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A B S T R A C T   

National rates of gun violence have risen during the COVID-19 pandemic. There are many contributing factors to 
this increase, including the compounding consequences of social isolation, unstable housing, decreased economic 
stability, and ineffective and violent policing of communities of color. The effects of these factors are exacerbated 
by the pandemic’s impact on the provision and availability of psychosocial services for individuals in margin
alized communities, particularly those who have been violently injured. Hospital-based violence intervention 
programs (HVIPs) have been identified as a crucial intervention strategy in reducing repeat violent injury. The 
ongoing COVID-19 pandemic has engendered, significant barriers in HVIPs’ attempts to assist program partic
ipants in achieving their health-related and social goals. This research offers insight into the complexities of 
providing social services during the convergence of two public health crises—COVID-19 and gun violence—at 
the HVIPs associated with the two busiest trauma centers in the state of Maryland. In considering the effects of 
inadequate financial support and resources, issues with staffing, and the shift to virtual programming due to 
restrictions on in-person care, we suggest possible changes to violence prevention programming to increase the 
quality of care provided to participants in a manner reflective of their unique structural positions.   

1. Introduction 

Black men in the United States are ten times more likely to die from 
homicide compared to similarly aged white men; the overwhelming 
majority of these instances are firearm related. These disparities have 
been consistent for more than a decade (Centers for Disease Control and 
Prevention, 2020). Black men in Maryland are less than 15% of the 
state’s population; however, they account for 82% of the state’s gun 
homicide victims (Giffords Law Center to Prevent Gun Violence, 2020). 
While these statistics are an imperfect measure of the disproportionate 
harm related to gun violence experienced by Black men, they are 

reflective of the unique concentration of this form of interpersonal 
violence and its sequelae at the intersection of race, class, and gender. 
National rates of gun violence have risen during the COVID-19 
pandemic, with recent research reporting an increase of 30% during 
its first year (Ssentongo et al., 2021). There are many contributing fac
tors to this rise in violence including social isolation, unstable housing, 
decreased economic stability, and ineffective and violent policing of 
communities of color (Beckett, 2015; Baciu et al., 2017; Everytown 
Research and Policy, 2022; Fernandez, 2020; Friedman et al., 2019; 
Lalchandani et al., 2022; Nass, 2020; Rapier, 2020; Zakrison et al., 
2017). These factors and their cumulative effects have long impacted 
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cities across the country but their impact has been exacerbated by the 
pandemic (Gauthier et al., 2021; Ruprecht et al., 2021). Additionally, 
violence prevention/intervention services have experienced disruptions 
during the pandemic. 

Research has identified the ways in which social inequality leads to 
significantly higher rates of infection, hospitalization, and death from 
COVID-19 in Black people compared to white people (Alcendor, 2020; 
Dalsania et al., 2021; Gorges and Konetzka, 2021; Kim and Bostwick, 
2020; Rogers et al., 2020). However, little attention has been given to 
the pandemic’s impact on the provision and availability of psychosocial 
services for individuals in marginalized communities, particularly those 
who have been violently injured. Hospital-based violence intervention 
programs (HVIPs) have been identified as a key strategy in reducing gun 
violence related injuries and death (Bonne and Dicker, 2020; Cooper 
et al., 2000; Purtle et al., 2013; Richardson et al., 2016; Richardson Jr 
et al., 2020).These multidisciplinary programs seek to prevent repeat 
violent injury and improve clients’ health status. Although programs 
differ in the kinds of assistance offered, most include individual psy
chotherapy, peer group support, and referrals to education, employ
ment, and housing services. HVIP staff typically introduce the program 
to possible participants at bedside during hospitalization (Dicker et al., 
2009; Evans and Vega, 2018). This interaction is critical to the estab
lishment of trust and rapport needed to effectively engage survivors of 
violence in program services (Wical et al., 2020). Although HVIPs have 
shown some promise for reducing gun violence related outcomes, the 
implementation of these programs is typically influenced by organiza
tional buy-in and capacity, funding, and community or external part
nerships and resources. 

