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Introduction: Following the declaration of the COVID-19 pandemic, there were reports of

decreased trauma hospitalizations, although violent crime persisted. COVID-19 has had the

greatest impact on minoritized and vulnerable communities. Decreases in traumatic

events may not extend to these communities, given pandemic-related socioeconomic and

psychological burdens that increase the risk of exposure to trauma and violence.

Materials and methods: This was a retrospective cohort study (n ¼ 1634) of all trauma acti-

vations presenting to our institution January 1, 2020 to May 31, 2020, and same time periods

in 2018 and 2019. Census tracts and associated Social Vulnerability Index quartiles were

determined from patient addresses. Changes in trauma activations pre and post Massa-

chusetts’ state-of-emergency declaration compared to a historical control were analyzed

using a difference-in-differences methodology.

Results: Weekly all-cause trauma activations fell from 26.44 to 8.25 (rate ratio ¼ 0.36 [0.26,

0.50]) postdeclaration, with significant difference-in-differences compared to a historical

control (P < 0.0001). Nonviolent trauma activations significantly decreased from 21.11 to

5.17 after the declaration (rate ratio ¼ 0.27 [0.37, 0.91]; P < 0.0001), whereas there was no

significant decrease in violent injury (5.33 to 3.08 rate ratio ¼ 0.69 [0.39, 1.22]; P ¼ 0.20).

Stratified by vulnerability, the most vulnerable quartile had an increased proportion of all-

cause trauma postdeclaration and had no decrease in violent trauma activations following

the declaration compared to the historical control (rate ratio ¼ 0.84 [0.38-1.86]; P ¼ 0.67).

Conclusions: The state-of-emergency declaration was associated with significant decreases

in overall trauma, to a greater extent in nonviolent injuries. Among those living in the most

socially vulnerable communities, there was no decrease in violent trauma. These findings

highlight the need for violence and injury prevention programs in vulnerable communities,

particularly in times of crisis.
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Introduction trauma activations from January 1 toMay 31 of 2018, 2019, and
In March 2020, many state and local governments in the

United States announced a state-of-emergency and issued

stay-at-home orders in response to the COVID-19 pandemic,

confining people to their homes to reduce the spread of the

disease. In addition, many hospitals ceased elective opera-

tions and saw decreases in the volume of surgical consulta-

tions and trauma cases.1-4 Although the scale of the current

pandemic is unprecedented, studies from prior pandemics,

including Severe Acute Respiratory Syndrome (SARS) and

Middle East Respiratory Syndrome (MERS) outbreaks in Hong

Kong, Taiwan, and South Korea, all demonstrate this trend.5-8

Simultaneously, many cities across the United States re-

ported persistently high firearm violence and spikes in do-

mestic violence cases within the first few weeks after the

pandemic declaration.4,9-12 In Boston, the police department

reported that overall crime in the city had decreased by 5%,

but shootings had increased by 29% in 2020 compared to

2019.13 This rise in violence has been attributed to the loss of

youth programs, increased economic stress, and overall psy-

chological trauma resulting from the current pandemic.13,14

Several studies have observed the effects of emergencies,

such as natural disasters, on violence, specifically domestic

violence.15,16 These studies propose that disasters increase

the risk of violence due to heightened stress, displacement,

and remaining confined for extended periods of time.

In the United States, COVID-19 has only added to social

disparities by increasing financial strains on families, exac-

erbating housing and food insecurity, and illuminating di-

visions in class that affect neighborhood resources and safety.

Its harshest impacts are being felt by vulnerable populations,

including communities living in socially disadvantaged areas.

