1177/0886260516669545
https://doi.org/10.1097/GOX.0000000000002219
https://doi.org/10.1353/hpu.0.0174
https://www.cdc.gov/about/sdoh/index.html
https://www.cdc.gov/about/sdoh/index.html
https://health.gov/healthypeople
https://health.gov/healthypeople/priority-areas/social-determinants-health
https://health.gov/healthypeople/priority-areas/social-determinants-health
https://doi.org/10.2105/AJPH.2015.302970
https://doi.org/10.2105/AJPH.2015.302970
https://www.samhsa.gov/sites/default/files/trauma-informed-care-operating-plan.pdf
https://www.samhsa.gov/sites/default/files/trauma-informed-care-operating-plan.pdf
https://socialwork.buffalo.edu/social-research/institutes-centers/institute-on-trauma-and-trauma-informed-care.html
https://socialwork.buffalo.edu/social-research/institutes-centers/institute-on-trauma-and-trauma-informed-care.html
https://www.ctipp.org/post/2022-trauma-informed-policy-development-highlights
https://www.ctipp.org/post/2022-trauma-informed-policy-development-highlights


29Current Trauma Reports (2024) 10:24–29 

 44. About us: Campaign for trauma-informed policy and Practice. 
CTIPP. https:// www. ctipp. org/ about- us. Accessed 2 Mar 2024.

 45. Trauma-Informed Legislative Proposals: Progress in 2023. 
https:// ticiw ny. org/ wp- conte nt/ uploa ds/ 2023/ 10/ ITTIC- Policy- 
Doc- pdf- Updat ed-6. 30. 23. pdf

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://www.ctipp.org/about-us
https://ticiwny.org/wp-content/uploads/2023/10/ITTIC-Policy-Doc-pdf-Updated-6.30.23.pdf
https://ticiwny.org/wp-content/uploads/2023/10/ITTIC-Policy-Doc-pdf-Updated-6.30.23.pdf

	Addressing Health Disparities in Violence
	Abstract
	Purpose of Review 
	Recent Findings 
	Summary 

	References