Due to the ongoing COVID-19 pandemic, HVIPs have experienced 
significant barriers in assisting program participants’ achievement of 
their health-related and social goals. To our knowledge, limited research 
has been conducted on the impact of the pandemic on violence inter
vention services (see Altheimer et al., 2020; Njus et al., 2021). There has 
been no long-term qualitative research or contextual data to describe the 
impact of the pandemic on HVIPs. The aim of this research is to provide 
insight into the complexities of providing services during the conver
gence of two public health crises—COVID-19 and gun violence. While 
the pandemic has negatively affected multiple aspects of the healthcare 
system, a careful analysis of the unique difficulties faced by HVIPs re
veals broader structural barriers to violence prevention. Using a case 
study approach, we examine the consequences of the pandemic on the 
HVIPs associated with the two busiest trauma centers in the state of 
Maryland. The research team suggests possible changes to violence 
prevention programming to increase the quality of care provided to 
participants in a manner reflective of their unique structural positions. 

2. Methods 

2.1. Setting 

Maryland law mandates the existence of an “organized and effective 
approach to injury prevention that prioritizes those efforts based on 
local trauma registry and epidemiologic data” —this includes the 
development and execution of “outreach activities and program devel
opment that address one of the major causes of injury in the community” 
at both Level I and Level II trauma centers (Sec. 30.08.05.15. Injury 
Prevention and Public Education). These designations describe the 
volume of patients, kinds of resources available, and research mandates 
at each location. Centers with a Level I designation see a higher state- 
mandated minimum volume of patients, provide greater availability of 
specialty care, and must actively engage in research. In contrast, Level II 
centers treat a lower volume of patients, have less access to specialty 
care, and do not have a research mandate. In terms of clinical care, Level 
I and Level II trauma centers are both able to treat firearm related in
juries because of the 24-hour availability of surgeons and intensive care. 
The busiest Level I trauma center in the state, Maryland I (pseudonym), 

is located in Baltimore and treats approximately 1500 violently injured 
patients each year. This trauma center sees patients from the western 
side of the city which has the highest rates of gun violence. The number 
of fatal and non-fatal shootings in Baltimore was relatively stable during 
the pandemic—maintaining one of the highest rates of gun violence in 
the country. Maryland II (pseudonym), the busiest Level II trauma center 
in the state, is located in Prince George’s County, MD and borders the 
District of Columbia. Maryland II sees patients from both areas, treating 
approximately 750 violently injured patients each year. Prince George’s 
County and Washington, D.C. saw increases in both fatal and non-fatal 
shootings during the pandemic. There was a 121% increase in homi
cides in Prince George’s County from 2019 to 2021 and a 36% increase 
in Washington, D.C. from 2019 to 2021. The increases in non-fatal 
shootings are similar to the rise in homicide rate for each location. 

Research at Maryland I revealed the likelihood of repeat injury 
among Black men was positively associated with substance abuse, 
fighting or weapon use in the previous year, perceived disrespect, and 
prior incarceration (Richardson et al., 2016). The HVIP at Maryland I 
has had success in reducing repeat violent injury, with a recidivism rate 
of 5% for those who participated in the program compared to 36% for 
those who did not (Cooper et al., 2006). Although Maryland II has not 
been formally evaluated for effectiveness, data from the program 
revealed a less than 1% recidivism rate in the first 18 months of its 
operation compared to 32% prior to its inception (Richardson Jr et al., 
2020). Both programs are entirely grant funded. Based on its close 
proximity and the volume of violently injured patients from the District 
of Columbia, Maryland II also receives additional funding support from 
the DC Office of Victim Services and Justice Grants. While this source of 
funding has been stable throughout the pandemic, it is limited to sup
porting residents of the District and is insufficient to support staff sal
aries. Maryland Governor Larry Hogan’s veto of SB 708 at the beginning 
of the pandemic adversely impacted both programs. This bill was 
designed to provide $3.6 million in annual grant funding for Maryland 
violence intervention programs (both community and hospital-based). 
While the State Senate overrode the veto in January 2021, there have 
been prolonged delays in the disbursement of monies. Lack of stable 
funding significantly exacerbated the already tenuous financial position 
of the HVIPs. 

2.2. Participants and procedures 

Institutional Review Board approval was obtained through the Uni
versity of Maryland, College Park and the University of Maryland, Bal
timore. Research was conducted from November 2021 to March 2022. 
All participants completed written informed consent. The research team 
used a case study approach, as this method of analysis offers insight into 
dynamic institutional contexts (LeCompte and Schensul, 1999). This 
method is appropriate given the dearth of information on how the 
COVID-19 pandemic has impacted the operation of HVIPs. As a part of a 
co-author’s dissertation (William Wical), ethnographic research and 
participant observation were conducted for five months at Maryland I 
and four months at Maryland II. Participant observation was used to 
examine decision making processes around access to program services, 
determinations of participants’ need, and barriers to service provision. 
In order to reflect the scope of differing opinions and expertise of the 
staff at each location, a semi-structured interview with the primary case 
worker from each program was completed. These case workers were 
employed by the programs for the entire duration of the study. The 
research was conducted using a mixture of qualitative research methods. 
The core component—ethnography—was supplemented with a simul
taneously conducted focus group. The concurrent use of these methods 
of data collection allows for confirmation of data saturation and data 
triangulation (see Morse, 2010). 

