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Objective: This research report examines the feasibility of identifying eligible trauma patients for a 
study providing an early therapeutic intervention for the prevention of posttraumatic stress disorder 
(PTSD), and identifies reasons around participation.

Methods: This prospective observational study used a convenience sample of acute trauma 
victims presenting to a university-affiliated Level One trauma center in a large southeastern city. 
Patients eligible to participate in the early intervention study were adults (18- 65) who experienced a 
traumatic event within 72 hours of presentation, feared that they might be killed or seriously injured 
during the event, and were able to return for follow-up appointments. Patients were excluded if 
they were non-English speaking; experienced a loss of consciousness greater than five minutes; 
had a history of a serious mental illness or were currently suicidal; or endorsed current substance 
dependence. Descriptive statistics were conducted to determine differences in ineligible, eligible, and 
consenting trauma patients who enrolled in the intervention study.

Results: Over a six-month period, n =1961 patients presented for treatment of a traumatic injury 
during study hours. Results showed that eligible patients were significantly younger than ineligible 
patients. Survivors of assaults (physical and sexual), younger patients, and women were generally 
more likely to participate in a study offering a psychological intervention in the immediate aftermath 
of a traumatic event.

Conclusion: Fourteen percent of trauma patients were eligible and entered a study offering an early 
psychological intervention for the prevention of PTSD. Trauma type, age and gender may play a 
role in determining preference for receiving psychological services immediately after experiencing a 
traumatic event. [West J Emerg Med. 2010; 11(3): 274-278.]

INTRODUCTION 
Posttraumatic stress disorder (PTSD) is an anxiety 

disorder that develops after the experience of a serious 
traumatic event.1 While a number of events qualify as serious 
and traumatic, injury has been cited as a leading cause of 
PTSD.2 Rape in general leads to more PTSD than other 
traumatic injuries.3 Motor vehicle collisions (MVCs) have 

been found to cause 28 out of 1000 cases of PTSD, but its 
psychological impact on survivors is understudied.3 In 2005, 
32 million people in the U.S. visited an emergency department 
(ED) for an injury.4 An estimated 10% to 40% of trauma 
survivors could potentially develop PTSD.5-7 Understanding 
who needs treatment, who is likely to receive it, and reasons 
why some patients choose treatment while others do not is 
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necessary to develop effective intervention programs that 
could prevent the development of PTSD after an injury.

A great deal of research on the prevention of PTSD has 
been undertaken during the past two decades.8 While several 
types of treatment have been studied and recommended, 
cognitive behavioral therapy has been found to be the most 
effective approach to reducing PTSD symptoms.9-12 Early 
interventions delivered individually, in a limited number of 
sessions incorporating cognitive behavioral and exposure 
techniques specifically, have typically been effective at 
reducing the incidence of PTSD.12-15 In order to determine 
if exposure therapy in the immediate aftermath of trauma 
can prevent the development of PTSD, we are conducting 
a study in the emergency department (ED) of a large, urban 
university-affiliated public healthcare system in the U.S.

The information provided in this brief research report 
stems from our on-going intervention study and serves as the 
first documentation of the feasibility of providing an early 
therapeutic intervention to individuals presenting in the ED 
for treatment of a traumatic injury with the hope of preventing 
PTSD sequelae after an injury. This report estimated the 
number and identifies who is likely to receive psychological 
treatment immediately following a traumatic event, and 
reasons patients enter the study or decline participation. We 
believe this information will be helpful to clinicians working 
in an ED setting by helping to identify likely candidates for 
intervention and to uncover possible roadblocks to patient 
enrollment. 

METHODS
Setting

This prospective observational study used a convenience 
sample of acutely injured trauma patients presenting to the 
ED at a public hospital in a large southeastern city, with 

105,000 patient visits annually. This is the only Level One 
trauma center in the city; thus, major traumas are routed to 
this hospital when possible. The hospital research oversight 
committee and university institutional review board approved 
this investigation. 