Our urban safety-net hospital and level-1 trauma center

largely serves these communities. While overall surgical and

trauma volume have decreased during the current pandemic,

it is not clear whether traumatic injuries, including those

caused by community and interpersonal violence, among our

patients from socially disadvantaged areas have similarly

decreased. The objective of the present study was to (1)

investigate overall trends in our trauma activations from

January 2020 through May 2020, (2) compare volume, mecha-

nism, and intent before and after the Massachusetts’ state-of-

emergency order compared to the same periods in previous

years, and (3) determine if trends of trauma activations for

those patients living in socially disadvantaged areas differed

from those living in more resourced communities. We hy-

pothesized that although overall trauma activations would

decrease, there would not be a decrease in violent trauma for

those patients residing in more socially disadvantaged areas.
Materials and Methods

Study approval and data sources

The study was deemed exempt with a waiver of consent by

the Boston University Medical Campus Institutional Review

Board. Our institution’s trauma registry was used to identify
2020. Patient demographics and injury characteristics for each

activation were collected from the hospital’s electronic health

records in compliance with the Health Insurance Portability

and Accountability Act guidelines. Census tract data were

obtained from the 2010 United States Decennial Census and

corresponding levels of social vulnerability of patients’ census

tracts, based on home address, were obtained from the Cen-

ters for Disease Control’s Social Vulnerability Index (SVI).17

Cohort description

This retrospective study identified 1634 trauma activations,

representing patients of all ages and mechanisms of injury

presenting to our institution. Those activations involving pa-

tients from states other than Massachusetts were excluded

from the analysis with the exception of those contiguous with

the state (New York, New Hampshire, Vermont, Connecticut,

and Rhode Island). Activations from January 1 to May 31 of

2018 and 2019 were grouped together to represent a historical

control and then compared to patients from the same time

period in 2020 in a difference-in-differences (DID) analysis.

Exposures

The primary exposure of interest was the time period

following Massachusetts’ state-of-emergency declaration on

March 10, 2020. To compare trauma activations before and

after the declaration, we designated January 1 to March 9 of

2020 as the “predeclaration” period and March 10 to May 31 as

the “postdeclaration” period. The same time periods were

used from 2018 to 2019 as a historical control. Other exposures

of interest included trauma due to interpersonal violence and

level of social vulnerability of our patients’ communities as

classified by census tracts corresponding to their residential

address and the Center for Disease Control’s SVI.17 The SVI

uses census tracts to map and analyze neighborhood vulner-

ability to natural and man-made disasters based on 15 social

vulnerability factors, grouped into the following themes: so-

cioeconomic, housing composition and disability, represen-

tation of racial and ethnic minority groups, and housing and

transportation.18 We grouped SVI scores into quartiles, as is

done in CDC mapping, to analyze the resilience of commu-

nities to the effects of the COVID-19 pandemic on traumatic

injuries.17 The first SVI quartile was ascribed to the quartile of

communities that is the most resilient and most appropriate

in responding to natural disasters or harmful human-made

events. The fourth SVI quartile was ascribed to the quartile

that is the least resilient and most vulnerable to the delete-

rious effects of the mentioned external stressors.

Primary outcomes

There were three main outcomes of interest. The first was the

difference in mean weekly trauma activations before and after

the declaration of state emergency in 2020 as compared to the

same time period in the historical control (created by taking the

averageofweekly traumacounts from2018 to2019). Secondwas

the change in mean weekly trauma activations based on the

https://doi.org/10.1016/j.jss.2022.01.033
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cause of injury (violent versus nonviolent) before and after the

state-of-emergency in 2020 as compared to the historical con-

trol. Violent traumas included gunshot wounds, stab wounds,

andblunt assaults.Nonviolent traumaswere theremainderand

included mechanisms such as falls, motor vehicle crashes, bi-

cycle crashes, pedestrian strikes, etc. Third was the change in

mean weekly trauma activations, both violent and nonviolent,

among communities of varying levels of social vulnerability

(stratified by quartiles) before and after the declaration.
Covariates

Demographic variables included gender, age, and race/

ethnicity. Injury characteristic variables included mechanism

of injury, injury severity score (ISS), and cause of injury (vio-

lent versus nonviolent).
Table 1 e Demographic and trauma characteristics of
patients in historical control and 2020.