At the beginning of this research, the Maryland I program had four 
primary staff members—three case workers (one of them being a 
licensed clinical counselor) and one community trauma responder. The 
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HVIP had no program manager or medical director during the entirety of 
the research. A focus group was conducted with all three of the Mary
land I case workers and the program’s community trauma responder to 
determine differing approaches to their work, training and skills, and 
barriers they experienced. Over the course of the research, two case 
workers left, citing a lack of support and burnout, ultimately leaving the 
clinical counselor as the only routinely available staff member. The 
absence of these two case workers limited their involvement in the 
participant observation portion of the research. Maryland II had three 
primary staff members—one case worker, a trauma program director, 
and outreach coordinator. The program director and outreach coordi
nator oversaw all trauma admissions for the hospital (e.g. vehicle acci
dents, falls, etc.), thus limiting their ability to provide support for the 
HVIP. A focus group was not conducted at this location because there 
was only one frontline staff member. 

2.3. Measures 

The interview guide for the study was developed after at least one 
month of participant observation at each site. The interviewer itera
tively constructed it during this initial period and discussed possible 
questions with staff members to ensure that their experiences could best 
be understood. The questions for the semi-structured interviews inves
tigated primary services provided, challenges working with violently 
injured, socially marginalized populations, changes in service provision 
due to COVID-19, and strategies used to increase participation during 
the pandemic. Each interview lasted approximately 80 min. The focus 
group was conducted in order to determine the training, work experi
ences, perspectives on violence prevention, and common barriers 
encountered by staff. The focus group lasted approximately 60 min. The 
co-author’s detailed field notes provided thick descriptions of the socio- 
spatial contexts in which care provision occurred, reflexive memos, and 
verbatim quotes from staff. 

2.4. Data analysis 

The research team used Dedoose qualitative software for data anal
ysis. Two coders were used for the focus group and interview data; they 
used an iterative coding strategy to determine emergent codes. A priori 
codes were not used, as little is known about the barriers experienced by 
HVIP staff related to the ongoing COVID-19 pandemic. Consensus was 
reached on each code included in the codebook; codes not unanimously 
agreed upon were not used. Generated codes include approaches to 
social service provision, perceived client needs, location of service 
provision, staff expertise, institutional barriers to care, COVID-related 
barriers to care, funding issues, lack of staffing, program goals, pro
gram successes, causes of violence, and personal experiences working in 
the program. Fieldnotes were discussed and iteratively analyzed each 
week at a research meeting in order to evaluate changing interpretations 
of the data, future research questions, and developing themes. Thematic 
analysis was completed through a comparison of each data source and 
unanimous agreement by the research team. 

In evaluating the trustworthiness of qualitative data, Lincoln and 
Guba (1986) underscored the significance of credibility, dependability, 
confirmability, and transferability. These standards were used to in
crease the likelihood of reflecting participants’ perspectives, enhance 
the repeatability of the research, improve the probability results can be 
corroborated by other researchers, and evaluate the extent to which the 
results are generalizable to other social contexts. The specific strategies 
used by the research team to achieve these standards of qualitative rigor 
included sustained engagement at the research sites, weekly peer 
debriefing, team meetings about coding accuracy, maintaining a 
detailed research design, triangulating data between multiple data 
sources, and discussing thematic analysis with research participants. 

3. Results 

Thematic analysis revealed three major barriers limiting the ability 
of staff to successfully meet the needs of their clients: a lack of institu
tional support for HVIPs, limited staffing, and restricted access to 
physical space because of COVID-19. Staff reported that while many 
issues pre-dated the pandemic, they notably worsened since it began. 

