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ABSTRACT 

Structural racism has been identified as a major source of medical vulnerability 

for urban populations. Police brutality is a consequence of structural racism and a critical 

social determinant of urban health that is associated with both physical and psychological 

injury. However, the presence of law enforcement agents is common in the healthcare 

setting, especially in the emergency department. The emergency department occupies a 

critical social role as a major source of healthcare for vulnerable urban populations, yet 

very little is known about patients’ opinions regarding police activity in the ED. This 

study contributes to the growing body of literature on the pathogenic effects of structural 

racism by designing trauma informed methodology to investigate patient perceptions of 

police presence in the emergency room.  
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CHAPTER 1: INTRODUCTION 

Part One: Structural Racism and Medical Vulnerability 

 

Sociologists characterize medical vulnerability as the adverse effects of internal 

and external destabilizing factors that inform the physical and/or psychological wellbeing 

of a patient within a healthcare encounter (Boldt 2019, 3-4). These factors foster anxiety, 

helplessness or undue exposure, resulting in increased risk of physical, emotional, and 

cognitive harm (Boldt 2019, 3-4). Although vulnerability is pervasive within the 

American healthcare system, the urban poor, particularly segregated minority groups, are 

distinctly susceptible to adverse outcomes due to the significant disparity between the 

high health needs of their communities and access to care. 

Patterns of urban development are intrinsically linked to the process of racial 

containment that engendered segregated communities characterized by concentrated 

poverty, blight and other environmental risks, and limited access to education, 

employment and healthcare (Bravemann et al. 2022, 172-173; Logan et al. 2015, 23). In 

1968, The Kerner Commission described this process as the emergence of two distinct 

societies, “one black, one white – separate and unequal” (McLaughlin 2021, 22). 

Political, economic, and social systems established during the era of de jure segregation 

allow modern society to perpetuate discriminatory beliefs and values that justify the 

social control of the poor and the continued “[re]distribution of resources reflected in 

history, culture, and interconnected institutions” (Bailey et al. 2017, 1456-1458; De 

Snyder et al. 2011, 1184). Efforts to address the medical vulnerability of urban 

populations routinely focus on individual responsibility and interpersonal interactions, yet 

significantly less work has been done to address the structural factors within the 
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healthcare system that perpetuate this phenomenon. The purpose of this project is to 

contribute to the growing body of literature on the pathogenic effects of structural racism, 

by designing a trauma informed study that investigates patient perceptions of police 

presence in the emergency room. 

Part Two: Policing: From the Community to the Clinical Setting 

Police brutality is a consequence of structural racism and a critical social 

determinant of urban health. Brutality is police conduct that, “is not merely mistaken, but 

taken in bad faith, with the intent to dehumanize and degrade its target” (Alang et al. 

2017, 662). It encompasses death and disability, physiological and psychological stress, 

spatial containment, and ultimately, systematic disempowerment (Alang et al. 2017, 663-

664). Black Americans and minorities are overrepresented in all categories of police 

brutality: compared to their white counterparts, they are three times more likely to be 

killed by police, more likely to be targeted and subjected to intrusive searches, and almost 

5 times more likely to have a police intervention-related injury (Alang et al. 2017, 663; 

Krieger et al. 2015, 4; McLeod et al. 2020, 10). In addition to injury or disability, police 

encounters are also associated with poor mental health, including PTSD, depression, 

anxiety, suicidal ideation, and psychotic experiences (Alang et al. 2021, 1106-1109 

DeVylder et al. 2020, 1705; Feldman et al. 2016, 798-805; Geller et al. 2014, 2323-2324; 

Hirschtick et al. 2020, 3-4). It is important to note that the impact of negative police 

encounters extends to the surrounding community, as police presence ubiquitous. 

Consistent with the concepts of weathering and allostatic load, neighborhoods with 

frequent police brutality have higher rates and earlier occurrence of mental health 

symptoms as well as cardiovascular and diabetes-related mortality (Duru et al. 2012, 4; 
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Geronimus et al. 2006, 828-830). Increased rates of poor health status can also be 

attributed to degraded trust in medical institutions, resulting in decreased utilization of 

services and unmet need for care (Alang et al. 2020, 765-767; Alang et al. 2021, 3-8; 

McLeod et al. 2020, 15-25).  

