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Abstract
Objectives: This study intended to explore clients’ experiences and provide a contextual basis for
understanding their perceptions of the effectiveness of the Boston Medical Center (BMC) Violence
Intervention Advocacy Program (VIAP).

Methods: This was an exploratory, qualitative study conducted in an urban, Level I trauma center from
July 1, 2011 to February 24, 2012. Emergency department (ED) patients older than 18 years with
penetrating trauma, and who were enrolled in the VIAP, were eligible. Two trained, qualitative
interviewers who were not part of the VIAP obtained consent and conducted in-depth, semistructured
interviews. Interviews were audiotaped, transcribed, deidentified, coded, and analyzed. Thematic content
analysis consistent with grounded theory was used to identify themes related to client experiences with
VIAP, life circumstances, challenges to physical and emotional healing postinjury, services provided by
VIAP, and perceptions of VIAP’s effectiveness.

Results: Twenty subjects were interviewed. Most were male, African American, and younger than 30
years of age, reflecting the overall program’s clientele. Most subjects perceived their advocates as caring
adults in their lives and cited aspects of the peer support model that helped establish trusting
relationships. Major challenges to healing were fear and safety, trust, isolation as a coping mechanism,
bitterness, and symptoms of posttraumatic stress disorder (PTSD). Every subject noted important
services provided by VIAP advocates. Most subjects explicitly stated that they had positive experiences
with the VIAP and perceived advocates’ roles as a positive influence, providing client-centered advocacy,
education, and support.

Conclusions: This study provides insight into the lives of 20 BMC VIAP clients and contextualizes their
unique challenges. Participants described positive, life-changing behaviors on their journey to healing
through connections to caring, supportive adults. Information gained from this study will help the VIAP
to further support its clients. However, future research is needed to identify best practices for ED-based
violence intervention programs and to measure community-wide efficacy in different settings.

ACADEMIC EMERGENCY MEDICINE 2014;21:742–751 © 2014 by the Society for Academic Emergency
Medicine

Violence, particularly among persons younger
than 24 years of age, is on the rise in American
cities and is a public health problem.1–3 In 2011,

U.S. emergency departments (EDs) treated 707,212
patients aged 12 to 24 years for violent injuries, com-
pared to 668,133 in 2007.4 Most urban violence occurs

in poor communities, and young, African American
males are disproportionately affected.5 Homicide rates
in 2010 among non-Hispanic African American males,
age 10 to 24 years (51.5 per 100,000), exceeded those of
Hispanic males (13.5 per 100,000) and non-Hispanic
white males (2.9 per 100,000) in the same age group.5
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Up to 40% of injured youth who are under 24 years old
and hospitalized sustain subsequent injuries, one-half of
whom return as victims of homicide.6

Young victims of violence who survive their injuries
are often underserved by traditional health care sys-
tems and are ill-prepared to address their emotional
and social needs, both in the hospital and after dis-
charge.7,8 The ED presents a unique opportunity for
interventions geared specifically to reducing recidivism
among vulnerable, violently injured youth. Several cit-
ies have responded by establishing effective, peer
model–based interventions that use “trauma-informed
care” in the ED.7,9–18 Trauma can cause neurobiologic
and psychosocial effects such as hyperarousability, hy-
pervigilance, aggressive responses to fear and threat
to safety, loss of empathy for others, withdrawal, anxi-
ety, and depression.7,19–23 Trauma-informed care is an
approach that integrates knowledge about the effects
of, and recovery from, trauma in every type of service
delivery including medicine, education, juvenile justice
systems, and mental health. In trauma-informed care,
symptoms are not seen as pathology, but as attempts
to cope and survive. Trauma-informed care minimizes
revictimization and facilitates recovery and empower-
ment. In the ED and hospitals, trauma-informed care
ensures physical and emotional safety and supports
healthy recoveries.19–23

The city of Boston has experienced an increase in vio-
lent injuries. According to Centers for Disease Control
and Prevention data reported from 2003 through 2007
for Massachusetts, homicide was the second leading
cause of death among ages 10 to 24 years.24 In Boston,
the majority of victims of intentional shooting and stab-
bing are sent to Boston Medical Center (BMC). Our ED
may be an opportune place to interface with victims of
violence at a vulnerable moment in their lives. In June
2006, with support from the mayor and other stakehold-
ers in our city, the BMC Violence Intervention Advo-
cacy Program (VIAP) was created as a response to the
resurgence of youth violence in Boston. BMC’s VIAP is
an ED-based program designed after other hospital-
based violence intervention programs.7,9 All gunshot
and stab wound survivors who are treated in the ED at
BMC are VIAP clients.

Our program intervention is targeted toward the
physical, emotional, and social needs of violently injured
youth. Based on a peer advocate model and trauma-
informed care approach, the VIAP’s program goals are
to assist in emotional and physical recovery from violent
trauma; empower victims of violence with skills, ser-
vices, and opportunities; facilitate access to continuing
health care and local community resources; promote
positive role models and alternatives to violence; pre-
vent retaliation and recidivism; and reduce morbidity
and mortality from violence. The program employs
community residents who are trained as violence inter-
vention advocates (henceforth referred to simply as
advocates). Advocates are hospital employees, recruited
from communities with the highest rates of violence in
Boston and the surrounding areas. Advocates attempt
to contact all victims of penetrating trauma older than
15 years of age who enter the BMC ED. For those who
participate in the program, advocates provide crisis

intervention through mentoring, case management, and
referrals to other services.