Variable Historical
(n ¼ 1290)

2020
(n ¼ 344)

P
value

Age (median, IQR) 44.00 (37.00) 44.50 (35.00) 0.78

Female (n,%) 440 (34.11) 120 (34.88) 0.79

Race/Ethnicity (n,%) <0.0001

NH-White 528 (40.93) 111 (32.27)

NH-Black 388 (30.08) 147 (42.73)

NH-other 165 (12.79) 32 (9.30)

Hispanic 209 (16.20) 54 (15.70)

Mechanism of injury

(n,%)

0.31

MVC 222 (17.21) 57 (16.57)

Fall 555 (43.02) 144 (41.86)

Pedestrian struck 107 (8.29) 26 (7.56)

GSW 87 (6.74) 32 (9.30)

SW 88 (6.82) 33 (9.59)

Blunt assault 126 (9.77) 26 (7.56)

Other 105 (8.14) 26 (7.56)

Injury severity score*

(median, IQR)

5.00 (8.00) 5.00 (8.00) 0.0001

Violent intent (n,%) 303 (23.01) 92 (26.51) 0.19

SVI (n,%)y 0.0009

1st 254 (19.91) 48 (14.16)

2nd 214 (16.77) 37 (10.91)

3rd 245 (19.20) 72 (21.24)

4th 563 (44.12) 182 (53.69)

NH ¼ non-Hispanic; MVC ¼ motor vehicle crash; GSW ¼ gunshot

wound; SW ¼ stab wound; SVI ¼ social vulnerability index.
* ISS is not normally distributed, thus median (IQR) is presented.

Although these values are the same, the distributions are signifi-

cantly different as reflected by the P value.
yThere are missing SVI data, as such, n ¼ 1615 for this variable.
Statistical analysis