The presence of police and other law enforcement agents is quite common in the 

healthcare setting, especially in the emergency department (ED). The ED occupies a 

critical social role as a major entry point of the healthcare system, a dominant provider of 

hospital-associated medical care, and the primary healthcare provider for vulnerable 

urban populations (Kellermann et al. 2013, 2070-2072; Marcozzi 2018, 273-278; Suter 

2012, 9). Society’s most pressing issues (poverty, houselessness, addiction, 

violence/crime) are concentrated in this setting, and patients are often not well known to 

providers. EDs rely on a host of staff and associated organizations to meet the diverse 

needs of their patient population (Song 2021, 2655; Suter 2012, 9; Tang 664-670). The 

police play a role in this process by transporting victims of violent crimes, providing 

collateral information regarding injuries, gathering information relevant to ongoing 

investigations, and providing security (Inaba et al. 2021, 1; Jacoby et al. 2018, 116). 

However, the unregulated actions of law enforcement also provides opportunities for 

abuse, including intimidation and deterrence from care, illegal search and seizure, and 

surveillance of patients (Song 2021, 2660-2662). In “Policing the ED”, Ji Seon Song 

(2021, 2649) argues the ethical and legal ramifications of unchecked police activity. 

Police, and the court, view the ED as an extension of the street, effectively “replicat[ing] 

problems of policing in a place where people of color and those with lower 

socioeconomic means are particularly vulnerable” (Song 2021, 2649). Healthcare 
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workers also become a part of investigations, putting them in the difficult position of 

protecting patients’ rights while preserving critical relationships (Haradad et al. 2021, 

741-744).  

Part Three: Perspectives from the Healthcare Setting 

Healthcare workers have varied responses to law enforcement. A survey of ED 

physicians showed that the absence of clearly defined boundaries for police resulted in 

delayed care and violations of patient privacy (Haradad et al. 2021, 741-744). Physicians 

felt hesitant to instruct officers regarding where they should or should not go, and they 

expressed concern that refusal to answer officers’ questions would result in retribution 

(Haradad et al. 2021, 741-744). However, some physicians appreciated the presence of 

officers and recounted positive interactions between officers and patients. In extreme 

circumstances, ED staff were grateful that officers were present to ensure safety and 

discourage drug-seeking patients, suggesting that police presence reinforced the criminal 

stigma of patients (Lara-Millan 2014,878-879). Surveyed nurses and rape victim 

advocates expressed concerns that officers would aggressively question or blame victims, 

but they also emphasized that establishing a connection with the officers was essential for 

collaboration (Campbell 2011, 22-23; Long 2018, 505-506; Maier 2008, 793-800). 

Notably, advocates recounted experiences in which interactions with officers, whether 

positive or negative, were traumatizing (Maier 2008, 798).  

Patient perspectives provide new insight regarding the nature of these 

interactions. A study by Jacoby et al. (2018) was one of the first to center black voices. 

They analyzed interview data from black trauma patients who described their encounters 

with law enforcement from the scene of injury throughout the duration of their hospital 
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stay. Consistent with quantitative data that demonstrates statistically significant decreases 

in mortality with police transport of violently injured individuals, patients were grateful 

for the speed of transport and the reassurance and support that officers provided during 

transport and in the early stages of their care (Jacoby et al. 2018, 118; Jacoby et al. 2020, 

190-192). However, some found that the police prioritized their investigation over patient 

care, interrupting treatment to ask questions and accusing patients of being dishonest 

regarding the circumstances of their injuries (Jacoby et al. 2018, 119-120).  

Part Four: The Need for Patient Perspectives 

Analysis of all perspectives points to a pattern of interactions: 1) officers are 

collaborative and support the health and safety of the patient, 2) officers are neutral 

bystanders, or 3) the actions of officers are in direct conflict with the priorities of the 

healthcare team and/or patient, resulting in contention. Ideally, all interactions would fall 

into category 1, but the absence of standardized protocols to guide officers’ behaviors 

leads to immense variability. Notably, all categories of interviewees expressed the onus 

to defer to police authority, regardless of feelings of discomfort. This is especially 

concerning given the vulnerable status of the urban patient population and the 

responsibility of healthcare providers to prioritize the patient’s health and safety.  