3.1. Lack of institutional support for resources 

Staff at both programs articulated that inadequate access to vital 
resources was an issue prior to the pandemic. They all endorsed that the 
problems got significantly worse during it. When the pandemic first 
began, the meager funding mechanisms previously used to support the 
HVIPs were put on hold or completely eliminated, effectively leaving the 
programs to rely solely on their insufficient reserves for funding. Both 
programs acutely experienced the consequences of the delay in funds 
due to the governor’s veto of SB 708; this lack of funding was particu
larly devastating as each program serves a location which experiences 
some of the highest levels of gun violence in the country. Staff at both 
HVIPs explained they routinely lacked the necessary financial support 
and resources to complete their work. A Maryland I case worker con
tended that the program’s ability to address the most pressing needs of 
clients was a critical avenue for increasing program participation and 
client satisfaction. In years prior, staff at this program had been able to 
purchase groceries for clients, assist with paying small bills, offer secu
rity deposits for housing, and provide clothes and personal care items. 
When the pandemic began and the program experienced staff turnover 
due to burnout, case workers were no longer given access to the funds to 
purchase these items. He explained the difficulty of trying to recruit for 
the program knowing they had little to offer patients, “It just feels 
different when you have nothing to offer…I am not as confident when 
going into the rooms when all I can offer is counseling.” A case worker at 
Maryland II emphasized his frustration with the limited support, as he 
said, “I think the issue is just hospital leadership support…I have never 
felt that the hospital has supported this [program], even with our 
[positive] ratings and [success stories].” The COVID-19 pandemic 
exacerbated the pressures of inadequate resources and institutional 
support. The primary case worker at Maryland I noted, 

“All of those things that the pandemic did, piled on top of the 
stressors that already came with the job. It really bottoms things out… 
and with the uptick in violence that was occurring throughout the 
pandemic, to be quite honest, I look at that list (trauma registry) in the 
morning like (grimaces face), so we are losing colleagues and going back 
to a place where it is just me by myself.” 

At both programs, the lack of resources available to staff is inextri
cably linked to being exclusively grant funded. Staff at Maryland II 
recalled how the program used to employ a full-time social worker, 
credible messenger, and psychotherapist who had experience working 
with Black men who had been violently injured. While these staff 
members had left the program prior to the beginning of the pandemic, 
there was no intention of permanently filling these critical positions at 
any point in the following years—the program manager cited a lack of 
funding as the principle reason for the decreased level of staffing. 
Therefore, staff often referred clients to other service providers in the 
surrounding area to receive any health and social support. In addition to 
not having guaranteed funds to pay staff year-to-year, the grants limit 
what the case workers are able to purchase for their clients. The 
resulting inflexibility of these grants has curtailed the ability of staff to 
provide food, financial resources, transportation assistance, and per
sonal care items to clients who desperately need them. In effect, the 
pandemic simultaneously increased the needs of clients and decreased 
the ability of programs to meet them. 

COVID-19 dramatically altered the landscape of available services 
for survivors of a gunshot wound, as many programs shifted entirely to a 
virtual model (see Altheimer et al., 2020). This resulted in a decrease in 
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the quantity and quality of available supportive services, with clients 
citing difficulty in getting responses from multiple programs. Staff at 
both programs repeated that they and their clients routinely would not 
hear back from other programs. The primary Maryland I case worker 
stated, 

“You can’t get anyone on the phone, or you are trying to do an 
application online and you are not understanding what the next steps are 
or the website has a glitch, or it isn’t doing what it says it should do. And 
you can’t even contact anybody for that.” 

The staff at both programs noted that diminished resource avail
ability has decreased the number of participants contacting them for 
support. This is particularly significant for clients who have been shot, as 
they often have several clinical and social needs, including long term 
mental health services and assistance with transportation to follow-up 
appointments. One case worker at Maryland II clarified how the provi
sion of these services was critical to supporting clients and their families. 
He stated that family members told him, 

“I can’t believe [the hospital] even does this, I can’t believe some
body from the hospital delivered me [supplies], cared enough for my son 
to bring me wound care supplies or colostomy bags, or you know, food, 
or masks when COVID first hit.” 

Soon, however, policies changed to restrict the delivery of in-person 
services, and no one was able to deliver anything to patients. 

The lack of funding for vital components of service provision 
included the Maryland II program limiting the number and duration of 
rides it offered clients—as the money was needed to pay staff salaries. 
The decrease in available rides was particularly troubling to clients, as 
they had appointments at affiliated hospitals that were outside of the 
range of allowable rides (see Richardson et al., 2021). In some cases, 
program clients needed additional transportation assistance during the 
pandemic for COVID-19 testing, thus reducing their available rides for 
follow-up appointments. The consequences of a lack of available re
sources to support transportation needs were exacerbated by the slow
ness of approval from Medicaid transportation services—in some cases 
resulting in clients not attending follow up appointments. Both staff and 
clients reported that the inability to meet these needs negatively 
impacted the health status of participants and increased psychosocial 
stress. 

