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Abstract

Introduction: Families and friends of homicide victims (FFHV) interact with healthcare systems almost immediately
after the traumatic event. Their interactions with healthcare providers can either facilitate healing, have a neutral effect,
or compound an already painful experience. When trauma victims are admitted to the hospital, resources are necessarily
diverted on their behalf with less consistent attention paid to their families and friends. The interactions surrounding the
immediate circumstance as well as experiences in the weeks to months after can have significant long-term impact. This
study explores the needs and experiences of FFHV when interacting with the healthcare system to inform physicians’ and
providers’ interactions and provision of services.

Methods: This study of 3 focus groups sought to understand these experiences with the healthcare system to better
inform physicians’ and providers’ interactions and provision of services.

Results: Using the framework approach, the study ultimately built upon the existing trauma-informed care (TIC)
framework to include several emergent themes. Participants discussed the need for death notification sensitivity, benefits
of coordinated care, barriers to accessing care, the need for physician empathy and attention, the lack of trauma screening,
and hastily prescribing medications.

Conclusion: This TIC approach can inform future healthcare interactions with the FFHV as it grounds the patients’
experience in their historical reality and may improve future provider-patient relationship.
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Introduction nervous systems.”!! Trauma significantly contributes to
impacts from adverse childhood experiences (ACEs), allo-
static load, and chronic health conditions.'?'* “Common
physical disorders and symptoms include somatic com-
plaints; sleep disturbances; gastrointestinal, cardiovascular,

In the aftermath of a murder, families and friends of homicide
victims (FFHV) are secondary victims, exposed to immense
trauma which often manifests as physical and psychological
health consequences.! As the victim’s needs take precedence,
families and friends often melt into the background of the
event and the medical response to it. However, the immediate 'Rowan University, Glassboro, NJ, USA
impact can have long-standing consequences to the FFHVs’  “Immaculata University, Inmaculata, PA, USA
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effects of trauma on patients including alterations in the
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neurological, musculoskeletal, respiratory, and dermato-
logical disorders; urological problems; . .. substance use
disorders;” (p.64)'"; and somatization, prominent in this
population, where emotional dysregulation is manifest in
physical symptoms.'!:13-1°

Given the potential for exacerbating an already trau-
matic event, consideration to the unique needs of FFHVs
requires a sensitive and nuanced approach. The impor-
tance of integrating compassion in all patient interactions
is increasingly being recognized. Patients who receive
compassionate, patient-centered care have been shown to
have superior clinical outcomes, improved compliance
with medication regimens, and lower healthcare costs
whereas the lack of compassionate care is associated with
increased medical errors and poor quality of care.?%?!
Compassionate patient care can decrease provider burn-
out and healthcare costs; for example, improved com-
munication with patients can reduce diagnostic testing
expenses.’> 24

Using principles from trauma-informed care (TIC) mod-
els can provide a basis for understanding care delivery and
optimal interactions. TIC refers to a systematic response to
trauma, based upon the events, experiences, and lasting
effects of trauma. While a wide array of trauma and trauma-
specific interventions exist, SAMHSA developed 4 assump-
tions and 6 principles central to implementing care in a
trauma-informed manner. The assumptions are that systems
supporting those with traumatic events need to realize the
impact; recognize the signs and symptoms; respond appro-
priately; and resist retraumatization.”> These assumptions
led to the 6 principles of Substance Abuse and Mental
Health Services Administration’s (SAMHSA) Trauma-
Informed Care (TIC) used as the coding framework for this
study: safety; culture, historical and gender issues; empow-
erment, voice, and choice; collaboration and mutuality;
peer support and mutual self-help; and trustworthiness and
transparency (p. 10) (Table 1).%> Addressing the underlying
needs of this unique population may render future delivery
of care more successful.

Methods

This qualitative study explores the needs and experiences
of FFHV when interacting with the healthcare system to
inform physicians’ and providers’ interactions and the
availability and provision of services. The study utilized
focus groups which allowed for the reflection and discus-
sion of individual and shared beliefs, opinions, and social
realities.?® This study used community-based participatory
research, which aims to include community members,
researchers, and organizational representatives in the
research process.?’

Participants

Participants self-selected in all focus groups, advertised
through flyers distributed and publicly posted at health orga-
nizations, educational institutions, places of worship, and
social service agencies as well as to community leaders.

