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Objective: Traumatic experiences are prevalent among people with serious mental illness and can
significantly worsen outcomes. This study aimed to identify an urban cluster of trauma types, compare
continuous distress ratings versus categorical experience of trauma for predicting outcomes such as
depression and quality of life, and investigate the mediating role of recovery orientation in the impact of
trauma exposure on outcomes.Method: Data came from an intervention study on African Americans with
serious mental illness living in a large urban area; 212 participants completed baseline self-report measures
of past trauma experiences, related distress levels, recovery, depression, and quality of life. Data were
assessed using correlations and regressive path modeling. Results: Overall, 56.6% of participants reported
experiences with trauma. Analyses suggested an urban cluster of trauma types that was self-reported by over
25% of participants. Distress due to trauma strongly correlated with greater depression as well as reduced
quality of life and recovery. Interestingly, the categorical presence of trauma history (yes/no) had no
significant relationship with any outcomes. Path analyses revealed that recovery mediated the impact of
trauma distress on depression and quality of life, specifically implicating the recovery subfactor of hope.
Conclusions and Implications for Practice:Results suggested that cognitive reframing focused on positive
appraisals of overall recovery, and the hope subfactor can have a positive influence on trauma outcomes.
The study supported the role of recovery in posttraumatic growth and suggests that hope can be used to help
patients process trauma healthily.

Impact and Implications
This study identified a cluster of traumas commonly experienced by urban African Americans with
serious mental illness. Distress ratings—but not categorical presence of trauma history—predicted
outcomes of depression and reduced quality of life, mediated by cognitive appraisal of recovery and
specifically the hope subfactor of hope. Practitioners might use cognitive reframing toward schemas of
recovery and hope to facilitate posttraumatic growth and improve patient outcomes. Research should
further examine trauma clusters and their impact on outcomes.
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Trauma is widely experienced by people with serious mental
illness (SMI), further exacerbating their negative outcomes. In this
article, we examined the effects of traumatic experiences and
subsequent distress on common outcomes such as depression and
quality of life. Recovery, a proxy for cognitive appraisal of the
traumatic event, was hypothesized to be a protective factor.
Recovery here referred to self-reported goal aspiration despite

recurring symptoms or disabilities. Schemas that developed
through perceptions of recovery, such as those related to hope,
could reduce trauma’s impact on negative outcomes. In this article,
we specifically examined the mediating effect of recovery on
trauma’s relationship with depression and diminished quality of
life. This study was being done on an urban sample of African
Americans with SMI.
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Epidemiological research suggested about 16% of the population
experience potentially traumatic events in their lifetime (Mills et al.,
2011). Trauma was defined as significant distress resulting from
a discrete event or set of events that yielded enduring emotional
and cognitive problems. The prevalence of trauma exposure among
people with SMI was much higher, ranging from 49% to 100%
(Grubaugh et al., 2011). More specifically, lifetime exposure to
traumatic events ranged from 89% in one study on people with severe
mood disorders (Lu et al., 2008) to 96% in a group of women with
schizophrenia spectrum disorders (Gearon et al., 2003). The frequency
of traumatic events was similarly prominent among subgroups of
persons with SMI: of people with SMI on probation, over 85%
reported past traumatic events (Givens & Cuddeback, 2021).
Trauma has a significant impact on the experiences and course of

SMI. Discrete trauma experiences among people with SMI led to even
higher rates of symptoms, especially depression, as well as diminished
well-being as assessed by quality of life (Ford et al., 2015, 2017).
Posttraumatic stress disorder (PTSD) in people with SMI was
associated with more recent psychiatric hospitalizations, more health
problems, more visits to doctors for health problems, and more
nonpsychiatric hospitalizations over the past year (Mueser et al.,
2004). PTSD may also contribute to substance abuse (Mueser et al.,
2004). Rates of PTSD varied by poverty, homelessness, and current
employment (Mueser et al., 2004).
The effects of a traumatic event depend on whether the person