3.2. Staffing shortages 

Prior to the beginning of the pandemic, the Maryland I program 
hired three new staff members—a psychotherapist, case worker, and 
special projects coordinator. At the beginning of the pandemic all but 
one of the program staff were shifted to handing out personal protective 
equipment (PPE). The redeployment of staff left one caseworker as the 
sole member of a “skeleton staff” to support current program partic
ipants—thereby increasing his workload to unsustainable levels. This 
staff member remained as the only caseworker for months with no 
additional help. As a result of the reduced staffing capacity, recruitment 
of new patients was effectively halted even with the program employing 
a larger staff. The shift to distributing PPE as a primary job resulted in 
multiple of the recently hired staff leaving the program to seek 
employment elsewhere in order to work in a position more closely 
aligned to their training and expertise. A Maryland I staff member 
explained how the pandemic contributed to this staff turnover, 

“Work morale has been extremely low, like we have been losing all of 
our workers. And that is in every level. Director gone. Manager gone. 
Violence intervention specialists [case workers] gone. Some of the 
people to leave first, they almost felt like their jobs became obsolete … 
People get redeployed [to handing out PPE] and they end up leaving…”. 

The Maryland I staff who did not leave during the switch to PPE 
delivery eventually returned to their previous roles in the HVIP. How
ever, two case workers quit within the following two months of 
returning to their previous roles citing poor working con
ditions—including being mistreated by other hospital staff, mandatory 

shift work, and stress surrounding the pandemic. Since their resigna
tions, there have been no additional hires to fill any of the vacant staff 
positions leaving the sole remaining case worker with the caseload of the 
entire program. 

In contrast, the HVIP at Maryland II was able to maintain their pre- 
pandemic levels of staffing to continue the provision of services. How
ever, the staffing at this program before the pandemic was insufficient 
with only one case worker on staff. The lead case worker expressed that 
the pandemic exacerbated pre-existing issues with being understaffed. 
He noted, 

“I am averaging 40, about 40 to 50, sometimes up to 60 participants 
on my caseload… and it is in different areas. You are not just doing one 
city. You are doing two different states (Maryland and District of 
Columbia), it’s two different things… so we do lose some with the follow 
up. Some of them don’t get the same amount of attention as others 
because there are time limits…”. 

Because Maryland II serves patients from both Prince George’s 
County and Washington, D.C.—and increasingly other counties in 
Maryland—the case worker must navigate the complex networks of 
health, legal, and social service agencies across multiple jurisdictions. 
This was particularly challenging during the pandemic, as many 
agencies experienced changes in the services they offered. While the 
number of clients who received services from the Maryland II case 
worker remained at a similar level during the pandemic, the changing 
landscape of social service provision and insufficient level of staffing 
diminished the program’s ability to meet the needs of violently injured 
patients. 

With extremely limited staffing, the Maryland I program had to 
curtail the expansion of services and reduce others. Eventually, the low 
levels of staffing and reduced enthusiasm from clients resulted in the 
ending of one of the program’s primary therapeutic interventions—the 
peer support group. This group had provided a space for Maryland I 
participants to discuss their mental health, job opportunities, post-injury 
life experiences, and strategies for avoiding reinjury. In contrast, 
because the Maryland II program was able to avoid a decrease in staff it 
was able to maintain their peer support group in a virtual format. 
However, the lead case worker reported that clients did not respond as 
well to this approach, often commenting that they desired to return to 
in-person peer support. The Maryland II program director indicated that 
even when restrictions for in-person care were lifted, the lack of grant 
funding—exacerbated by the pandemic—precluded providing trans
portation to the program for in-person peer support. The program di
rector clarified that the grant funding was only enough to support the 
salaries of the current staff and not enough to hire additional full-time 
staff nor to improve services. 

Maryland I staff indicated that their ability to meet the needs of 
clients was greatly diminished after the program manager rapidly left in 
the fall of 2021. This loss of leadership further reduced the program’s 
access to institutional resources and support, ultimately leaving the sole 
case worker with limited ability to accomplish his work and no assis
tance with managing complex cases. The shortage of staff resulted in the 
complete cessation of recruitment for the program. The primary case 
worker at Maryland I stated, 

“We don’t have the capacity to take on new people that might 
potentially be complex cases… [But that’s] the case for most of the 
patients we see, they need a lot of attention. I just don’t, or the program 
doesn’t have the capacity to take that on. Especially for a program that is 
open ended, where they could be in forever if they need to… If we had 
the staff, we could do so.” 