All study participants met the inclusion criteria of being
18 years of age or older, having a family member or friend
killed by homicide, and having an inactive case, defined as
being adjudicated by means of a trial or plea or unsolved for
at least 6 months with little to no investigative activity.
Interested participants were provided a phone number to
call and were screened for eligibility by a research team
member. Eligible individuals selected 1 of 3 scheduled
focus groups to attend.

The sample consisted of 11 participants in 3 focus groups
held in NJ and PA in 2018. Most participants self-identified
as female (n=8) and the average age was 46.7 years old. Six
participants self-identified as Black, 4 as Hispanic, and | as
Other. Nearly half the participants were single (n=5), with
3 each indicating they were divorced/separated or married/
partnered. Most participants were employed full time out-
side the home (n=8) and 3 were unemployed. One com-
pleted some high school, 2 graduated from high school or
had a GED, 2 graduated from college, and 2 completed
graduate or professional schooling.

Participants provided information about their loved
ones who died. There were 12 victims as 1 participant had
2 loved ones killed. The victims were almost all male
(n=11) and mostly Black (n=8). The race of the rest of
the victims was identified as other. The average age of the
victims was 26.5, and half the victims were children of the
participants (n=06). The remaining victims were identified
as spouse/partner (n=2), friend (n=2), sibling (n=1), and
cousin (n=1).

Rowan University’s Institutional Review Board
approved this study under IRB number Pro2018002311.
The research team collaboratively created a field guide, to
assist with data fidelity and to limit bias,?® by group consen-
sus and prepared for each focus group via conference calls
and emails. The field guide included prompts to guide focus
group discussions, which included asking participants to
share about their loved one, the impact of the homicide on
themselves and those around them, their experiences with
various response systems and resources, and services that
should be created to benefit FFHV.

The focus group facilitators were experts in the social
work and criminal justice fields. Focus groups were held in
secure, private locations, and participants were provided a
$25.00 gift card. All focus groups were about 3 h and audio-
taped. A third-party transcription service was engaged to
transcribe all audio recordings.
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Table I. SAMSHA Principles.

SAMHSA principles

Participants’ statements and experiences

Safety

Trustworthiness and
transparency

Peer support and
mutual self-help

Collaboration and
mutuality

Fear of perpetrators who were not caught or convicted

State of FFHYV after immediate event (walking home with “all this blood on me” or walking home
alone)

Physical responses of FFHV to notification (tachycardia, hyperventilation, pregnant women slumping
down along a wall) (“She’s at the wall and | go to grab her and she’s slumping down with her and the
baby, and I'm like ‘Oh my gosh!”’)

Emotional responses to brevity of interactions with healthcare providers

Retraumatization based on content of comments from healthcare providers

Vulnerability with mental health providers when they disclose but then their session ends with
unresolved emotions (being “right in the middle of” discussing trauma and told “see you next week
or next month and they leave you hanging.”)

Safety was affirmed with persistent demonstrations of concern (*“. . .the fact he cared enough and kept
pursuing me | eventually opened up to him.”)

Lack of trust when healthcare providers appeared disingenuous (“They’re just doing their job.” or
“That (counselor) doesn’t care about you. They just went to school and they know a couple of
things.”)

Fear of ulterior motives [FFHV was asked if she had “fantasies about killing (the person who killed her
loved one). And I'm like | am never coming to see you again ‘cause you don’t understand.”]

Use of appropriate medical terminology (did not know what “expired” meant)

Regular updates on the medical care of the victim were appreciated (“l felt good that they told me
they were working on him.”)

Lack of knowledge of available services and support resources

Lack of follow up after the event (“Somebody should be catering to these people in the waiting
room. . .let them know what to expect. . .Because the wait part is what kills you.”)

Great comfort from others with similar experiences (A co-worker the FFHV did not know well
hugged the FFHYV after learning of her loved one’s death and the FFHV asked “how did you know to
do that? And she said ‘cause | lost someone too.”)

Shared experiences increased empathy (“. . ..somebody who has the education and all the alphabet
behind their name is good. . .. But | need somebody who has either been through that situation, or
they’re empathetic and they don’t use their letters to dictate our conversation.. . .”)