The VIAP office is located across from the ED, where
advocates screen the electronic medical record (EMR)
system daily for victims of penetrating trauma. Each
victim on the EMR list is assigned an advocate. Most
gunshot and stab wound victims are admitted to the
hospital, enabling advocates to make initial contact and
daily visits while they are inpatients. During this time,
advocates develop relationships with victims of violence
and their families, conduct needs assessments, and
begin to create plans to address identified needs.
Because victims of intentional violence are at risk of
experiencing posttraumatic stress disorder (PTSD), all
patients admitted to our hospital for violent trauma are
also evaluated by the Department of Trauma Surgery
mental health clinicians.25–28

If a victim is discharged from the ED, initial outreach
is done through follow-up phone calls. Phone numbers
and contact information are obtained through medical
records; however, due to a number of reasons, such as
transience, homelessness, and incarceration, advocates
are not able to reach everyone. Once patients are dis-
charged from the hospital, advocates maintain case
management relationships with their clients, providing
support to address individual needs, and promote
trauma recovery and behavior change while incorporat-
ing violence prevention messages (see Figure 1). Addi-
tionally, the VIAP offers family support services to any
family member who is affected by the violent incident.
The family support coordinator provides intensive sup-
port to family members of VIAP clients, particularly
caregivers, by offering information, referrals, and ongo-
ing coordination of any needed services. The VIAP does
not limit the amount of time a client can receive
services; the work continues as long as a client or family
is willing to engage. On average, participation in the
program continues for 1 year.

Since its inception in 2006, the VIAP has reached
out to more than 3,400 victims of violence who were
treated at the BMC ED. Of these, 64% were admitted
to the hospital and received a minimum of crisis inter-
vention services, retaliation and safety planning, men-
tal health assessments, and referrals if needed. Of the
remaining 36% who were not admitted to the hospi-
tal, advocates were able to reach out to 50%. The
VIAP typically has between 50 and 75 open cases at a
time.

The advocates are given ongoing training and sup-
port to optimize their skills, maintain compassion and
quality, and manage the stress that comes with the
job. Advocates are trained in a variety of evidence-
based violence prevention and intervention strategies,
including substance abuse screening, brief negotiated
interviewing, motivational interviewing, psychological
first aid, referral to treatment, and case management
skills. Training sessions are also offered on vicarious
trauma, recognizing and treating PTSD symptoms,
working with family systems, gang mediation, and
domestic violence, among other topics. All staff mem-
bers are also trained on the trauma-informed care
approach, as it is central to the clients’ care. Additional
services include life skills, mentoring, education, job
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searching, and family support. In addition to training,
advocates receive formal supervision from a licensed
clinical social worker, and clinical consultations occur
daily.

Previous observational and analytic studies have pro-
vided valuable information about the positive, mitigating
effects of hospital-based violence interventions.19,29–44

These studies report statistically significant reductions
in violent behavior, retaliation, posttraumatic stress,
recidivism, and involvement with the criminal justice
system.9–11,45 However, current literature lacks qualita-
tive, contextual information that is critical for truly
effective service provision. We suspected this in-depth
information, as told by the clients themselves, would
give ED providers a more comprehensive view to
enhance their understanding of this young, vulnerable
population that too frequently ends up in EDs due to
violent injury. This level of insight could not be obtained
from quantitative data alone.

This study aimed to explore clients’ experiences and
provide a contextual basis for understanding their
perceptions of the effectiveness of the BMC VIAP.

Specifically, we sought to identify and contextualize
VIAP’s activities and clients’ unique life circumstances.

METHODS

Study Design
This was an exploratory, qualitative study. The Boston
University Medical Center Institutional Review Board
approved the protocol.

Study Setting and Population
The study was of ED patients who were English speak-
ing, age 18 years or older, who presented to the ED
with penetrating trauma and were enrolled in the VIAP.
All VIAP clients who were enrolled in the program
between July 1, 2010 and June 30, 2011 were eligible to
participate (n = 204). All interviews were conducted in
person from July 1, 2011 and February 24, 2012. Clients
who were incarcerated when injured and enrolled in
the VIAP were excluded from the study. We identified
specific research questions based on a systematic
review of the literature conducted in March 2010 of

Figure 1. Boston Medical Center (BMC) Violence Intervention Advocacy Program (VIAP) flow chart.
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youth violence, hospital-based violence interventions,
and patient advocacy programs.

Study Protocol
We began with a master list of all patients enrolled in
VIAP during the study period. From this list, we ran-
domly selected 30 clients to contact for interviews and
the list was divided among the advocates. If a client
refused or was unable to be reached, or the current list
was exhausted after 10 attempts to reach the clients, a
new randomized list was generated from the remaining
clients on the master list. This randomization process
was repeated five times, until it was determined that
data saturation was reached at 20 interviews (i.e., we
felt the experiences were well understood).

Advocates were responsible for contacting potential
participants for recruitment purposes, but were not
involved in the research process beyond initial recruit-
ment. Contact with each subject was made either by
phone or in person during a regularly scheduled visit
with an advocate who provided a brief introduction to
the study. Participation was confidential and voluntary.
The interviewer obtained full informed consent with a
waiver of documentation from all study participants
prior to the start of the interview. Participants were
given the opportunity to have all of their questions
answered prior to consent. Remuneration of $50 was
given to each participant after completing the interview.

In-depth, semistructured interviews were conducted
by two trained qualitative interviewers who were not
part of the VIAP team. The interview guide consisted of
open-ended questions structured around the following
domains: life pre- and postinjury, hospital experience,
VIAP experience, retaliation, and general questions
relating to family and friend dynamics, accomplish-
ments in life, and goals (see Data Supplement S1, avail-
able as supporting information in the online version of
this paper). All interviews were recorded with the per-
mission of the participants. Recordings were then tran-
scribed, verbatim, into Word documents by non-VIAP
research assistants. All potential identifying information
was redacted during the transcription process.