All statistical analyses were conducted using SAS Studio 3.8

software (SAS Institute, Inc, Cary, NC). Significance was set at

a ¼ 0.05 and hypothesis tests were two-sided. Categorical vari-

ables are reported as numbers and percentages, whereas

continuous variables are reported asmedians and interquartile

ranges (IQR), given the non-normal distribution. To compare

activations before and after the Massachusetts’ state-of-

emergency declaration, we used the c2 test for categorical var-

iables andWilcoxon rank sumtest for non-normally distributed

continuous variables. DID is a quasi-experimental analysis

often used to measure the effects of an event or health policy

intervention by comparing a groupexposed topolicy changes to

anunexposed groupover time.19 In our study, the eventwas the

March 10th Massachusetts declaration of state-of-emergency

and the exposed and unexposed groups were trauma patients

before and after this time point, respectively. Critical to this

methodology is pre-event parallel trends, which assumes that,

prior to the event, the two groups were the same (i.e., the

average difference between the weekly trauma activations in

the historical control and 2020 was constant prior to expo-

sure).19 The use of a historical control in the DID analysis helps

to control for secular trends and takes into account the well-

known seasonal variations in trauma activations.20 The DID

analysis of Poisson regressions was performed to compare

weekly trauma activations prior to and after the state-of-

emergency declaration in 2020 as compared to the historical

control. Forall analyses, theparallel trendsassumptionwasmet

with no significant difference in trauma activations prior to the

March 10th declaration. Changes in mean weekly activations

were comparedusing crude rate ratios (RRs)with corresponding

95% confidence intervals and those adjusted for percent Black

race and average ISS, given the statistically significant differ-

encesbetween2020and thehistorical control. Thisanalysiswas

repeated with the cohort stratified into nonviolent and inter-

personal violence-related trauma and stratified into SVI quar-

tiles 1-3 and SVI quartile 4. Finally, a subgroup analysis of those

patients residing in census tracts in the fourth SVI quartile with

violent injuries was assessed to determine changes in trauma

activationsbefore andafter the state-of-emergencydeclaration.
Results

Cohort characteristics

We included 1634 activations in the DID analysis. Demographics

such as age and gender were not significantly different between

the historical and 2020 groups (Table 1). However, there was a

significant difference in patient race/ethnicity between the two

groups. While the percentage of trauma activations involving

White patients decreased from 40.93% in the historical group to

32.27% in 2020, there was a corresponding increase in the per-

centage of those involving Black patients, from 30.08% in the

historical group to 42.73% in 2020 (P< 0.0001). The change in the

percentages of non-Hispanic, other, and Hispanic patients was

not as drastic, decreasing from 12.79% to 9.30% and from 16.20%

to 15.70%, respectively. The proportions of each mechanism of

injury between the two groups did not differ significantly

(P ¼ 0.31). Although the median ISS was 5 (IQR 8) in each, the

distributions of ISS did differ significantly between the two

groups (P< 0.0001). Trauma activations among SVI quartiles also

https://doi.org/10.1016/j.jss.2022.01.033
https://doi.org/10.1016/j.jss.2022.01.033
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showedasignificantdifference (P¼0.0009)betweenthehistorical

and2020 groups. The third and fourth SVI quartiles, representing

more vulnerable populations, experienced higher proportions of

trauma in 2020 compared to the historical control (21.24% versus

19.20% and 53.69% versus 44.12%, respectively). The first and

second SVI quartiles, the more resilient communities, experi-

enced a decrease in proportion of trauma activations (14.16%

versus 19.91% and 10.91% versus 16.77%, respectively).

All trauma activations prestate-of-emergency and
poststate-of-emergency declaration

When examining all-cause trauma activations, there was a

significant negative DID between the predeclaration and

postdeclaration periods when comparing 2020 and the corre-

sponding dates in the historical control (b �1.26 [SE ¼ 0.14];

P< 0.0001) (Fig. 1). Themeanweekly trauma activations in the

postdeclaration period were 8.25 versus 26.44 prior to the

declaration (RR ¼ 0.36 [0.26, 0.50]; P < 0.0001) compared to no

change (28.44 versus 31.29) for the historical control (RR ¼ 1.10

[0.97, 1.25]; P ¼ 0.13) (Table 2).

Trauma activations due to violence prestate-of-emergency
and poststate-of-emergency declaration

When examining only injuries due to violence, there was a

significant negative DID (b�0.74 [SE¼ 0.25]; P¼ 0.003) between

the predeclaration and postdeclaration period in 2020

compared to the same period in the historical control (Fig. 2).
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When comparing violent trauma activations predeclaration

and postdeclaration in 2020, the mean count decreased,

although not significantly from 5.33 to 3.08 (RR ¼ 0.69 [0.39,

1.22]; P¼ 0.20). In the historical control, weekly violent trauma

activations increased from 6.17 to 7.54, although this was also

not significant (RR ¼ 1.21 [0.94, 1.54]; P ¼ 0.13) (Table 2).

Nonviolent trauma activations prestate-of-emergency and
poststate-of-emergency declaration

There was a significant negative DID (b �1.41 [SE ¼ 0.16];

P < 0.0001) between the predeclaration and postdeclaration

period in 2020 compared to the same period in the historical

control for nonviolent trauma activations (Fig. 2). In 2020,

these decreased significantly before and after the state-of-

emergency declaration from 21.11 to 5.17 (RR ¼ 0.27 [0.91,

0.37]; P < 0.0001). Nonviolent trauma activations did not

significantly differ in the historical control (22.28 versus 23.63,

RR ¼ 1.07 [0.93, 1.23], P ¼ 0.33) (Table 2).

Trauma activations among first-third social vulnerability
index quartiles prestate-of-emergency and poststate-of-
emergency declaration

Among those activations representing patients in the first-

third SVI quartiles (more resilient), there was a significant

negative DID (b �1.62 [SE ¼ 0.21]; P < 0.0001) between the

predeclaration and postdeclaration periods in 2020 compared

to those in the historical control (Fig. 3). Trauma activations
3 5 7 9 11 13

eek

2020 Historical

ion in 2020 and corresponding dates in historical control.

in Massachusetts on March 10, 2020.
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Table 2 eAverage trauma counts stratified by violent intent, nonviolent intent, and SVI quartiles. March 10 corresponds to
the date of the Massachusetts’ state of emergency declaration in 2020.