Harder to cope with loss without peer support (a FFHV who was estranged from family because
of drug use noted “It was like | was non-existent. . . .everybody had my mom. . .. | didn’t have
nobody.”)

Returning to work increases peer support and serves as a distraction (as opposed to being home and
replaying the trauma “like a movie.”)

Self-help techniques such as mindfulness meditation

Provider collaboration ("My primary doctor, my psychiatrist. . .they all work together with me.”)

Need for healthcare providers to screen or ask about prior trauma (“If | don’t state it, it’s not asked.”
“it’s almost like he doesn’t want me to have any problems ‘cause he doesn’t know where to put it.”)

Need to not have healthcare providers “dictate the conversation”

Difference in amount of time healthcare providers could spend with patients in urban versus suburban
regions (A woman compared her experience in the city where she said “the doctor got 50 patients
to see in 2 hours,” with her experience in the suburbs where “(t)hey spent time with me. They sit
there. They listen to me. And that is the way it should be.”)

Electronic medical record as barrier to empathic communication (“Technology has got in the way.”
“Now he’s behind a computer and I'm over there. . .it’s just very disconnected.” “Wait. Did you just
say that you said you lost your [loved one] and [physician] kept typing?” “It’s almost like he doesn’t
want me to have any problems ‘cause he doesn’t know where to put it.”)

Desire that spiritual leaders should focus on listening, “let you do the talking,” and being present
rather than saying something interpreted as inappropriate (“they’re in a better place.”)

Providing resource information, even if not used.

(continued)
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Table |. (continued)

SAMHSA principles

Participants’ statements and experiences

Empowerment, voice,
and choice

Cultural, historical, and
gender issues

Differences in grieving (some wanted physical contact and others did not)

Benefit of providing information, even if not used (“It would’ve helped to know that somebody cared. |
mean the fact that nobody reached out to give us any information. It made it us against them.”)

Need for different treatment approaches to grief (One physician was quick to prescribe medication
without “being sure what | [patient] had” and expressed concerns that she didn’t want to be a
“guinea pig.”)

Differences in FFHV’s interest in seeing their loved one’s body (“‘cause one of my issues was | was in
denial.”)

Comfort in religion (needing to stay “prayed up.”)

Pervasive distrust of people in general in communities with high crime rates (“It’s just something you
learn growing up in the city. You just don’t trust nobody.”)

High rates of violent crime provide constant reminders of personal loss (“across our nation. . .men
and children, they’re losing their fathers. We’re losing our sons. . .daughters, husbands, wives. . .
we're just tired of it.”)

Multigenerational violence (I don’t know not one single person who hasn’t lost somebody.”

Societal acceptance of violence, especially for males, for conflict resolution

Lack of role models for healthy conflict resolution

Distrust of police and school systems

Lack of confidence in hospitals and the healthcare system

Differences in grieving among men and women. (Male participant said “all my emotions changed. It’s
hard for me to get in touch with my emotions. . .I'm not a real emotional person now.” “Men really

don’t grieve openly like women do and he didn’t fare well.”)

Nontraditional family arrangements complicate the grieving process (needing the victim’s biological
family member to put the FFHV’s name “on the list” at the hospital because not legally or

biologically related to the victim.)

Data Analysis

The research team read transcriptions of the focus group
audiotapes to ensure accuracy and confidentiality of each
participant. The research team members who analyzed the
transcripts provided a variety of perspectives including aca-
demics and practitioners in mental health, medicine, victi-
mology, social work, and law. Absent a team member who
screened participants for eligibility, no member of the anal-
ysis team had prior interactions with participants.

The framework approach is a systematic qualitative
method appropriate for multi-disciplinary qualitative health
research.”’ Research team members first engaged in the
familiarization step of the framework approach by identi-
fying common themes from the focus groups.®® After dis-
cussing the themes, the team members identified which
themes were iconic of SAMHSA TIC framework.?® (Table 1)
SAMHSA provides detailed definitions of these themes that
the researchers used when coding. As a summary: safety
refers to physical and psychological safety; trustworthiness
and transparency refers to working with transparency and
the goal of trust building; peer support and mutual self-help
seek to establish safety, hope, trust, collaboration, and to
use one’s experience to promote healing; collaboration and
mutuality stresses that relationships level power dynamics;

empowerment, voice, and choice relates to building upon
individuals’ strengths and experiences and supporting
“shared decision-making, choice, and goal setting”; cul-
tural, historical, and gender issues includes recognizing his-
torical trauma, moving past stereotypes, and incorporating
responses that meet individuals’ cultural, racial, and ethnic
needs (p. 11)."