Data Analysis
As this was a qualitative study, we chose an initial sample
size of 30 based on feasibility and the assumption that
this number would provide sufficient data to address our
study objectives. However, since the interviews and data
analysis were conducted concurrently, the decision was
made by the investigators to stop data collection once
thematic saturation was achieved after 20 interviews (i.e.,
no new themes emerged from interviews).46 All inter-
views were coded and analyzed using QSR Interna-
tional’s NVivo 10 qualitative data analysis software. A
team of four coders analyzed the data: two trained non-
VIAP research assistants, a clinical social worker, and a
registered nurse (SB, BKL, ED, PMM). Interview tran-
scripts were read in full by each coder. Fifteen of the 20
interviews were coded by three members of the research
team together; differences of opinion regarding the
assignment of a code were resolved through discussion.
Five remaining interviews were coded independently by
two coders. Interrater reliability using Cohen’s kappa

was calculated by running a coding comparison query in
NVivo, with over 90% agreement on assigned codes.

Data were analyzed using thematic content analysis
consistent with grounded theory approach. Grounded
theory is a method by which qualitative data are catego-
rized and inductively coded into themes that emerge
from in-depth analysis of the text. Participant responses
are used to form the theory, as opposed to being used to
prove or refute a hypothesis. The constant comparative
method based on a grounded theory approach was used
to inductively generate codes and highlight common con-
ceptual themes among all responses.46 Themes were
identified by conducting a careful line-by-line analysis of
each transcript. Once major themes were identified and
agreed on, each theme was further subdivided and orga-
nized into separate subthemes and considered separate
thematic concepts. Text searches and compound queries
were used to further explore the data by examining
whether or not linkages existed among particular themes
and/or groups. Key themes were identified and data in
the form of direct quotes were used to substantiate cate-
gories. Due to the nature of this exploratory, qualitative
study, results cannot be quantified (i.e., we report only
what participants freely described).

RESULTS

Twenty VIAP clients were interviewed for this study. A
descriptive summary of study participants is shown
in Table 1. Most participants were male, African

Table 1
Descriptive Summary of Participants

Characteristic
Study Sample

(n = 20)
Total Randomized

(n = 150)

Age, yr
≤21 7 (35) 48 (32)
22–25 6 (30) 39 (26)
26–30 4 (20) 24 (16)
>30 3 (15) 35 (23)
Not documented — 4 (3)

Sex
Male 14 (70) 126 (84)
Female 6 (30) 20 (13)
Not documented — 4 (3)

Race/ethnicity
Black 14 (70) 105 (70)
Hispanic/other 6 (30) 41 (27)
Not documented — 4 (3)

Education level
Some high school
(including currently
enrolled or GED)

9 (45) —

High school graduate 3 (15) —
Some college 5 (25) —
Not documented 3 (15) 150 (100)*

Previous violent injury
Yes 5 (25) 25 (17)
No 15 (75) 121 (81)
Not documented — 4 (3)

Data are reported as n (%).
*Note: Education level information is not available for all
VIAP clients.
GED = general education development; VIAP = Violence Inter-
vention Advocacy Program.
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American, and younger than 30 years of age, reflecting
the overall VIAP clientele. Education levels ranged from
having some high school or GED to having some higher
education. Most participants reported they had not suf-
fered prior violent injuries before enrolling in the VIAP.

The final coding structure consisted of six main
themes (client program recommendations, effects of vio-
lence on community, life domains, other injuries/violent
incidents, retaliation, and VIAP experience), 32 sub-
themes, and 83 further subdivisions. Themes related to
client challenges, life circumstances, and experiences
with and perceptions of the VIAP were identified (see
Figure 2). For the purpose of this article, we organized
our findings into three main domains: challenges to
physical and emotional healing, client experience with
the VIAP, and effectiveness of the VIAP.

Challenges to Physical and Emotional Healing
Major challenges to physical and emotional healing
were fear and safety, isolation as a coping mechanism,
lack of trust, bitterness, and symptoms of PTSD (intense
fear, hypervigilance, estrangement from others, emo-
tional detachment).47 Fears of going out of the house or
being seen on the bus were limiting factors to moving
forward. Participants felt unsociable and withdrawn,
isolating themselves from friends and family. They
described feeling unsafe anywhere in Boston:

Very anti-social, really don’t like to go out any-
more. I have eliminated a lot of friends now . . .
People feeling pitiful or sorry for me, I hate that.
So, people tend to act like that, I definitely don’t
want to be around them at all, you know?—ID 20

Now, while I’m in Boston, no I don’t feel safe at
all. Like, especially like walking at night time, any-
thing—so I try to refrain from that, you know, at
all costs.—ID 12

Distrust, toward others or the legal system, presented
a challenge to building new, healthy relationships:

I don’t. I can’t trust nobody. I don’t know who set
me up. And everybody feel like it’s my fault . . . The
cops are assholes. I’m sorry. They didn’t do any-
thing. They just was like seriously thinking it was
all me.—ID 15

Emotions of anger and bitterness were shared:

I don’t know, I feel defensive. I feel my life got vio-
lated. Let me think . . . I feel like they took some-
thing from me . . . My soul is bitter.—ID 13

You don’t f—in’ know me. Nobody knows me.
Alright—you can’t judge a book by its cover. Just
cause I look rough and I do rough things—you
just see that as rough on the cover and you can’t
just say that I’m rough. I’m gentle as all can be.—
ID 15

Participants described common, interconnected chal-
lenges centered on mental health that were a continual
part of their recovery. Many feelings described were
symptomatic of PTSD (intense fear, hypervigilance,
estrangement from others, emotional detachment).48

Feeling burdened, hopeless, and numb was commonly
expressed.