Recent high profile acts of police brutality obligate our society to reevaluate the 

function of the police. In the healthcare setting, patients are the most important 

stakeholders in this conversation, yet historically, the urban poor have been excluded 

from discourse regarding their care (Rencher and Wolf 2013, 2136; Rogers and Lange 

2013, 2141-2142). The tenets of trauma informed care go beyond the consideration of the 

patient’s past and how it manifests in the present; it requires methods of care and research 
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that promote the needs and perspectives of the patients/participants (Reeves 2015, 701-

702; Schimmin et al. 2017, 2-3). This practice creates empathy, but it also shifts the 

balance of power so that healthcare decisions lead to empowerment. The goal of this 

project is to amplify the voices of black urban patients in the discussion of police in the 

ED and understand their experience as a medically vulnerable group with a history of 

systemic oppression enforced by the criminal justice system.  
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CHAPTER 2: METHODS 

Part One: The Framework of Trauma-Informed Research 

Most researchers agree that there is an ethical responsibility to acquire knowledge 

that will guide future practice, but it is also imperative that research involving vulnerable 

populations be conducted in a “sensitive and responsible manner” (Batten and Naifeh 

2012, 437). According to the U.S. Department of Health and Human Services Substance 

Abuse and Mental Health Services Administration’s guidelines, a trauma-informed 

perspective incorporates practices that 1) recognize both the ubiquity of trauma and 

potential paths for healing and recovery, 2) identify the signs and symptoms of trauma in 

participants and researchers, 3) integrate knowledge about trauma into research policies, 

procedures and practices, 4) minimize risk of retraumatization, and 5) promote 

transparency, participant choice, and empowerment (Knight 2018, 82; Schimmin et al. 

2017, 4). One valuable aspect of a trauma-informed approach is the inherent recognition 

that certain types of vulnerability warrant responses beyond the standard protections 

outlined in universally accepted guidelines, such as the Belmont Report. More 

importantly, trauma informed research, “reconceptualize[s] patient engagement through a 

health equity and social justice lens,” by prioritizing inclusivity and collaboration 

(Schimmin et al. 2017, 2). The methods employed in this study are designed to optimize 

patient participation while establishing relationships that will provide opportunities to 

implement changes based on the participants’ concerns.  

Part Two: Setting and Stakeholders 

The ideal setting for this type of study is an academic safety-net hospital with a 

level 1 trauma center, located in an urban area (urban is defined as a city with a 
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population of 250,000+). Safety-net EDs are designated by the Centers for Disease 

Control as facilities that provide more than 30% of total ED visits to persons with 

Medicaid, more than 30% of total ED visits to uninsured individuals, or a combined 

Medicaid and uninsured patient population greater than 40% (Tang 2011, 664). These 

facilities frequently establish community partnerships for health-related services and 

socioeconomic resources. Given the nature of this study, interdisciplinary support is 

essential for its success. Table 1 provides the framework for meaningful stakeholder 

involvement implemented in this study.  

Part Three: Recruitment 

There are multiple challenges associated with recruitment in the ED. The ED does 

not offer the controlled environment of a clinic. Its providers are occupied by patient 

care, making it difficult to assist in the recruitment process. Additionally, the time frame 

to recruit participants in the ED is often shorter compared to other trials, and investigators 

often lack the established relationship and trust with patients that informs their decision 

to participate in research (Cofield et al. 2010, 1105-1108) . It can also be difficult to 

retain participants due to their social circumstances (e.g. people experiencing 

houselessness, people with substance use disorder, etc.) (Cofield et al. 2010, 1109). 

Screening of admission logs also poses logistical and ethical problems (Price et al. 2020, 

4-5).  

To circumvent some of these challenges, a dedicated research nurse will partner 

with the hospital’s trauma counselors and/or social workers to identify eligible 

participants. The target participants are English-speaking black patients ages 18-65, who 
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Stages Participants Objectives 

Project 

Development 

• Stakeholders (emergency 

department providers, local 

public health 

organizations, local social 

service agencies, 

local/state government, 

nonprofit organizations, 

faith-based organizations, 

insurance companies, 

schools, and local 

businesses) 

• Community Advisory 

Board (CAB)  

• Review the aims of 

the study and secure 

community support 

• Review study 

materials (e.g., 

consent process, 

interview structure, 

etc.) and recruitment 

incentives  

 

Recruitment/Data 

Collection 

• Primary Investigator(s) 

• Research nurse 

• Social workers 

• Trauma counselors  

• Hold debriefing 

events for ED staff 

• Recruit and consent 

participants 

• Conduct interviews 

Dissemination of 

Findings 

• Primary Investigator(s) 

• Research nurse 

• Social workers 

• Trauma counselors 

• Stakeholders  

• Research participants 

• Review findings 

• Highlight the most 

pressing issues 

• Identify actionable 

items  

• Identify next steps 

Table 1. Model of Stakeholder Involvement in Trauma-Informed Study 

 received care in the ED in the previous 24 hrs. This study focuses on black patients 

because of the history of racism and police brutality that disproportionately affects this 

population. There are no exclusion criteria other than the inability to provide consent. 