Consistent with the emergent nature of qualitative
research®! and utility in using methodological approaches
that answer research questions and address aims in a useful
manner,?® this study built upon the existing TIC framework
by adding several additional themes that emerged in the
findings: institutional trauma, re-traumatization, symptom-
atology, effect on family unit, coping, judgment, and learned
helplessness.

The research team members then individually coded the
transcripts by hand using the modified TIC framework,
referred to as the “indexing” data analysis stage in the
framework approach,*® and then conducted several team
conference calls in 2019 to analyze the transcripts and for
coding consensus based on the framework. While there are
various computer programs available for qualitative
research, some researchers may prefer not to use such soft-
ware to develop a more intimate knowledge of their data.*
The inter-rater reliability ranged from 0.97 to 1.00 on the
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various themes. After 3 focus groups, the research team
came to a consensus that we had met saturation, with no
new themes emerging, and therefore collectively decided
not to hold additional focus groups.

Results

Within the SAMHSA TIC framework,” participants
stressed the importance of sensitivity during death notifica-
tion, the benefits of coordinated care, and barriers to access-
ing care. There also were issues relating to interactions with
healthcare providers, including rushing, sensitivity, and not
giving patients their full attention, as well as lack of screen-
ing for trauma, hastily prescribing medications, and failure
to follow up. Many participants expressed concerns relating
to trust (Table 1).

While many of the themes aligned with the SAMHSA
framework,” others required unique categorization, necessi-
tating the creation of 7 new categories: institutional trauma,
retraumatization, symptomatology (mental and physical),
effect on the family unit, coping (both effective and ineffec-
tive), learned helplessness, and judgment (Table 2).

Discussion

It is estimated that, for every homicide death that occurs, 3
to 10 loved ones are impacted, roughly translating to 64,000
to 213,000 people annually in the United States.’>* 9% to
18% of the U.S. population are impacted by a loved one’s
homicide during their lifetime with marginalized and dis-
advantaged communities, especially Black and Latinx com-
munities, experiencing more violence and homicides.?33-3
There are myriad health consequences for FFHV!-633
including: increased suicide ideation for immediate family
members?; 23.3% of immediate family members develop-
ing homicide related PTSD, which is over 3 times higher
than the general population>**; and prolonged or compli-
cated grief, including 23% of adult FFHV experiencing this
2 years after the homicide of their loved one.?*3%37

Given the health consequences of homicide on families
and friends, interactions with the medical community may
have a long-term impact on FFHV. Limited research exists
exploring the experiences of FFHV with healthcare provid-
ers and, to our knowledge, no study to date has done
research with this population regarding a TIC framework.
This study emphasizes the myriad ways in which experi-
encing the homicide of a loved one can permeate one’s
health and/or behavioral health and impact one’s percep-
tions of interactions with the health system. It also suggests
opportunities within these initial interactions to improve
communication and potentially ameliorate long-term con-
sequences. It is important to note that patients who are
FFHV may have already experienced negative interactions

with various response systems, institutional traumas, and
socioeconomic barriers in their post-homicide journey.
Awareness of this potential history should inform patient
interactions. Empathy and psychoeducation about the
effects of trauma would greatly benefit the interactions with
FFHV. A trauma-informed approach emphasizing practitio-
ner training on how trauma affects human beings, screening
for trauma, appropriately responding to trauma, and provid-
ing appropriate resource information is key in these physi-
cian-patient interactions as is evidence-based training.>

Common themes raised by participants that are relevant
for healthcare providers include the limited amount of time
per visit and often feeling rushed within that timeframe.
Demonstrations of empathy seen as facilitating a healthy
provider-patient relationship included not looking at the
computer, acknowledging the homicide, repeatedly show-
ing concern, and sharing resources, even if not used. Health
professionals who were caring toward patients, actively
listened, and expressed empathy and sensitivity to the
patient’s needs were all of paramount importance. This is
particularly relevant given individuals’ various responses
to tragedy specifically around the amount of desired con-
tact, both physical and emotional. Additionally, given that
FFHV often noted feeling alone, isolated, and without
resources or support, communication of support resources
is a tangible and feasible intervention that hospitals and
providers can offer.