Figure 2. Model of coding structure. VIAP = Violence Intervention Advocacy Program.
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Client Experiences With VIAP
Half of participants expressed feelings of distrust or
apathy toward their advocates at first contact. The main
reason cited was not knowing who their advocates
were; a few initially thought their advocates were police
officers. Others described that they did not want to talk
to anyone at the time. As the relationship progressed,
these participants described how their attitudes toward
their advocate changed. Many described feeling com-
fortable with their advocates after seeing how they gen-
uinely cared:

Like I said when I first met him, I was ignorant. I
just thought it was a person talking about a bunch
of stuff. But after I seen that, you know, they actu-
ally did care and following up and still to this day,
keeping in touch with me with personal matters,
or you know, just playing a positive role, just
checking on making sure I was alright. It means a
lot to me and I’m—I’m grateful for it—this
program to be around.—ID 11

Half trusted their advocates immediately and
described some characteristics of peer model in devel-
oping connections and mutual trust:

He actually understood. He didn’t judge me. When
you like—with the other doctors and nurses when
you tell them it was because of, you know gang-
related—or you tell the police officer that you are
like—and they think of you different. You know
what I’m saying? So he actually understood what I
was talking about cuz he had came from the same
situations.—ID 18

When I first met him I thought like this is probably
somebody that I can actually talk to because I felt
like they could relate.—ID 5

Most participants reported high levels of involvement
with their advocates during recovery:

He used to come in every day or like 2–3 times a
week—how am I doing—ask me if I’m OK—if I
need anything—we would talk. He would bring
movies for me to watch.—ID 16

One participant felt the relationship did not last
beyond a few months because his advocate did not try:

Yeah it just kinda fell off. Let me see, yeah because
I have the same number. Yeah, so I feel like it just
—he didn’t really push enough. You know, he
didn’t try hard enough, so.—ID 4

Eight participants described longer-term relationships
that went beyond physical recovery. Almost all partici-
pants described comfort talking to their advocates while
characterizing how the relationships evolved over time.
Six mentioned aspects of “listening” or “understanding” in
concurrence to describing the relationship progression.

Participants recounted a number of ways advocates
supported them postinjury. The following themes
describe how the VIAP addressed clients’ challenges:
counseling and support, help with education, employ-
ment, and life skills. Counseling and support was the

most commonly cited service. According to most partic-
ipants, advocates played a crucial role and filled a gap
that is often missing from other service providers; con-
nection to a caring and understanding adult that went
beyond the scope of physical recovery from injury. They
built meaningful and lasting relationships with their
advocates:

He plays a big role. He keeps me level because he
talks a lot, about things where I can say—I mean
what, what ticks me off. You know maybe he’d
call, and I’d be there and it’d be a bad day. You
know, he’ll call; he’d be like what’s wrong man?
What’s going on? Talk to me! And, you know, we
will get to talk. And somehow you know, I’d just
let that moment go. And just get to a conversation,
just from there. Don’t think about it. Like he gives
good points to me, you know what I mean? Don’t
go this way, just talk. Or, just wait and see what
turns out with that situation . . . I might just even
call him and ask him what he’s doing, let’s go play
basketball.—ID 1

He plays a—he plays a major role. He helped me
with a lot of things. If I need any advice, I can just
call him. He’s always trying to put me to programs
and stuff like that.—ID 10

Participants described other ways their advocates
supported them:

He has helped me like do my financial aid. He has
helped me get myself back in school.—ID 18

You know, he helped me out—he was the first
person to help me out with my resum�e.—ID 14

Overall, all participants noted positive experiences
with their advocates and important services provided;
none indicated having had a negative experience. Sub-
jects perceived their advocates’ role as a positive influ-
ence, providing client-centered advocacy, education,
and support. Additional quotes relating to client chal-
lenges and experiences with the VIAP are presented in
Table 2.

Effectiveness of the VIAP
The perceived effect of the VIAP was exhibited in a
number of ways. Participants indicated positive connec-
tions to their advocates, describing ease and familiarity
as pivotal in the progression of the relationship; they
felt supported by someone who understood them. They
felt they could relate to their advocates and that they
genuinely cared. This aspect of peer support was
commonly cited:

I mean, like I said it was a good thing for me. I
don’t know how to say it, put it in words. But he
did, I mean he came through to me as, like I been
all my life. Like he been there, like he came
through as a brother.—ID 1

Participants built trusting, enduring relationships with
their advocates and discussed current and future roles
in their lives:
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Every time I have a problem I reach out to him
and he answers.—ID 15

He plays a good role in my life, a positive role.
He’s the positive role model, like he’s the first
real positive role model, like as in a person that’s
not in my family that I have met. You know he’s
like a bigger—big brother type thing, you know
. . . Like I have problems with trusting people, I
know I can trust him. I know I can trust him.—
ID 7

Three participants indicated that the VIAP’s roles and
effects on their lives were minimal, but described their
advocates in a positive light:

Um the impact isn’t huge. Like I said I had already
made the decision myself, he just helped me to get
there. So the impact (short pause) is fair. It’s not
like—he didn’t completely impact my situation but
he did help it.—ID 18

I feel like, he can help me, he can say stuff, (but)
unless you live the life I live, unless he’s from the
hood, (he) can’t really tell you much, cuz you are
not experienced.—ID 4

Half of participants expressed feelings of retaliation
initially, but almost all chose not to retaliate after partic-
ipating in the VIAP for a variety of reasons, including
faith in God, not wanting to hurt family, deciding it is
not worth it, feeling grateful to be alive, and talking to
their advocates. Talking to a caring adult who could
relate was an overarching theme throughout the inter-
views. Improved confidence and desire to follow and

accomplish goals were also commonly expressed
among participants:

Like I said we talked about it, and it calmed me
down. So with him there, putting out the fire, yeah
I came through . . . if I did have no one to talk to, I
probably would have went out there as soon as I
got out of the hospital and got a little better and
found my attacker. Boston is not that big . . . like
said if it weren’t for him, I’d be more anger with
that today, yeah.—ID 1