After communicating with the treatment team, the research team will approach the patient 

and review the details of the study. Patients will also receive an information packet about 

the study and the incentive structure developed with input from the CAB. Patients can 

agree to give immediate consent or agree to follow up by phone within 24 hrs. At the 

time of consent, demographic data and contact information will be gathered and follow 

up interview will be scheduled.  
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Transportation 

Daily 

transit pass 

Uber Reimbursement 

for travel ($.60/mile) 

Meals  Breakfast Lunch  

Payment*  

$25/hr for 

<4hrs ($50 if 

caregiver 

required) 

>4 hrs base rate of $125 ($250 if 

caregiver required)  

Table 2. Incentive structure. *The payment structure is based the number of working 

hours a participant will miss or other expenses (travel time, call out of work, hire a 

caregiver for children or parents, etc.). The base rate is based on $15 minimum wage. 

 

Informed consent is a common ethical concern in research, as many subjects sign 

consent forms without understanding the requirements of their participation (Jefford and 

Moore 2008, 486-487). Improved understanding has been shown to facilitate the 

recruitment and retention of underrepresented populations. Research participants have 

demonstrated significantly improved comprehension with interactive educational consent 

methods, such as teach-to-goal (Sudore et al. 2006, 869-871). Teach-to-goal is an 

effective but time consuming method that may not be feasible in the ED. However, the 

second pass and open-ended question strategies of teach-to-goal can be implemented in 

this setting and are useful to assess understanding (Sudore et al. 2006, 869-871). 

Additionally, consent forms will be written at the 6th grade level, incorporating feedback 

from the CAB (Jefford and Moore 2008, 487).  

Part Four: Interview – Data Collection and Analysis 

 Interviews will take place within 5 days of recruitment and last for approximately 

1 hour. The interview team will consist of the primary investigator and a social worker.  



11 

Introduction 

Before we get started, It's important to ask you -- What do you understand 

this study to be about?  

  

Ok. Great. Tell me about what happened to you, the circumstances of your 

visit to the ED.  

All participants 

How did you arrive at the hospital?  

Who was the first person you had contact with?  

Did you have direct contact with a law enforcement officer? 

If yes, when and why did you first have contact with a law enforcement 

officer?  

If no, did you observe law enforcement officers in the waiting room or ED? 

How did this make you feel? 

Participants who were 

interviewed by law 

enforcement 

Were officers invited into the room by a medical person, or did they come in 

on their own?  

When you were interacting with a law enforcement officer, was anyone else 

present in the room?  

If you were alone with the police officer, how did you feel during the 

interview? 

Why did you feel that way?  

How would you describe the officer’s attitude toward you?  

If positive, what elements made it positive?  

If negative, what elements made it negative?  

If someone else was present, how did it make you feel?  

Did you feel that you could ask to have someone present with you?  

  

To your knowledge, did an officer access any of your belongings?  

If yes, did they obtain permission?  

Do you recall how many interactions you had with an officer? When were 

those interactions?  

What is your understanding of your rights as a patient?  

Did you feel obligated to communicate with the police?  

All participants 

What is your general opinion of law enforcement officers?   

Have you had interactions with police outside the hospital? Did they differ 

from your interaction inside the hospital? And if so, how?  

Do you feel that the presence of a law enforcement officer(s) changed your 

interactions with any hospital employees?  

Do you feel that the presence of law enforcement officers affected the care 

you received?  

Did the presence of law enforcement officers affect your confidence (trust) 

in the hospital staff?  

 

Do you feel safe in the hospital? Do you feel that you can trust the staff? Do 

you feel like your privacy is protected?   

Should X hospital allow police officers to interact with patients in the ED? 

Explain.  

Will your interaction with police at the hospital today affect any future 

decision to seek care at X hospital? At any hospital?  

If law enforcement officers are allowed to interact with patients, how do you 

think these interactions to be structured?  

Table 3. Proposed interview format developed with the input of Michael Vitez, Director  

of the Narrative Medicine Program, LKSOM 

 

At minimum, they will both obtain trauma-informed care certification (these programs 

are offered by schools of social work). Participants will also be allowed to bring a support 

person. We will partner with community organizations to offer 3 interview sites. It is 
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important to conduct these interviews at a neutral location to dispel the power dynamics 

associated with the medical setting. A teleconference option will also be available for 

participants with mobility and/or transportation issues.   