Similarly, the Maryland II program had to refer clients to therapists 
at other organizations because the HVIP did not have a licensed clini
cian. While referrals to other organizations may be useful in increasing 
the scope of available services, program staff noted that participants did 
not feel trusting toward other service providers or felt as though the 
quality of services were poor. These issues resulted in participants either 
refusing services or failing to continue to use them after initial attempts. 
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Thus, the lack of adequate staffing at both programs precluded the 
possibility of providing comprehensive care to their clients. This 
reduced capacity intensified levels of stress for staff, as they felt that 
limited resources and support undermined their ability to best support 
clients. Burnout posed a serious issue for both programs. Staff cited their 
marginal position within the hospital, insufficient support for the 
stressors of working with a highly marginalized population, and exces
sive caseloads as the most significant contributing factors. The level of 
burnout experienced by staff invariably impacted their ability to offer 
the highest quality of care for HVIP participants and in some cases 
reduced the number of patients who were contacted at bedside. 

3.3. Restrictions on entering the hospital and HVIP 

As a response to changes in COVID-19 infection, hospitalizations, 
and death rates, the HVIPs experienced mandated altered accessibility to 
the primary institutional spaces where staff work. This barrier was 
particularly significant for the Maryland I program, as it is located in a 
professional building approximately two blocks from the main hospital. 
Because of its location, HVIP clients experienced different restrictions 
for receiving services compared to other outpatients who received care 
in the hospital. These guidelines dramatically limited in-person inter
action for both staff and participants. At the beginning of 2022, the 
changes in access to services included barring the entrance for all pro
gram participants to the building where the HVIP was located. The 
primary case worker at Maryland I noted how this impeded service 
provision, “[Clients] not being able to do things in person anymore is 
frustrating. Because now they are relegated to strictly doing it by phone 
or over the computer, and those things have barriers themselves.” These 
barriers include clients’ limited access to appropriate technology, un
reliable access to Wi-Fi or cellular data, and unfamiliarity with the ap
plications used to conduct telehealth. The case worker stated that 
restrictions to in-person meetings were detrimental to his ability to 
support clients, as he emphasized that violence intervention work is 
predicated upon developing strong relationships. The inability to foster 
these connections was particularly challenging for those clients who had 
mental health issues, as they felt isolated from the program and desired 
in-person services. 

The shift to an online service provision model is an issue in Balti
more, as over 40% of households do not have wireline internet access. 
The lack of stable access to the internet is concentrated in the poorest 
neighborhoods where HVIP participants frequently live. Additionally, 
one third of homes lack a computer or tablet, with the majority again 
concentrated in poor neighborhoods (see Horrigan, 2020). Similarly, in 
Wards 7 and 8 where most Maryland II participants from Washington, D. 
C. live, the rates of inadequate or non-existent internet access are three 
times higher compared to the District overall (see Hendey and Su, 2018). 
One Maryland I case worker noted “virtual isn’t working too well, so you 
know, you try to be optimists, like, okay, well we are going to have 
group and everybody will get on zoom, [but that just doesn’t work].” 
The Maryland II case worker stated that those who most regularly 
participated in the virtual group meetings were the ones who had 
developed a connection with each other and staff at the in-person 
meetings prior to the pandemic. He explained that it was much harder 
to achieve the deeper level of connection needed with participants in a 
strictly virtual setting. These differing levels of interaction adversely 
impacted services at Maryland II’s HVIP, with less programmatic and 
peer support. Maryland I essentially shut down access to services for 
potential new participants and greatly lessened those for existing pro
gram members. 

While the Maryland I case worker, who was a licensed clinical social 
worker, was able to maintain individual virtual therapy appointments 
with some clients, he noted that most participants who received indi
vidual therapy indicated virtual sessions were not as useful in discussing 
their psychological well-being. The majority of the clients with access to 
the internet felt virtual therapy sessions invaded their personal space 

and were uncomfortable discussing their mental health in their places of 
residence. This was particularly true for those who were living with 
other people during the pandemic. During the Maryland II attempts at a 
virtual peer group there were often other people in the background of 
other participants who could overhear the experiences from other HVIP 
clients. This lack of confidentiality undermined the ability to comfort
ably discuss psychological wellbeing and coping strategies. Moreover, as 
restrictions for in-person interactions were lifted, difficulties continuing 
group sessions persisted. The Maryland I primary case manager 
described, 

“With the pandemic, everything came to a halt. I’ve been trying to 
get [the peer support group] restarted... It’s been really hard to get back 
in. [Some participants] don’t want to wear masks. They have their own 
reservations about being in public.” 