You know I really—you know he helped me get
into the thought process but once that thought—I
see that pin in my head, I had to do it, you know. I
had to do it. So yeah we looked for some schools
. . . So then I went. About 10 classes for 2 or 3
months, then I got my GED.—ID 10

Some discussed how they felt supported and more
comfortable going out of the house:

I feel, more comfortable, you know, being, being
out. I know before I mentioned to my advocate, I
don’t feel too comfortable out, in a big space, or
crowded places. So, we worked on that. So I feel a
little comfortable. I still get little weary sometimes.
But I feel a lot more comfortable.—ID 2

Yeah. I probably wouldn’t have the courage that I
have now because before—before I left the hospi-
tal I wasn’t thinking that I would be outside any-
more. Like he helps me get my motivation back,
helps me not to be afraid, and it was just like—I
feel like he was my protector.—ID 5

Table 2
Themes and Supporting Quotes Related to Client Challenges and Experiences with the VIAP

Challenges Quote

Fear and safety “Safety—I mean, I don’t know—safety is like—that word really doesn’t, that word really doesn’t apply
to people in my situation.”—ID 20

Trust “So—I don’t know, just like I said from the beginning I don’t trust a lot of people. Could be my
brother and anything. It’s just that if I don’t trust you, I don’t trust you. Jus tryna keep myself
on point.”—ID 19

Isolation as a
coping mechanism

“Ever since I got shot, I’ve been not trusting about anything—or ANYONE—or any situations.
Parties I don’t go to. I didn’t spend Thanksgiving with my family. I didn’t spend Christmas
with my family. I just couldn’t do it. I don’t want to feel that pain. I don’t want to go through
the grief. I don’t want to get killed neither.”—ID 15

Bitterness “I feel defensive. I feel my life got violated. Let me think—(long pause) I feel like they took
something from me (long pause) . . . My soul is bitter.”—ID 13

Symptoms of PTSD “Emotionally it didn’t get me at all . . . But then again I never cried at none of my friends’ funerals.
So I don’t know what is wrong with me.”—ID 18

VIAP’s role
Counseling and support “I mean, just, you know, conversating with him . . . it changes a lot of things when I had someone

to talk to at the time I needed someone to talk to.”—ID 1
Providing resources
for education

“So yeah we looked for some schools. Actually he did help me look for some GED schools.
So then I went. About 10 classes for 2 or 3 months, then I got my GED.”—ID 10

Providing resources
for employment

“We went to a job fair. Like we do a lot. He does a lot for me . . . Again, I went to a job
corps—something probably get placed there, get a job.”—ID 8

Improving life skills “Yeah my advocate helped me with everything I’m prepared for today . . . Just people skills,
better skills at expressing myself. Just sit down here and really think about what I wanna do,
you know?”—ID 20

PTSD = posttraumatic stress disorder; VIAP = Violence Intervention Advocacy Program.
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DISCUSSION

Our findings suggest that BMC’s VIAP clients perceive
the program as positive and effective. Hospital-based
violence intervention programs are growing around the
country.48 These programs witness positive outcomes
with patients they serve on a case-by-case basis.8,11,45,49

These findings help us understand that trauma-
informed care and peer model–based interventions that
employ staff with similar life circumstances provide
opportunities for more in-depth, comprehensive, and
effective services. Empowering individuals to return
and be productive in their communities requires
support, skills, services, and opportunities.

The path to successful, effective services for this
poorly understood population involves tiers of full ser-
vice interventions. Increased representation of these
programs in the emergency medicine literature is useful,
given that many programs are ED-based. Models of
youth violence interventions suggest that despite differ-
ences in program structure, there are common themes
related to client needs, experiences, and effectiveness.
Previous violence intervention studies by Cheng,11

Zun,49 Frattaroli,50 and their colleagues suggest that the
needs of victims of violence have been addressed
through intense mentorship. A review by Cunningham
et al.9 of hospital-based violence intervention programs
corroborates these study findings. Mentors provide sup-
port for building skills in communication, conflict reso-
lution, decision-making, safety, crisis management, and
self-advocacy for accessing resources. In these studies,
mentorship intervention models have been linked to risk
reduction.11,49,50

In our study, we learned from clients’ personal
descriptions of their needs and experiences pre- and
post trauma, specifically focusing on their experiences
with our program. Our findings informed us about
whether intense mentorship is an effective model for
these clients and why. Clients shed light on specific ele-
ments of mentorship, such as a high level of engage-
ment, that have previously been linked to successful
outcomes. Our study adds context to earlier study find-
ings by providing insight into how this occurs.11,49,50

Additionally, this study provides information on the
clients’ unique life experiences.

Current literature on youth violence interventions
lacks information about critical elements determining
the acceptability and effectiveness of such a program.
Our findings highlight deeper insight into these areas.
They reveal important services provided by the VIAP
that fill a void of unmet needs where traditional service
providers fall short. They indicate the VIAP’s positive
effects in clients’ lives through personal accounts of lis-
tening, understanding, and consistent, lasting support.
Multiple interrelated challenges were identified that
contextualize clients’ complex life circumstances and
unique experiences, such as lack of trust, fear, and
safety; manifestations of PTSD; and isolation. Most
importantly, qualitative methods allowed our program
participants to tell their stories and share information
that helps us to better understand and serve them.

Participants corroborated the crux of mental health
in all aspects of violence. Mental health is a key

component in healing for victims of violent injury. Vic-
tims of intentional injury suffer psychological sequelae
that affect their behavioral responses to the trauma.7,25

Our findings contextualize these psychological effects
(hypervigilant, feeling unsafe, trust issues, isolation) and
help us understand how to provide effective support.