experienced the event directly or vicariously, such as witnessing or
hearing about the event. The range of possible traumatizing events was
broad, including combat, natural disasters, and a slew of experiences
related to crime victimization. Research shows that trauma’s impact
varied by type of experience, with differences observed for man-made
versus natural disasters (Reifels et al., 2019) as well as violent versus
nonviolent events. Violence was associated with a higher likelihood in
the general population that the event was considered traumatic leading
to an increase in subsequent trauma-related symptoms (Kimerling
et al., 2007; Rasmussen et al., 2007). Of note, certain types of violent
traumas—such as combat, gun violence, interpersonal violence, and
witnessed violence—were reported at higher rates inAfricanAmericans
compared to White Americans (Alegría et al., 2013; Roberts et al.,
2011). Lower socioeconomic status was similarly associated with a
greater number of traumatic experiences involving violence, as well as
a higher lifetime prevalence of trauma exposure overall (Hatch &
Dohrenwend, 2007). In this light, we proposed an urban cluster with a
focus on types of traumas experienced by people of color in poverty.
This cluster included the two sides of urban crime—victimization
and the incarceration experienced by arrestees—plus indicators of
neighborhood poverty. One goal of this article was to determine the
impact of urban trauma on a group of African Americans with SMI.
Despite high odds ratios (Reifels et al., 2019), experience of

trauma did not necessarily lead to PTSD. PTSD was defined
by Diagnostic and Statistical Manual of Mental Disorders as a
syndrome that can result from traumatic experiences wherein
uncontrollable stress reactions continue long after the event is over.
Results from a large-scale epidemiologic survey indicated that
African Americans are at higher risk of developing PTSD following
exposure to trauma compared to other demographics (Roberts et al.,
2011). Some research suggests PTSD occurred at a higher rate
among people with SMI (seeMueser et al., 2004), while other studies
found that PTSD was often underdiagnosed in this group (Alexander
et al., 2016; Cusack et al., 2006). Because traumatizing events did not

always convert to PTSD, research had also examined the direct effect
of trauma experiences, separate from subsequent PTSD, on symptom
and well-being correlates. Trauma experiences in the general
population have been associated with lifetime risk of obsessive–
compulsive disorder (OR = 1.95), depression (OR = 1.69), and
alcohol use disorder (OR= 2.29; Reifels et al., 2019). Trauma history
was found to be significantly associated with depression and suicide
among veterans (Fijtman et al., 2023). Moreover, a history of child
physical or sexual abuse was associated with significant depressive
symptoms and worse health and well-being (Subica, 2013).

Research suggests the individual’s interpretation of the traumatic
event, in addition to the traumatic event per se, explained enduring
disruptions reflected in symptoms and diminished quality of life
(Sherrer, 2011). Cognitive appraisal influenced one’s long-term
response; these appraisals were framed by individual schemas that
may reflect resilient responses to life’s challenges (Sanchez-Gomez
et al., 2021). Perceptions of and experiences with recovery seemed to
influence resilience schemas. Van Weeghel et al. (2019) organized
the elements of recovery into five subsets: connectedness, hope,
identity, meaning, and empowerment (CHIME); their model was
supported by a systematic review of 25 journal articles. Among
recovery subfactors, hope may be especially important for mediating
the effects of trauma (Jittayuthd & Karl, 2022; Sympson, 2000).

The goal of this study was to examine the pattern of traumatic
events and corresponding distress among African Americans with
SMI living in a large urban area.We expected to find an urban trauma
cluster. We believed self-report of current distress due to trauma
would be better associated with outcomes and recovery as a mediator
than a categorical yes/no report of experience. We also expected
mediational analyses to support an indirect effect for recovery, and
more specifically hope, on depression and quality of life.

