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RESULTS — DEMOGRAPHICS AND INJURY TRENDS CONCLUSIONS

INTRODUCTION

A particular phenomenon of interest in health literature is the well-known “Hispanic Table 1. National Trauma Demographic and Injury Characteristics by Table 2. Mechanisms of Injury and Insurance Type by  Hispanic patients are following national trends in injury incidence, with rates of
Paradox.” This refers to Hispanics having similar or lower mortality rates than non- Race/Ethnicity. Race/Ethnicity. falls increasing and rates of MVCs decreasing.
Hispanic Whites, despite having higher risks associated with lower socioeconomic . Work-related injuries are significantly higher and remain higher over time
status. This has also been shown within the trauma population and indicates H NHW AA P among Hispanics
Hispanic patients are different than patients of other race and ethnicity. MOl . . - _ _ . _ _
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grouping minorities into a single group as a comparator, thereby assuming minority enetrating R it et 16,688 (32%) 131,070 (43.7%) 20,230 (27.3%) * Injury prevention is necessary to decrease the high rates of work-related
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patients are homogenous. c)B:u‘rn 0625; ;3; 1?; 9,438 (18.1%) 91244 (30.5%) 19,222 (25.9%) injuries and falls observed among Hispanics.
ther 4. .5 4. . i i i i - - i
: 0 0 0 19,330 (37.1%) 50,592 (16.9%) 27,859 (37.6%) Hispanic trauma patients have consistently better-than expecteql mortality
Mortality 2.8% 2 4.1% 2 3.7%° 0.001 6,657 (12.8%) 26,717 (8.9%) 6,379 (9.3%) outcomes, which suggests the need to understand what underlying
OBJ ECTIVES * These variables were log-transformed prior to testing top optimally-normalized data. ’ i ' 2 ’ =2 meChanisn_]s lead to favorable OUtCO-meS in this subpopulation to improve
- P-values are shown for the randomization test based on 1,000 random permutations. n 32,153 239,623 74,130 outcomes in other race and/or ethnic groups.
* The purpose of this study was to define nationwide epidemiological ) :ﬁ;m;eaclzgsf;'::;;m:qaa:;s;?;:r;sttipaieo'gi')cated as superscripts next to values; values not
trends in injuries and outcomes among Hispanic trauma patients. - Letters a-c correspond to ascending order of significantly differentiated values; for categorical variables,

* Additionally, Hispanic trauma patients were compared to non-Hispanic only the first category is noted, but letters indicate which distributions differ.
White and African American patients to determine what differences
exist in and among race/ethnic groups in trauma, including mortality

outcome.
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