Community psychology and youth violence literature
suggests the presence of a supportive adult mentor in
the life of at-risk youth is an important link to opportu-
nities for success; our findings support this.51,52 Most
study participants expressed feeling comfortable with
their advocates. The advocates are able to address and
integrate multiple needs simultaneously. Trust, educa-
tion, insight, brief negotiations, and empowerment life
skills are conducted and built through initial and consis-
tent engagement. Almost all participants made con-
scious decisions not to retaliate. This is compelling, as
prior studies show exposure to violence is associated
with committing violence.9,29

LIMITATIONS

Our findings are unique to our study participants and
are not generalizable to other individuals or settings.
Qualitative analysis is subjective by nature. As such, it is
possible that findings may reflect personal biases of the
investigators. Recruitment of study participants
depended on the advocates themselves. This may have
affected participants’ decisions to participate and will-
ingness to disclose unfavorable views of the VIAP. One
interviewer lacked experience and was consequently
removed from the study after conducting two inter-
views. All study participants were involved with their
advocates to some degree; therefore, perceptions of
those who did not participate in the VIAP were not
obtained. This limited our ability to obtain information
on mechanisms by which the VIAP may not be effective.
Finally, it was beyond the scope of this qualitative study
to assess effectiveness of the program through quantita-
tive measures, such as decreased community violence.

CONCLUSIONS

Victims of violence face multiple challenges that stem
from layers of social and economic determinants.
Understanding barriers, challenges, and the complexity
of healing for victims of violence can help to provide
appropriate care. Our findings describe some of these
unique challenges that require far-reaching support to
address: fear, lack of trust, bitterness, and symptoms of
posttraumatic stress disorder. Participants described
that they engaged in life-changing behaviors on their
journeys to healing through connections to caring,
steady, supportive adults who helped them feel trust
and hope.

Our study provides important context and insight into
the lives of 20 Boston Medical Center Violence Interven-
tion Advocacy Program clients. We have gained valuable
information on their perceptions of the effectiveness of
this ED-based violence intervention program that will
help our violence intervention advocates to further sup-
port clients. However, future research is needed to iden-
tify best practices for ED-based violence intervention
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programs and measure community-wide efficacy in dif-
ferent settings.
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departmental resources to conduct this study. Without this support,
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References

1. Williams K, Rivera L, Neighbors R, Reni V. Youth
violence prevention comes of age: research, training
and future directions. Annu Rev Public Health
2007;28:195–211.

2. Centers for Disease Control and Prevention. The
History of Violence as a Public Health Issue. Avail-
able at: http://www.cdc.gov/violenceprevention/pdf/
history_violence-a.pdf. Accessed Apr 12, 2014.

3. U.S. Department of Health and Human Services.
Office of Disease Prevention and Health Promotion.
Youth Violence Is a Public Health Issue. Available
at: http://www.odphp.osophs.dhhs.gov/pubs/prevrpt/
01spring/spring2001pr.htm. Accessed Apr 12, 2014.

4. Centers for Disease Control and Prevention. Injury
Prevention & Control: Data & Statistics (WISQ-
ARSTM). Available at: http://www.cdc.gov/injury/
wisqars/index.html. Accessed Apr 12, 2014.

5. Centers for Disease Control and Prevention. Youth
Violence. Available at: http://www.cdc.gov/violence-
prevention/pdf/yv-datasheet-a.pdf. Accessed Apr 12,
2014.

6. Bonderman J, United States Department of Justice,
Office for Victims of Crime. Bulletin Archive: 2001.
Working With Victims of Gun Violence. Available at:
https://www.ncjrs.gov/ovc_archives/bulletins/gun_7_
2001/welcome.html. Accessed Apr 12, 2014.

7. Corbin TJ, Rich JA, Bloom SL, Delgado D, Rich LJ,
Wilson AS. Developing a trauma-informed, emer-
gency department-based intervention for victims of
urban violence. J Trauma Dissociation 2011;12:510–
25.

8. Zimmerman MA, Stewart SE, Morrel-Samuels S,
Franzen S, Reischl TM. Youth empowerment solu-
tions for peaceful communities: combining theory
and practice in a community-level violence preven-
tion curriculum. Health Promot Pract 2011;12:425–39.

9. Cunningham R, Knox L, Fein J, et al. Before and
after the trauma bay: the prevention of violent
injury among youth. Ann Emerg Med 2009;53:
490–500.

10. Becker MG, Hall JS, Ursic CM, Jain S, Calhoun D.
Caught in the crossfire: the effects of a peer-based
intervention program for violently injured youth. J
Adolesc Health 2004;34:177–83.

11. Cheng TL, Haynie D, Brenner R, Wright JL, Chung
S, Simons-Morton B. Effectiveness of a mentor-
implemented, violence prevention intervention for
assault-injured youths presenting to the emergency

department: results of a randomized trial. Pediatrics
2008;122:938–46.

12. Fein JA, Kassam-Adams N, Gavin M, Huang R,
Blanchard D, Datner EM. Persistence of posttrau-
matic stress in violently injured youth seen in the
emergency department. Arch Pediatr Adolesc Med
2002;156:836–40.

13. Ketterlinus RD, ed. Youth Violence: Interventions
for Health Care Providers. Washington, DC: The
American Public Health Association, 2008.

14. Purtle J, Dicker R, Cooper C, et al. Hospital-based
violence intervention programs save lives and
money. J. Trauma Acute Care Surg 2013;75:331–3.

15. Shibru D, Zahnd E, Becker M, Bekaert N, Calhoun
D, Victorino GP. Benefits of a hospital-based peer
intervention program for violently injured youth. J
Am Coll Surg 2007;205:684–9.