Method

Data for this article came from baseline findings of the Behaviors
for Healthy Lifestyles project, a study funded by the National
Institute on Minority Health and Health Disparities (MD010541-01)
examining health concerns of African Americans with SMI living
in Chicago. The project was conducted by a community-based
participatory research team of African Americans with SMI and
physical health concerns (Corrigan et al., 2015). All human subject
protections were approved by the Institutional Review Board at the
Illinois Institute of Technology including assurances about informed
consent, confidentiality, and anonymity of participants.

Selection criteria for research participants included people who
identify as African American with SMI and physical health concerns;
they were recruited from three psychiatric rehabilitation programs
in Chicago. In a face-to-face interview (which transitioned online
in March 2020 due to COVID-19 health protocol), participants
answered items reflecting demographics including age, gender
identity, race/ethnic identity (if any, in addition to AfricanAmerican),
marital status, employment, and education. Research participants
then completed four standardized assessments corresponding with
the central constructs of this article.

Trauma History Questionnaire

The Trauma History Questionnaire (THQ; Green, 1996) measures
types of traumas (Grubaugh et al., 2011; Maniglio, 2011) with
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excellent interrater reliability and moderate to high test–retest
reliability (Hooper et al., 2011). It was selected for this study because
it has been the standard bearer in previous research on trauma and
mental illness (Mueser et al., 2001, 2004). The THQ consisted of
19 yes/no questions addressing varied areas of traumatic events
occurring across the lifetime, including disasters and general trauma
(e.g., injury, natural or man-made disaster), victimization, poverty
(homelessness), and disease/accident (Hooper et al., 2011). In
response to “yes” answers, respondents were askedwhether the event
happened to them, waswitnessed, was learned third hand, and/or was
part of one’s job. Participants then rated the degree to which
“thinking about the event now” caused them distress on a 7-point
Likert scale (7 = worst possible distress).

Recovery Assessment Scale–Revised

The Recovery Assessment Scale–Revised (RAS-R) was a 24-item
measure with individual items representing aspects of recovery that
parallel CHIME (Corrigan et al., 2004; Salzer &Brusilovskiy, 2014).
Participants responded to items on a 5-point agreement scale (5 =
strongly agree), for example, “I have my own plan for how to stay or
becomewell.” The scale had five factors: hope, willingness to ask for
help, goal and success orientation, reliance on others, and not being
dominated by symptoms. Individual itemswere summed into the five
factor scores. Higher scores indicated greater endorsement of each
recovery factor.

Center for Epidemiological Studies Depression
Scale–Revised

The Center for Epidemiological Studies Depression scale
comprised items reflecting the experience of depressive symptoms
(e.g., restless sleep, poor appetite, and feeling lonely) over the past
week on a 3-point Likert scale (Radloff, 1977). It was revised to a
20-item version (Eaton et al., 2004) with psychometrics supported
in a large-scale community sample (N = 7,389; Van Dam &
Earleywine, 2011). Items are summed to yield a single overall score
for depression.

Quality of Life Scale

The Quality of Life Scale (QLS) was a six-item questionnaire
assessing general and domain-specific life experiences (Corrigan &
Buican, 1995; Lehman, 1988), for example, “Please tell me how
your life is as a whole.” Items are answered on a 7-point scale (7 =
delighted) with a total score representing the sum of scale items.
The QLS had demonstrated construct validity for people with SMI
through positive relationships with recovery and empowerment
(Corrigan & Buican, 1995).

Data Analyses

Missing data were assessed, and mean of nearby points were
determined for research participants who failed to answer individual
items within a measure. The normality of items after imputation was
assessed for skew and kurtosis. Analyses of THQ data were limited to
responses in which participants said they directly experienced the
traumatic event. In addition to examining correlates to this yes/no
answer, we examined the impact of distress as rated on a 7-point scale.