Trauma Historical 2020

Premarch
10th mean

(SD)

Postmarch
10th mean

(SD)

RR (95% CI) P
value

Premarch
10th mean

(SD)

Postmarch
10th mean

(SD)

RR (95% CI) P
value

All cause (n ¼ 1600)* 28.44 (6.90) 31.29 (7.65) 1.10 (0.97, 1.25) 0.13 26.44 (5.34) 8.25 (4.71) 0.36 (0.26, 0.50) <0.0001

Violent intent

(n ¼ 377)

6.17 (2.60) 7.54 (2.99) 1.21 (0.94, 1.54) 0.13 5.33 (1.12) 3.08 (2.39) 0.69 (0.39, 1.22) 0.20

Nonviolent intent

(n ¼ 1220)

22.28 (6.10) 23.63 (6.87) 1.07 (0.93, 1.23) 0.33 21.11 (5.37) 5.17 (3.76) 0.27 (0.91, 0.37) <0.0001

Among SVI 4th

quartile (n ¼ 728)

12.11 (4.04) 13.88 (4.18) 1.13 (0.95, 1.35) 0.16 12.89 (3.41) 5.08 (3.58) 0.44 (0.30, 0.64) <0.0001

Among SVI 1st-3rd

quartile (n ¼ 853)

16.00 (4.46) 17.08 (5.17) 1.12 (0.96, 1.32) 0.16 13.22 (5.54) 3.00 (2.00) 0.26 (0.17, 0.40) <0.0001

Violent intent

among SVI 4th

quartile (n ¼ 225)

3.56 (2.15) 4.50 (2.19) 1.30 (0.95, 1.78) 0.10 3.00 (1.00) 2.17 (1.85) 0.84 (0.38, 1.86) 0.67

* Rate ratios were determined frommodels adjusted for race and ISS. As such, the total number of included cases is reflective of those activations

with complete covariate data.
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among these SVI quartiles in 2020 decreased significantly

from 13.22 to 3.00 after the state-of-emergency declaration

(RR ¼ 0.26 [0.17, 0.40]; P < 0.0001) (Table 2). Weekly trauma

activations involving patients in the first-third SVI quartiles in

the historical control did not differ significantly, increasing

from 16.00 to 17.08 (RR ¼ 1.12 (0.96, 1.32); P ¼ 0.16).

Trauma activations among the fourth social vulnerability
index quartile prestate-of-emergency and poststate-of-
emergency declaration

There was a significant negative DID between the predecla-

ration and postdeclaration periods in 2020 compared to those

in the historical control for trauma activations among the

fourth SVI quartile (b �1.03 [SE ¼ 0.19], P < 0.0001) (Fig. 3).

Activations in 2020 decreased significantly from 12.89 to 5.08

after the declaration of state emergency (RR ¼ 0.44 [95% CI

0.30-0.64]; P < 0.0001) (Table 2). Trauma among the fourth SVI

quartile in the historical control did not differ significantly,

increasing from 12.11 to 13.88 (RR ¼ 1.13 [0.95-1.35]; P ¼ 0.16).

Among this SVI quartile, the proportion of all trauma activa-

tions increased from 44.96% (683 of 1519) predeclaration to

64.15% (68 of 106) postdeclaration (P ¼ 0.001).

Nonviolent and violent trauma activations and social
vulnerability index quartile

While nonviolent trauma activations decreased between the

predeclaration and postdeclaration periods in 2020 when

compared to those in the historical control (Fig. 2), the pro-

portion of those nonviolent injuries coming from commu-

nities in the fourth SVI quartile significantly increased from

40.99% (482 of 1176) to 56.92% (37 of 65) after the declaration.