16. Thornton TN, Craft CA, Dahlberg LL, Lynch BS,
Baer K (editors). Youth Violence: Best Practices of
Youth Violence Prevention – A Sourcebook for
Community Action. Available at: http://www.cdc.
gov/violenceprevention/pub/yv_bestpractices.html.
Accessed Apr 12, 2014.

17. United States Department of Justice. Report of the
Attorney General’s National Task Force on Children
Exposed to Violence. Available at: http://www.jus-
tice.gov/defendingchildhood/cev-rpt-full.pdf.
Accessed Apr 12, 2014.

18. Karraker N, Cunningham RM, Becker mg, Fein JA,
Knox LM. Violence Is Preventable: A Best Practices
Guide for Launching and Sustaining a Hospital-
based Program to Break the Cycle of Violence.
Available at: http://youthalive1.squarespace.com/
storage/ViolenceisPreventableOnline.pdf.pdf.
Accessed Apr 12, 2014.

19. Cheng TL, Schwarz D, Brenner RA, et al. Adoles-
cent assault injury: risk and protective factors and
locations of contact for intervention. Pediatrics
2003;112:931–8.

20. Cooper C, Eslinger D, Nash D, al-Zawahri J, Stolley
P. Repeat victims of violence: report of a large con-
current case-control study. Arch Surg 2000;135:837–
43.

21. National Center for Trauma Informed Care (NCTIC
2008). Models for Developing Trauma-informed
Behavioral Health Systems and Trauma-specific Ser-
vices. Available at: www.uwgb.edu/bhtp/tools/devel-
oping_trauma.pdf. Accessed Apr 12, 2014.

22. Substance Abuse and Mental Health Services
Administration. SAMHSA’s National Center for
Trauma-Informed Care. Available at: http://www.
nasmhpd.org/docs/NCTIC/NCTIC_Final_Report_3-
26-12.pdf. Accessed Apr 12, 2014.

23. Kilpatrick DG, Acierno R, Saunders B, Resnick HS,
Best C, Schnurr PP. Risk factors for adolescent sub-
stance abuse and dependence: data from a national
sample. J Consul Clin Psychol 2000;68:19–30.

24. Centers for Disease Control and Prevention. Youth
Violence: State Statistics. Available at: http://www.
cdc.gov/violenceprevention/youthviolence/stats_at-
a_glance/ma.html. Accessed Apr 12, 2014.

25. Corbin TJ, Purtle J, Rich LJ, Rich JA, Adams EJ,
Yee G, Bloom SL. The prevalence of trauma and

ACADEMIC EMERGENCY MEDICINE • www.aemj.org 9



childhood adversity in an urban, hospital-based
violence intervention program. J Health Care Poor
Underser 2013;24:1021–30.

26. Kilpatrick DG, Acierno R. Mental health needs of
crime victims: epidemiology and outcomes. J
Trauma Stress 2003;16:119–32.

27. Breslau N, Kessler RC, Chilcoat HD, et al. Trauma
and posttraumatic stress disorder in the community:
the 1996 Detroit Area Survey of Trauma. Arch Gen
Psychiatry 1998;55:626–32.

28. Rich JA, Grey CM. Pathways to recurrent trauma
among young Black men: traumatic stress, sub-
stance use, and the “code of the street”. Am J Public
Health 2005;95:816–24.

29. Cunningham R, Walton M, Trowbridge M, et al.
Correlates of violent behavior among adolescents
presenting to an urban emergency department. J
Pediatr 2006;149:770–6.

30. Cheng TL, Johnson S, Wright JL, et al. Assault-
injured adolescents presenting to the emergency
department: causes and circumstances. Acad Emerg
Med 2006;13:610–616.

31. Copeland-Linder N, Jones VC, Haynie DL, Simons-
Morton BG, Wright JL, Cheng TL. Factors associ-
ated with retaliatory attitudes among African Amer-
ican adolescents who have been assaulted. J Pediatr
Psychol 2007;32:760–70.

32. Fein JA, Kassam-Adams N, Vu T, Datner EM. Emer-
gency department evaluation of acute stress disor-
der symptoms in violently injured youths. Ann
Emerg Med 2001;38:391–6.

33. Lim HJ, Liu J, Melzer-Lange M. Comparison of
methods for analyzing recurrent events data: appli-
cation to the emergency department visits of pedi-
atric firearm victims. Accid Anal Prev 2007;39:290–
9.

34. Melzer-Lange MD, Van Dusen Thatcher C, Liu J,
Zhu S. Urban community characteristics and ado-
lescent assault victims. WMJ 2007;106:394–6.

35. Melzer-Lange MD, Lye PS, Calhoun AD. Advised
follow-up after emergency treatment of adolescents
with violence-related injuries. Pediatr Emerg Care
1998;14:334–7.

36. Pailler ME, Kassam-Adams N, Datner EM, Fein JA.
Depression, acute stress and behavioral risk factors
in violently injured adolescents. Gen Hosp Psychia-
try 2007;29:357–63.

37. Wilkinson DL, Kurtz EM, Lane P, Fein JA. The
emergency department approach to violently
injured patient care: a regional survey. Inj Prev
2005;11:206–8.

38. National Sexual Violence Resource Center. Home-
page. Available at: http://www.nsvrc.org/organiza-
tions/87. Accessed Apr 12, 2014.

39. Fein JA, Ginsburg KR, McGrath ME, Shofer FS,
Flamma JC Jr, Datner EM. Violence prevention in
the emergency department: Clinician attitudes and
limitations. Arch Pediatr Adolesc Med 2000;
154:495–8.

40. Vos De E, Stone DA, Goetz MA, Dahlberg LL. Eval-
uation of a hospital-based youth violence interven-
tion. Am J Prev Med 1996;125(Suppl):101–8.