The frequency of overall trauma experiences, in addition to the
frequency of each kind of traumatic event, was determined as a ratio
of individual positive responses to the total number of research
participants. Means and standard deviations of distress were limited
to trauma categories to which more than 25% of research participants
responded affirmatively; events with less than 25% affirmative
responses are underpowered for additional analyses. Effects of the
categorical yes/no responses were assessed in between-group
analyses of variance for depression, quality of life, and overall
recovery. Effects due to trauma distress were examined in Pearson
product-moment correlations for the same three outcomes, plus for
each of the five RAS-R subfactors. The mediating effects of recovery
were examined using Hayes’s (2022) PROCESS macro for
mediation, moderation, and conditional process analysis.

Results

A total of 234 participants were recruited and screened; 21 of these
were excluded because they did not meet the criteria for existing
health or mental health challenges. Further examination of the data
determined only 22.5% (n = 48) of cases were missing. Distribution
normality was examined in terms of skew and kurtosis. Skewness for
variables ranged from −0.94 to +0.54, and kurtosis ranged from
−1.05 to +1.26, which are within the criteria for normal distribution
(Tabachnick & Fidell, 2013). Thus, data transformations were not
needed. Prior to running any analyses, the reliability of key outcomes
was examined across baseline and 8-month time points. All measures
demonstrated a moderate to strong level of reliability: quality of life
(α = .837, .831) and recovery (α = .894, .914).

Sample Characteristics

Table 1 summarizes the means and standard deviations or
frequencies of demographic variables. The mean age was 51.4 years
(SD = 9.3), and the sample was 58.0% female. Research participants
identified multiple psychiatric diagnoses; the most frequent were
major depressive disorder, bipolar disorder, and anxiety disorder.
Co-occurring substance use was reported by 13.7% of the sample. In
addition to being African American, some participants also identified
themselves as mostly White Americans (7.1%) or American Indian/
Alaskan Native (5.7%). Only 4.7% of participants identified as
Hispanic/Latinx. About two thirds of the sample reported they were
single, 70.8% were unemployed, and 70.3% had a high school
diploma or higher.

Trauma Experience Versus Trauma Distress

Table 2 summarizes frequencies in which research participants
reported they had directly experienced each of the 19 events in the
THQ. The six events that were the most affirmed, in this case, by
25% or more of the sample, represented what we have labeled the
urban cluster: physical assault, assault with a weapon, sexual
assault, incarceration, homelessness, and neighborhood violence.
Means and standard deviations of distress were then determined for
this smaller set; we excluded the statistics for other traumatic events
because of the small n. Note that sexual assault was rated as the most
distressing; we were unable to test this difference statistically
because almost no one responded affirmatively to all six events.
Overall, 56.6% of participants reported that they had experienced at
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least one traumatic event, which corresponded with a mean distress
score of 4.47.

Table 3 lists means and standard deviations of depression, quality
of life, and overall recovery across yes/no responses for overall
lifetime experiences of trauma as well as for the six most frequent
events. Note that previous experience with any traumatic event per
se was not associated with depression, quality of life, or recovery.
Physical assault was shown to be associated with greater depression,
lower quality of life, and lower overall recovery. Neighborhood
violence showed similar patterns in two of the three outcomes:
greater depression and lower recovery.

Table 4 summarizes Pearson product-moment correlations
between distress about traumatic events and the three outcomes.
Total distress due to trauma was found to be associated with greater
depression as well as lower quality of life and less recovery. Of the
specific traumatic events, only two showed clear correlations with
outcomes: distress from physical assault was associated with lesser
overall recovery and distress from sexual assault was associated with
greater depression. Table 5 shows correlation coefficients between
distress and the five subscales of the RAS-R. As expected, total
distress from all traumas was significant and inversely associated
with the hope factor of the RAS-R, as was distress due to past
physical assault—though of note, these did not meet the Bonferroni
criterion for significance. Only one of the remaining correlations was
significant: Trauma due to incarceration was associated with lower
ratings of not being dominated by symptoms. In addition, the bottom
two rows of Table 5 show correlation coefficients between the
outcome indicators of depression and quality of life with recovery
and its subfactors. As expected, correlations between depression and
the five RAS factors were robust and negative, while those with
quality of life were significant and positive. The correlation of overall
recovery with the two outcomes was equally significant: depression
(r = −.511, p < .001) and quality of life (r = −.575, p < .001).