Overall, these barriers to service provision are significant for staff 
given that they were tasked with addressing pandemic-related social 
insecurity and psychological distress without being able to work in- 
person with clients. This was particularly difficult when trying to 
assist with clients’ fears about being evicted or re-incarcerated, delayed 
court hearings, inability to connect with their parole officers, increased 
substance use, post-traumatic stress disorders, and depressive 
symptoms. 

4. Discussion 

While all HVIPs experience implementation challenges, barriers to 
service provision were heightened during the COVID-19 pandemic due 
to worsening of already insufficient financial support and resources, 
inadequate staffing, and a shift to virtual programming or loss of pro
gram services due to restrictions on in-person care. In Maryland, pro
grams had hoped to secure funding through the state government to 
support their work during the pandemic. The governor’s initial veto of 
SB 708 occurred nearly two months after the COVID-19 shutdown and at 
the height of the first wave of infections—this veto would not be over
turned until the following January. In an official letter to the President 
of the Senate and Speaker of the House of Maryland, the governor noted 
that he vetoed the bill because the legislature had not passed other bills 
that he had wanted passed. In acknowledging that gun violence remains 
a central issue for the state, he emphasized support for increasingly 
punitive approaches to violence prevention, including The Violent Fire
arms Offenders Act which greatly increases the penalties for individuals 
who possess illegal firearms. Support for these types of measures un
derscores the governor’s reluctance to treat gun violence as a public 
health crisis, again mirrored in his office’s failure to release mandated 
violence intervention funding to the state’s two busiest programs. These 
findings underscore the tenuous position that HVIPs in Maryland are 
placed in because of their reliance on grants such as the Maryland 
Violence Intervention and Prevention Program Fund administered by 
the governor’s office. 

The lack of funding support during the convergence of two public 
health crises severely limited the delivery of critical psychosocial ser
vices to violently injured patients, all of whom experienced physical and 
psychological trauma. These issues were compounded by poor institu
tional awareness of the vital services provided by HVIPs—exemplified 
by redeploying critical staff to deliver PPE—and an apparent lack of 
commitment to the health of program participants. We regard this shift 
of resources away from a vulnerable population, of disproportionately 
low-income young Black men, as a form of structural injustice in the 
healthcare system. 

While there are unique contextual factors in Maryland, it is likely 
that issues surrounding a lack of support broadly impact grant funded 
HVIPs across the country. The narratives of staff at both programs 
highlight the need for more robust support for HVIPs and a greater 
awareness of their role in caring for survivors of gun violence. While 
programs are able to secure grants to initially pay staff, purchase sup
plies, and offer services for participants, the uncertainty of receiving 
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these grants dramatically undermines staff morale and the long-term 
feasibility of these programs. A shift toward supporting programs 
through state sponsored hospital funding offers a viable means of sta
bilizing these programs to ensure the delivery of critical psychosocial 
services and reduce staff turnover. Staff were clear that sufficient insti
tutional support must include adequate staffing to reduce the number of 
active cases for each case worker, funds to meet the basic needs of clients 
(emergency food, transportation, telephone), and procedures to reduce 
burnout. While these violence prevention programs remain hospital- 
based, they can no longer be relegated to second-rate programs within 
the hospital system. A recognition of the very complex, long-term needs 
of survivors is also essential, as staffing decisions need to take this in 
account. 

The failure to provide adequate support ultimately restricts the 
recruitment of new patients and precludes the efficient delivery of ser
vices to current program participants. Unfortunately, new violently 
injured trauma patients, many who could benefit from services, did not 
have the opportunity to engage with the programs at all. The inability to 
address the needs of new and current participants has the potential to 
affect long term health outcomes. Research has shown that the COVID- 
19 and gun violence disproportionately impact poor communities of 
color resulting in increased mental illness, stress, social isolation, and 
substance abuse. For survivors of gun violence in HVIPs with limited 
psychosocial services and for new patients offered none at all, the like
lihood of repeat violent victimization and/or offending may be 
increased. Although the data presented has limitations, the findings are 
indicative of—at least in Maryland—a failed public health response to 
the gun violence epidemic. The fundamental challenges presented to the 
typical methods of HVIP work during the pandemic, including the 
limiting of approaching and recruiting patients at bedside and in-person 
service provision, have underscored the importance of developing 
alternative methods of fostering trust and rapport with participants. 
Going forward, policies and practices of HVIPs must be conducive to 
building relationships with populations that have historically been 
marginalized by the healthcare, criminal justice, and social service 
systems. 