Screening and enrollment procedure
Patients were screened by one of three trained assessors, 

all with a minimum of a master’s degree in psychology 
or social work, to determine whether they met criteria for 
participation in an on-going study examining the efficacy of 
an early intervention for the prevention of PTSD. Screening 
and enrollment data were collected for consecutive patients 
presenting to the ED during study staff coverage, typically six 
to 12 hour shifts during daylight hours seven days per week. 
Individuals coded as trauma patients by the medical staff 
in the ED were selected for screening. Assessors identified 
potential participants using the patient tracking board listing 
codes for general trauma (“8”) and sexual assault survivors 
(“49”) located in the trauma section of the ED. Patients were 
initially screened based on a review of demographic, medical 
and social history information recorded in their medical 
records. Criteria used from the medical records included 
age, mechanism of injury; whether they experienced loss 
of consciousness; whether they had current alcohol or drug 
intoxication; history of serious mental illness, and current 
substance dependence. Patients who appeared eligible based 
on this review, and who were medically able to participate in 
the early intervention study, were approached and provided 
an explanation of the early intervention study. Patients 
who expressed interest in participating were interviewed to 
determine whether they met all eligibility criteria, including 
criteria not listed in their medical records.

Table. Demographics of screening groups

 Age Gender Ethnicity
 
 

Mean
SD 

Male
n = 1205 

Female
n = 724 

African American
n = 1229 

White
n = 353 

Hispanic
n = 146 

Other Ethnicities
n = 22 

Total Screened
n=1961 

40.76
17.09 

1205
61.4% 

724
36.9% 

1229
62.7% 

353
18.0% 

146
7.4% 

29
1.5% 

Ineligible
n =1686 

41.77
17.65 

1059
62.8% 

560
33.2% 

999
60.7% 

300
18.2% 

141
8.6% 

21
1.3% 

Eligible
Declined
n = 245 

36.34
12.94 

119
48.6% 

126
51.4% 

193
78.8% 

36
14.7 % 

5
2% 

5
2% 

Enrolled
n = 30

29.3
12.24 

7
23.3% 

23
76.7% 

22
73.3% 

6
20% 

0
0% 

2
6.7% 

SD, standard deviation
Transgender (n = 1), 0.1%
Ineligible sample missing data: age (n = 274) 16.3%, gender (n = 66) 3.9%, ethnicity (n = 225) 11.0%.
Declined sample missing data: age (n = 7) 2.9%, gender (n = 0) 0%, ethnicity (n = 6) 2.2%.
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Eligible patients who expressed interest in participating 
in the early intervention study were screened in their assigned 
location for inclusion and exclusion criteria. Eligible 
participants were 1) adults (18-65) who experienced a 
traumatic event within 72 hours of presentation in the ED; 
2) afraid that they might be killed or seriously injured during 
the event; 3) able to be contacted following discharge and to 
return for follow-up appointments; and 4) alert and oriented 
and able to provide informed consent. Patients were excluded 
if they: 1) were non-English speaking; 2) lost consciousness 
longer than five minutes during the event; 3) reported a history 
of a serious mental illness; 4) were currently suicidal; or 5) 
reported current substance dependence.

Data collection
Outcome measures included the number of patients who 

entered the early intervention study, reasons for exclusion, and 
reasons for declining participation. The outcome measures 
were gathered using a Screening and Enrollment Log that 
tracked demographic information, traumatic event type, 
and reason for exclusion or refusal if the patient declined 
participation. Patients who expressed interest in participating 
in the early intervention study were further screened using 
an Inclusion/Exclusion Criteria Form on which the assessor 
checked a box indicating whether the patient met eligibility 
criteria. Information entered into the database was cross-

checked by a second rater to ensure consistency of coding and 
accuracy. 

Data analysis
Summary statistics of demographic characteristics, 

including trauma type and reasons for exclusion and decline 
were computed. We ran t-tests of independent means and Chi 
square goodness-of-fit tests to determine whether any groups 
were significantly over-represented in our eligibility and 
enrollment samples. 

RESULTS
Demographic statistics for the study sample (n= 1961) 

and subgroups are presented in the Table. Figures 1 and 2 
display the frequency of each traumatic event type in the 
overall sample and each screening group. Among the 1,686 
patients who were excluded, the most common reasons were 
not afraid of death or serious injury (23.4%, n= 394) and 
loss of consciousness (12.9%, n=218). Among patients who 
declined participation, 88.6% provided a reason, with the most 
frequently reported reasons including: not being interested in 
counseling (25.3%, n= 62), wanting to go home (20.8%, n= 
51), and being in pain (19.0%, n= 48).