41. Smith R, Evans A, Adams C, Cocanour C, Dicker R.
Passing the torch: evaluating exportability of a vio-
lence intervention program. Am J Surg
2013;206:223–8.

42. Smith R, Dobbins S, Evans A, Balhotra K, Dicker
RA. Hospital-based violence intervention: risk
reduction resources that are essential for success. J
Trauma Acute Care Surg 2013;74:976–80.

43. Scott KK, Tepas JJ 3rd, Frykberg E, Taylor PM,
Plotkin AJ. Turning point: rethinking violence–eval-
uation of program efficacy in reducing adolescent
violent crime recidivism. J Trauma 2002;53:21–7.

44. Anda RF, Felitti VJ, Bremner JD, et al. The enduring
effects of abuse and related adverse experiences in
childhood. A convergence of evidence from neuro-
biology and epidemiology. Eur Arch Psychiatry Clin
Neurosci 2006;256:174–86.

45. Cooper C, Eslinger DM, Stolley PD. Hospital-based
violence intervention programs work. J Trauma
Acute Care Surg 2006;6:534–40.

46. Glaser BG, Strauss AL. The Discovery of Grounded
Theory: Strategies for Qualitative Research, 7th ed.
New Brunswick, NJ: Transaction Publishing, 2012.

47. American Psychiatric Association. Desk Reference
to the Diagnostic Criteria from DSM-IV-TR. Arling-
ton, VA: American Psychiatric Publishing Inc, 2013.

48. National Network of Hospital-based Violence Inter-
vention Programs. Homepage. Available at: www.
nnhvip.org. Accessed Apr 12, 2014.

49. Zun L, MD, Downey L, Rosen J. The effectiveness of
an ED-based violence intervention program. Am J
Emerg Med 2006;24:8–13.

50. Frattaroli S, Pollack KM, Jonsberg K, Croteau G, Ri-
vera J, Mendel JS. Streetworkers, youth violence
prevention, and peacemaking in Lowell, Massachu-
setts: lessons and voices from the community. Prog
Community Health Partnersh 2010;4:171–9.

51. Rosario M, Salinger S, Feldman RS, Ng-Mak DS.
Intervening processes between youths’ exposure to
community violence and internalizing symptoms
over time: the roles of social support and coping.
Am J Community Psychol 2008;41:43–62.

52. Novotney LC, Mertinko E, Lange J, Kelley T. Juve-
nile Mentoring Program: A Progress Review. U.S.
Department of Justice, Office of Juvenile Justice and
Delinquency Prevention. Available at: https://www.
ncjrs.gov/pdffiles1/ojjdp/182209.pdf. Accessed Apr
12, 2014.

Supporting Information

The following supporting information is available in the
online version of this paper:

Data Supplement S1. Violence intervention advocacy
program (VIAP) qualitative study interview guide.

10 James et al. • VIOLENCE INTERVENTION ADVOCACY PROGRAM



El Violence Intervention Advocacy Program de
Boston: Estudio Cualitativo de las Experiencias
y el Efecto Percibido del Usuario

Resumen
Objetivos: Este estudio pretendi�o explorar las experiencias de los usuarios y proporcionar una base
contextual para comprender sus percepciones de la eficacia del Violence Intervention Advocacy Program
(VIAP) del Boston Medical Center (BMC).

M�etodos: �Este fue un estudio cualitativo exploratorio realizado en un centro urbano de traumatolog�ıa de
nivel 1 del 1 de julio de 2011 al 24 de febrero de 2012. Se seleccionaron los pacientes del servicio de
urgencias (SU) mayores de 18 a~nos con traumatismo penetrante y reclutados en el VIAP. Dos
entrevistadores formados, que no eran parte del VIAP, obtuvieron el consentimiento y llevaron a cabo las
entrevistas semiestructuradas en profundidad. Las entrevistas se grabaron en audio, y fueron transcritas
y analizadas, disociadas y codificadas. Se utiliz�o el an�alisis de contenido tem�atico coherente con la teor�ıa
fundamentada para identificar los temas relacionados con las experiencias de los usuarios del VIAP, las
circunstancias vitales, los retos para la curaci�on f�ısica y emocional despu�es de la lesi�on, los servicios
prestados por el VIAP y la percepci�on de la eficacia del VIAP.

Resultados: Se entrevist�o a 20 sujetos. La mayor�ıa fueron hombres, afroamericanos y menores de 30
a~nos, lo que refleja los usuarios del programa. La mayor�ıa de los sujetos percibieron a sus miembros
como cuidadores adultos en sus vidas, y citaron aspectos del modelo de ayuda por iguales que ayud�o a
establecer relaciones de confianza. Los principales retos para la curaci�on fueron la seguridad y el miedo,
la confianza, el aislamiento como mecanismo de defensa, la amargura y los s�ıntomas de trastorno de
estr�es postraum�atico (TEPT). Cada sujeto dio cuenta de los importantes servicios prestados por los
miembros del VIAP. La mayor�ıa de los sujetos indicaron expresamente que tuvieron experiencias
positivas con el VIAP y percibieron los roles de sus miembros como una influencia positiva, que
proporcionaron consejo centrado en el cliente, educaci�on y ayuda.

Conclusiones: Este estudio proporciona la percepci�on de las vidas de 20 usuarios del VIAP del BMC y
contextualiza sus retos �unicos. Los participantes describieron los comportamientos positivos que
cambiaron sus vidas en su viaje a la curaci�on a trav�es de sus conexiones para su atenci�on, con los
adultos de apoyo. La informaci�on obtenida de este estudio contribuir�a con el VIAP en la ayuda a sus
futuros usuarios. Sin embargo, se necesita investigaci�on futura para identificar las mejores pr�acticas de
los programas de intervenci�on en violencia basados en un SU y medir su eficacia en el contexto
comunitario en diferentes escenarios.