Methods for data analysis are informed by grounded theory (Glaser and Strauss 

1967). A team of researchers will use NVivo to generate a coding schema according to 

the constant comparative method. Themes and words/phrases will be identified.  

Part Five: ACEs Study 

Each participant will complete the 10-question adverse childhood experiences 

questionnaire (ACE-Q) screen after their interview. The ACE-Q assesses two categories:  

 child maltreatment and household challenges. It was initially developed to assess the link 

between adverse childhood experiences and adult mental and physical illness (Zarse et al. 

2019, 1-3). One of the identified mechanisms by which ACEs produce poor health 

outcomes is decreased health care utilization due to perceived discrimination (Campbell 

et al. 2020, 102-103). Our analysis will include an assessment of the association between 

ACE scores and answers to questions regarding police/healthcare workers’ perception of 

patients (e.g., How would you describe the officer’s attitude toward you?  Do you feel 

that the presence of a law enforcement officer(s) changed your interactions with any 

hospital employees?).  

Part Six: Mapping Study 

This study asks participants to describe prior interactions with law enforcement 

outside of the healthcare system. Community exposures to law enforcement are 

associated with decreased trust in healthcare institutions and poorer health (Alang et al. 

2017, 664; Alang et al. 2020, 764-767). However, it is difficult to quantify these 
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exposures because the majority of police encounters are not systematically measured. 

One way in which exposures may be represented is through mapping. Using a database of 

police calls for service (specific to the city in which the study is conducted), we will use 

 

Figure 1. Adverse Childhood Experiences Questionnaire. Reproduced with permission 

from ACEs Aware. https://www.acesaware.org/wp-content/uploads/2020/02/ACE-

Questionnaire-for-Adults-Identified-English.pdf  

 

ArcGIS to generate a graduated color map of police activity per city block group for the 

calendar year in which the study is conducted. The block groups of the participants will 

be represented in a second color map. By determining the association between patient 

addresses and police activity, we hope to comment on the impact of police exposure.  

https://www.acesaware.org/wp-content/uploads/2020/02/ACE-Questionnaire-for-Adults-Identified-English.pdf
https://www.acesaware.org/wp-content/uploads/2020/02/ACE-Questionnaire-for-Adults-Identified-English.pdf
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CHAPTER 3: ANTICIPATED RESULTS AND CONCLUSION 

Part One: Anticipated Results 

The lack of preliminary data makes it difficult to comment on anticipated results. 

However, existing literature would support the hypothesis that the measure of negative 

responses will be associated with higher ACE-Q scores and higher rates of police 

exposure, and vice versa. It would be reasonable to find that participants with higher rates 

of police exposure also show decreased faith in medical institutions, although this effect 

may be blunted in those who have established relationships with other healthcare 

providers, such as a PCP. However, we predict that the majority of participants will still 

support the presence of law enforcement in some form, likely with the implementation of 

standardized guidelines for patient interactions.  

The findings of this study will be shared at a series of joint meetings of 

stakeholders and participants. The purpose of these meetings will be to identify 

actionable items and determine next steps.  

Part Two: Conclusion 

People who face the greatest structural disadvantages often have the greatest 

challenges receiving resources. For the urban poor, specifically segregated black and 

brown communities, access to healthcare has always been an elusive right tied to the 

public perception of their morality. Historically, public aid to the poor has been 

accompanied by surveillance and stigmatization. While there are benefits to having 

working relationships with law enforcement agents, we must critically evaluate why and 

how their presence could create barriers to care.  
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Vulnerability is synonymous with the human experience; the systems and 

structures of our society have the power to foster resilience or exacerbate vulnerability 

(Rogers et al. 2012, 31-32). By embracing trauma-informed practices, the academic and 

medical communities reckon with the reality that we are immune to neither the 

dehumanizing influence of our society nor that of our professions: one rooted in a false 

hierarchy of race and the other rooted in the medicalization of the ill body. The first step 

of this recokoning is the restoration of the patient’s voice. We must recognize that the 

social, economic, and cultural factors that shape the daily life of the patient also influence 

the success of medical treatment, and that meaningful engagement with our patients’ is a 

moral action that invites ill persons, their caretakers, and intellectual observers to, “affirm 

what is eternal, valuable, meaningful, and sacred” (Frank 2013, 19).  
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