Independent samples t-tests were conducted to examine 
whether eligible participants differed from ineligible patients, 
and whether enrolled patients differed from those who 

Figure 1. Screened Trauma to Enrolled Trauma

Note. Other types of traumatic events included animal attacks, sports injuries and bicycle accidents.
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declined in terms of age. Eligible patients were significantly 
younger (35.6+/- 13.03) than ineligible patients (41.77+/- 
17.65 , p< .001), and enrolled participants (29.30+/- 12.24) 
were significantly younger than those who declined (36.34+/- 
12.94, p< .01).

Chi-square analyses were conducted to compare gender, 
race, and trauma type among enrolled and declined patients. 
Due to statistical power limitations, only the two most 
frequently occurring events were compared (MVC versus 
both physical and sexual assaults combined). Women were 
more likely to be eligible and to enroll than men (21.0 % of 
females were eligible, 15.4% of eligible females enrolled, and 
10.6% of males were eligible, 5.6% of males enrolled, p = 
.02). Female assault victims were more likely to enroll (31.9% 
of eligible female assault victims enrolled) than were male 
assault victims (2.5% of eligible male assault victims enrolled, 
p<.01); however, male (6.0%) and female (7.2%) motor 
vehicle survivors were equally likely to enroll (p= .99).

There was also a significant difference among African-
Americans, Caucasians, and members of “Other” racial 
groups in terms of eligibility (p< .01). Post-hoc analyses using 
a Bonferroni correction revealed that African-Americans 
(17.7%) were more likely to be eligible than “Other” patients 
(6.9%, p< .01), but were equally likely to be eligible as 
Caucasians (12.3%, p= .02). No significant differences were 
found among racial groups in terms of enrollment.

There were no differences in trauma type between eligible 
and ineligible patients). However, assault victims (18.4%) 
were more likely to enroll than MVC survivors (6.7%, p<.01).

DISCUSSION
This research examined factors related to participation 

(eligibility and enrollment) in a study investigating an 
early intervention to prevent PTSD. Eligible patients were 
significantly younger than ineligible patients, but they did 
not differ in trauma type. Younger patients were more likely 
to meet inclusion criteria and may have been more receptive 
to new therapies and more likely to return for follow-up 
appointments. Older individuals, due to their age and the 
likelihood of incurring more medical problems over time, 
may have been more likely to meet exclusion criteria. First, 
individuals over age 65 were excluded from participation 
in the subsequent early intervention study. Second, the 
traumatic event may have resulted in a greater level of medical 
care in older adults than in younger patients, resulting in 
older patients being more likely to be medically unable to 
participate. 

An examination of enrollment rates revealed that assault 
victims (physical and sexual) were more likely to enroll 
than were survivors of MVC’s, as were younger patients 
and women. Since a majority of enrolled assault victims 
were female (100% of sexual assault survivors, 87.5% of 
physical assault survivors), reasons for higher enrollment 
rates among assault victims and women are most likely 
related. One possible reason for higher enrollment rates of 
assault victims may be that this type of event is more likely to 
cause both physical injury and a sense of personal violation 
among victims, resulting in an increased receptiveness to 
psychological assistance. It is also possible that female 
patients were more receptive to counseling. 
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LIMITATIONS
First, assessors were female, which may have influenced 

the relationship between enrollment rate and gender. Second, 
the time lapse between arrival in the ED and screening, and 
the timing of screening in relation to medical procedures 
varied and was uncontrolled. It is possible that the use of 
convenience sampling and systematic differences between 
arrival and screening time and other unavoidable procedural 
variations may have resulted in selection bias. Third, results 
are generalizable to low-income, medically indigent, African-
American trauma patients presenting during daylight hours. 
The finding that African-American were more likely to be 
eligible than members of other races may be explained by the 
high rate of presentation of this group at this hospital, and the 
fact that the majority of Latinos were non-English speaking. 
Lastly, the fact that a majority of participants were from 
low-income households and were paid to participate in this 
research may have inflated enrollment rates.

CONCLUSION
Our findings suggest that young adults, assault survivors 

and women are willing to accept psychological assistance 
in the immediate aftermath of trauma. Such individuals may 
benefit from systematic integration of an early intervention for 
the prevention of PTSD into routine ED treatment.
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