Support groups and peers were noted to provide great
comfort especially when members included other FFHV
and members from the same community as the individual.
Linking individuals with peer support can be especially
valuable as some felt more distant and less at ease with
healthcare professionals. Peer support may also be benefi-
cial in overcoming isolation and generating greater levels of
self-efficacy, empowerment, and engagement. Peers may be
able to form a stronger therapeutic bond because they have
dealt with the same struggles themselves. The mutual
exchange of coping strategies is another important aspect of
the peer-to-peer community.

Interactions that failed to acknowledge the homicide or
threatened one’s psychological safety, to the extent the
patient felt retraumatized, undermine trust in service pro-
viders and led to deterioration of that relationship. More
globally, clinicians need to be sensitive to the pervasive dis-
trust in communities of high violence toward both people in
general and social institutions that have not always served
their interests. Participants who noted having experienced
institutional trauma in interacting with various response
systems often discussed an “us versus them” or “streets
against the system” mentality. While much of the institu-
tional distrust is focused on the police and schools, some
expressed cynicism about hospitals and physicians.
Building a therapeutic relationship with FFHV must start
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Table 2. Additional Themes Identified in This Study.

Additional themes Participants’ statements and experiences
Institutional Applies to health, criminal justice, educational, and religious systems
trauma System response was interpreted to reflect a larger concern about what one participant labeled as a

“streets against the system” relationship

Feelings of being undervalued (police leaving a breathing gunshot victim for “five, six min before he died”
because “they had to wait for somebody else to come,” or feeling unsolved cases could have been
solved, but were not prioritized)

Sense that law enforcement treated their loved one like a “crime scene” at the hospital (A FFHV wanted
to hold their loved one but they were behind glass)

Interactions with healthcare providers lacking in empathy, including constantly writing or using computers
without eye contact or actively listening

Lack of information (“It would’ve helped to know that somebody cared. . .the fact that nobody reached
out to give us any information, it made it us against them.”)

Retraumatization Insensitive comments by spiritual leaders (They did not want to hear “they’re in a better place,” or have

scriptures read to them.)

Circumstances surrounding death scene (seeing autopsy pictures, hearing lurid details of the death).

How responders were or were not attending to their loved one

Spouses of veterans noted the event exacerbated veterans’ PTSD

Symptomatology Depression, guilt, being “in a deep hole and you can’t get out.”
(mental and Post-traumatic stress disorder
physical) Substance abuse (“anything to take the pain away.”)

Suicidal ideation

Shortness of breath

Chest pain/tightness

Effect on family Nontraditional family arrangements sometimes complicate the grieving process (access to seeing the
unit victim in the hospital because they were not “on the list,” inability to have input over burial decisions,
limited financial support due to not having a legal relationship, blood relatives without an active
relationship did not feel the “right” to grieve.)

Guilt among parents over not being a better parent

Mothers expressed the need to stay strong for their other children

Children, even when very young, would not share their own feelings, not wanting their family members to
“hurt anymore than [they were] already hurting.”

Children would misbehave in school (“cause there are kids, teens that lost a parent or brother, sister,
they start acting out and it’s really not because they’re bad children or bad kids. It’s because they’re
going through something.”)

Children were also negatively impacted by school or community events requiring, or commonly involving,
a loved one’s attendance

Coping (effective Repression common among caregivers (““l had to just put my big girl pants on. . .I'm a mom now and my
and ineffective) feelings really didn’t matter at that time.”)

Surviving children being angry, anxiously attached to surviving family members, and socially withdrawn

Avoidance by substance abuse to “escape the feeling.”

Vigils and commemorating events for the loved ones

Support groups, counseling, this focus group

Involvement in social action initiatives

Judgment Shared experiences reduce judgment (““. . .we all share something in common. So if | want to scream and
holler won’t anybody look at me strange . . . because we all share the same thing and we're allowed to
do whatever we want to do and we won’t be judged. Nobody won’t ask us, ‘You still mourning your
[loved one]?”)

Victim blaming

Clergy sometimes discussed victim in judgmental terms during funeral

Insensitive healthcare provider inquiries (“VWhy was he killed?”)