The proportion of nonviolent trauma counts in all other

quartiles decreased, including the first quartile, in which the

proportion of trauma nearly halved following the declaration

(21.77% to 10.77%) (P ¼ 0.02).
Violent injury trauma activations among the fourth SVI

quartile were specifically analyzed. The proportion of violent

injury trauma activations from communities in the fourth

SVI quartile increased from 58.96% (204 of 346) predeclara-

tion to 75.61% (31 of 41) postdeclaration. The proportion of

violent injury activations from communities in all other

quartiles decreased, although this was not significant

(P ¼ 0.19). Among violent injury trauma activations in the

fourth SVI quartile, there was no significant difference in DID

(b �0.56 [SE ¼ 0.34]; P ¼ 0.09) between the predeclaration and

postdeclaration periods in 2020 compared to those in the

historical control (Fig. 4). Trauma activations for violent in-

juries among the fourth SVI quartile in 2020 did not differ

significantly before and after the declaration of state emer-

gency, decreasing from 3.00 to 2.17 (RR ¼ 0.84 [0.38-1.86];

P ¼ 0.67) (Table 2). Violent trauma activations among the

fourth SVI quartile in the historical control increased from

3.56 to 4.50, although this was not significant (RR ¼ 1.30 [CI

0.95-1.78]; P ¼ 0.10).
Discussion

Our study using robust quasi-experimental DID methodology

highlights several important changes in trauma activations

during the COVID-19 pandemic in our region. First, we found

that the number of all-cause trauma activations fell signifi-

cantly in the period immediately following the state-of-

emergency declaration in Massachusetts on March 10, 2020.

In addition to this, however, we found that the demographics

of our trauma population shifted after the declaration,

particularly with an increasing representation of Black pa-

tients, irrespective of the mechanism of injury. Second, our

analyses of trauma stratified by SVI quartile demonstrated

that our most vulnerable patients, those from the fourth SVI

quartile, experienced a higher share of all-cause trauma

following the pandemic declaration. Finally, while there was a

https://doi.org/10.1016/j.jss.2022.01.033
https://doi.org/10.1016/j.jss.2022.01.033
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Fig. 2 e Violent injury (panel A) and nonviolent injury (panel B) weekly trauma counts predeclaration and postdeclaration in

2020 and corresponding dates in historical control. Dashed line corresponds to the state-of-emergency declaration in

Massachusetts on March 10, 2020.
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significant decrease in nonviolent injuries among all SVI

groups, violent injuries persisted throughout the pandemic,

affecting particularly patients from communities in the fourth

SVI quartile. These findings support our original hypothesis

that although overall trauma would decrease after the decla-

ration of a state emergency, violent trauma, particularly

among the most vulnerable, would persist.

When examining all-cause trauma activations in 2020

compared to the historical control, the decrease noted

following the Massachusetts’ state-of-emergency declaration

supports the existing studies that have reported overall
decreases in trauma volume after the issuance of stay-at-

home orders.2,3 In addition, similar patterns have been seen

during previous pandemics including SARS and MERS.5-8

These studies point to reduced demand or availability of ser-

vices, patient perception of the risk of emergency department

visits, and avoidance of public places as probable causes for

these decreases.21 However, while trauma activations

decreased, we noted a significant shift in the burden of

trauma, with the proportion of activations involving Black

patients rising by approximately 12%. Worsening pandemic-

related disparities in employment opportunities, access to

https://doi.org/10.1016/j.jss.2022.01.033
https://doi.org/10.1016/j.jss.2022.01.033
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stable food sources, and housing insecuritymay have resulted