Further exploration of the negative impact of COVID-19 on HVIP 
implementation and health outcomes as well as strategies for optimal 
program operation during a public health crisis are warranted. The 
pandemic-imposed challenges HVIPs experienced highlight larger sus
tainability issues that call for governmental financial support of HVIPs. 
While this work provides an initial understanding of the challenges 
HVIPs face during the ongoing COVID-19 pandemic, a broader exami
nation of the long-term negative health impacts on young Black men 
who survive violent assaults is needed. The results of these case studies 
suggest that the current method of delivering virtual psychosocial ser
vices/telehealth interventions for HVIP participants was not an effective 
nor efficient alternative approach to in-person programming. This 
finding supports similar research on the impact of COVID-19 on com
munity violence intervention (CVI) programs and HVIPs (see Altheimer 
et al., 2020). Participants described the desire for in-person services, 
specifically peer support groups. They also discussed how virtual ser
vices affected their ability to make connections to staff and other par
ticipants, raising concerns regarding confidentiality and privacy. These 
findings suggest the need for more research on digital health in
terventions for survivors of violent injury in a ways that they find most 
useful. 

These recommendations for future research and policy offer a viable 
means to address the marginal position of HVIPs and the need for 
innovative intervention strategies. In order for HVIPs to meaningfully 
engage in injury prevention, they must be sensitive to the broader social 
milieu in which they operate. Violence prevention cannot be done 
effectively with limited support and stability—future policy decisions 
must ensure that prevention remains a priority even when hospital 
systems experiences stressors. Centering the perspectives of frontline 
workers and the participants they work with must be coupled with 

robust institutional support. 

5. Limitations 

A case study design was used for this research, thus limiting the 
findings to two HVIPs in Maryland. Expansion of this research with a 
larger sample size is needed to further saturate themes to deepen an 
understanding of how local contextual factors shape staff and partici
pant experiences with pandemic-related barriers to care. There is a 
dearth of data on how CVIs and HVIPs have been responding to 
increased gun violence during the pandemic. More quantitative and 
qualitative studies are urgently needed to assess the impact of the 
pandemic on staffing, institutional support, resources, the delivery of 
services, and social and health outcomes for young Black men partici
pating in these programs. We recommend that academic institutions and 
national CVI organizations, such as The Health Alliance for Violence 
Intervention and Cure Violence, conduct large scale studies on the 
impact of the pandemic on violence intervention work. This will allow a 
more comprehensive understanding of pandemic-related barriers and 
their impact across multiple programs in the United States. These studies 
must center the perspectives of those most impacted by the intersection 
of both public health crises, including the strategies they have used to 
stay safe with limited support from violence intervention programs and 
society as a whole. While this research found burnout was a significant 
issue for HVIP staff members, further studies must examine how staff 
experiences with burnout are specifically related to the lack of institu
tional support in working with highly stigmatized populations as well as 
unrealistic workloads. This focus must include attention to the ways in 
which HVIPs are positioned within institutional contexts that have long 
legacies of racial discrimination. 

6. Conclusion 

The COVID-19 pandemic exposed how poor social determinants of 
health and inadequate healthcare resources disproportionately 
increased infection rates and deaths among Black Americans; we simi
larly argue that the pandemic also exposed the deficiencies in how 
HVIPs operated pre-pandemic. This research, coupled with the emergent 
literature examining the impact of the pandemic on violence prevention 
strategies, suggests that the challenges experienced by these programs 
during the pandemic are largely systemic. These findings are supported 
by systematic reviews of the effectiveness of HVIPs which show mixed 
effectiveness. More data is needed from a broader set of institutions for 
conclusive answers on the impact of the COVID-19 pandemic on the 
provision of HVIP services. A call to action by stakeholders for federal 
support is key to ensure the sustainability of HVIPs. While the proposed 
$5 billion dollars allocated for CVIs under President Biden’s Build Back 
Better jobs and infrastructure plan is a start, increased research funding 
through federal, state, and local initiatives to evaluate the effectiveness 
of HVIPs is needed. We contend this must include specific process 
evaluation during the current pandemic and a commitment to centering 
the perspectives of those most impacted by the convergence of these two 
public health crises. 
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