Learned Heavily tied to socioeconomic barriers, including the lack of occupational opportunities, even with an

helplessness education, and the pervasive issues of drug dealing and gun violence in communities

Lack of empowerment (*“didn’t know how to ask for help” and “if your family lets you down, how can you
expect anybody else to help you?”)

One of the SAMHSA? assumptions is to resist retraumatization. The 2 additional emergent themes of institutional trauma and retraumatization from
P 8
participants’ stories illustrate the myriad ways and multisystem levels in which participants’ trauma experiences occur and need to be addressed.
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with acknowledging the cultural and historical context of
interactions and making continued efforts to support
patients, even when resources are turned down the first time
they are offered.?**

In working with FFHV, providers must also not assume
that a biological connection dictates a relationship nor that
nontraditional family arrangements do not represent a sig-
nificant bond since hearts and minds are not bound by blood
relations. This research suggests that providers should con-
tinually engage our patients in conversations regarding past
trauma, even if they are not immediately forthcoming, and
should not minimize the often long-term impact of a trau-
matic event on an individual. Study participants recognized
they had physical symptoms such as problems sleeping and
eating, shortness of breath or chest tightness, and mental
health conditions, such as depression and PTSD, directly
related to the event.’> However, other chronic conditions
such as diabetes or hypertension, which can be related to
chronic stress and allostatic load, were not consciously
associated with the event. Thus, many more conditions may
be exacerbated by the stress of the homicide. While the
FFHV who participated in this study were particularly open
and motivated to share their experiences and health conse-
quences in the hopes of helping others, many other FFHV
may not readily identify the connection between current
health problems and prior trauma and open, sensitive dialog
to continually engage them may be needed.

Additional individual level concerns were discussed,
including variation in response to homicide based on gen-
der, differing effects on the family unit, and coping tech-
niques. Gender was shown to modify the manifestations of
grief and was reflected in the effects on the family unit.
Mothers commonly repressed sorrow to avoid unduly bur-
dening their children with their grief. Children, even if very
young, would suppress their emotional responses at home
but then misbehaved in school, which was underappreci-
ated as being associated with the homicide. Men also were
noted to repress sorrow, finding stoicism, anger, or violent
reactions as more culturally acceptable than grief. Other
coping techniques differed among individuals. Support
groups were seen more positively than counseling which
was sometimes viewed as a sign of weakness. Many partici-
pants felt that attending the focus group was therapeutic in
hoping to make a difference and in sharing their stories with
others who had a similar experience. Many participants also
felt it fulfilling to become advocates for change.

While limitations included a small sample size, the
participants’ stories and experiences reflected consistent
themes across the focus groups and the sample size is con-
sistent with similar studies.3*** The sample size allowed for
a robust in-depth analysis of the shared experience of the
homicide of a loved one, with saturation of themes reached
with the 11 participants. The information provided is depen-
dent on victim recall, a concern in such focus group studies;

however, it is not uncommon for FFHV to clearly remem-
ber events with detail.** Even if not all details were recalled,
the depth and detail of those recounted provided a rich,
valuable picture of their experience. Although the general-
izability of these findings is limited, the themes observed
should be relevant for many FFHV as participants were
from urban neighborhoods, which have higher homicide
rates and most of the victims were young black males, a
group disproportionately likely to be victims of homicide
across the country.>** In addition, given the limited
research in this area, the study provides a foundation for
further replication.

Research should continue to explore evidence-based
approaches in clinical settings on different communication
styles and resource allocation both at the time of the event
and in subsequent follow up. Such evidence should be
incorporated into medical education and clinical practice.
Those resources confirmed to be most efficacious should be
codified and supported by policy decisions and budgetary
allocations. Specific risks of vulnerable sub-populations
should be assessed relative to the broader population and
should include economic as well as physical health.

Conclusion

Given the number of people affected by homicide, this
study highlights some of the health issues that FFHV are
experiencing that physicians and providers may not be
aware of. Training in TIC may make healthcare providers
more comfortable in asking about the trauma and can pro-
vide physicians with tools to effectively unpack and appro-
priately refer patients in the limited time they have. While
there is much to prioritize in the physician-patient interac-
tion, appropriately assessing trauma can potentially result
in: a decrease in unnecessary testing, an improved patient
relationship, more effective diagnoses and referrals, and
better patient compliance with treatment plans.
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