in members of minoritized and marginalized communities

needing to engage in work or activities exposing them to the

risks of violence and injury.22 In addition to the risk of violence

exposure, compared to their White counterparts, more Black

individuals have been in jobs where remote work is not

feasible during the pandemic.23 Continued exposure to

commuting-related and workplace-related risks may help

account for Black patients bearing an even larger share of

traumatic injuries in 2020 despite overall decreases in trauma

activations.
Neighborhood socioeconomic status (SES), in our study

represented by SVI, has been shown to be a social determinant

of health (SDH) independent of individual SES.24,25 The so-

cioeconomic characteristics of a community can determine

access to goods and services, infrastructure, employment

opportunities, level of residential stability, crime, and toler-

ance of deviant behavior.26 Increasing area-level SES has

strong inverse associations with the risk of both intentional

and unintentional fatal injuries and nonfatal injuries.26-29

Similarly, multiple studies looking at specific mechanisms of

injury, including traffic-related injuries, head injuries,
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domestic violence, and violent injury have all demonstrated

an inverse association between injury and SES.30-33 Our re-

sults add to this literature by demonstrating that residing in a

neighborhood with high social vulnerability during the im-

mediate months after the declaration of pandemic was asso-

ciated with an increased risk of traumatic injury despite an

overall decrease in trauma activations.

A growing body of evidence shows that the COVID-19

pandemic has disproportionately affected minoritized and

marginalized communities.34-36 Similarly, it is well estab-

lished that violent trauma disproportionately affects vulner-

able communities.37,38 Our study highlights the compounding

burden of the COVID-19 pandemic and traumatic injury on

this population. The increased vulnerability of these com-

munities during times of stress makes it unsurprising that

while significant and substantial decreases were seen in

nonviolent trauma, these same decreases were markedly less

noticeable among violent trauma activations. This is empha-

sized by our analysis of violent injury activations representing

those from neighborhoods in the fourth SVI quartile. This

group was the only one to have no significant negative DID

when comparing 2020 to the historical control. Interestingly,

when comparing various SVI quartiles, the burden of nonvi-

olent injury was also greater in vulnerable communities.

Recent data have shown that throughout the pandemic, a

majority of upper-income employees were able to work from

home while lower-income and middle-income workers could

not.39 In addition, many of these essential workers primarily

relied on public transportation to commute to work.40 Again,
this ongoing exposure to workplace-related and

transportation-related risks may account for the disparities

seen in nonviolent traumatic injury in this group.

Limitations

This is a single-center study and, as such, our results may not

be generalizable to institutions or cities with different patient

populations. We are, however, in the process of working to-

ward a multicenter collaboration to examine these trends

more thoroughly. In addition, we did not compare injuries by a

specific mechanism, reducing our granularity. It may be that

there were shifts particular to specificmechanisms, as seen in

a recent study of trauma during this same period in California,

that we are not fully capturing.41 Our trauma activations may

also have been impacted by individuals’ unwillingness to

come to the hospital due to a fear of becoming infected with

COVID-19, as previously experienced by emergency de-

partments during the SARS and MERS outbreaks.5-8,21 Counts,

therefore, may be underestimated. Similarly, we may be

underestimating the burden of domestic violence because the

pandemic itself makes it difficult for victims to leave their

houses and find support.

Conclusion

Our study underscores the pervasive effects of racial and so-

cioeconomic inequalities during the COVID-19 pandemic,

extending far beyond pulmonary illness, and illuminates the
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breadth of its impact. The state-of-emergency declarationwas

associated with significant decreases in all-cause trauma ac-

tivations compared to the historical control, but these trends

were less or nonsignificant among violent injury activations

and vulnerable communities. The occurrence of crises such as

the one brought about by the COVID-19 pandemic is unpre-

dictable and we are obligated to take the lessons learned and

create safeguards to prevent similar outcomes in the future.

The development of a comprehensive approach to provide

resources to vulnerable communities is essential and should

include robust violence and injury prevention efforts. A focus

by policy makers on the social determinants that perpetuate

trauma, violence, and overall poor healthcare outcomes

including food and housing insecurity, access to education,

and economic opportunity is always necessary. Safeguards to

prevent these social determinants from further negatively

impacting communities during catastrophes such as the

COVID-19 pandemic are compulsory.
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