Mediation Effects

Findings from the regression equations testing recovery as a
mediator between trauma distress and outcome (depression or
quality of life) were summarized in Figures 1 and 2. Note that path
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Table 1
Sociodemographic Characteristics of Sample

Characteristic n (%)

Age—M (SD) 51.4 (9.3)
Gender
Male 88 (41.5)
Female 123 (58.0)
Transgender female 1 (0.5)

Current mental illnessa

Adult attention deficit disorder 5 (2.4)
Anxiety disorder 87 (41.0)
Bipolar disorder 94 (44.3)
Major depressive disorder 136 (64.2)
Obsessive–compulsive disorder 9 (4.2)
Panic disorder 29 (13.7)
Personality disorder 10 (4.7)
Posttraumatic stress disorder 43 (20.3)
Schizophrenia 62 (29.2)
Schizoaffective disorder 22 (10.4)
Phobia 13 (6.1)
Other 12 (5.7)

Substance use disorder
No 183 (86.3)
Yes 29 (13.7)

Race/ethnicity (in addition to African American)b

American Indian/Alaskan Native 12 (5.7)
Asian 2 (0.9)
White American 15 (7.1)
Native Hawaiian/Pacific Islander 3 (1.4)
Other 8 (3.8)

Hispanic/Latino
No 202 (95.3)
Yes 10 (4.7)

Sexual orientation
Heterosexual 177 (83.5)
Bisexual 16 (7.5)
Gay 12 (5.7)
Lesbian 4 (1.9)
Other 2 (0.9)
Prefer not to answer 1 (0.5)

Marital status
Single/never married 140 (66.7)
Married 9 (4.3)
Unmarried partners 4 (1.9)
Widowed 18 (8.6)
Separated 7 (3.3)
Divorced 32 (15.2)
Prefer not to answer 2 (0.9)

Employment statusa

Full-time 9 (4.2)
Part-time 27 (12.7)
Retired 16 (7.5)
Attending school 9 (4.2)
Unemployed 150 (70.8)
Volunteer 26 (12.3)
“Under the table” work 6 (2.8)
Other 8 (3.8)

Education
Less than high school 11 (5.2)
Some high school 51 (24.2)
High school diploma/GED 44 (20.9)
Some college 71 (33.6)
Associate’s degree 19 (9.0)

(table continues)

Table 1 (continued)

Characteristic n (%)

Bachelor’s degree 8 (3.8)
Some graduate school 1 (0.5)
Graduate/professional degree 6 (2.8)
Prefer not to answer 1 (0.5)

Note. N = 212. Number of research participants is provided next to each
categorical demographic followed by the percent of the total sample in
parentheses. GED = general equivalency diploma.
a Participants could select more than one option, so total percentage may
exceed 100. b Participants only answered if they identified as a race other
than African American, so total percentage is less than 100.
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models were limited to overall recovery and the hope subfactor
because they were the only variables that correlated significantly
with outcomes. The first two paths in Figure 1 examine the mediating
effects of (a) overall recovery and (b) the hope subscale of recovery
on the relationship between trauma and depression, while the latter
two paths in Figure 2 examine the mediating effects of recovery and
recovery-hope on trauma and quality of life. In all cases, indirect
paths through recovery (total score or the subfactor of hope) were
significant. Specifically, the top path in Figure 1 shows significant
inverse relationships for trauma and total recovery, as well as total
recovery and depression. The direct effect between trauma distress
and depression was significant. The index for total indirect effect was
.05 with confidence intervals supporting the hypothesis of significant
indirect effect. Similar findings emerged for the second path in

Figure 1, with the expected significant relationships between trauma,
recovery-hope, and depression. Once again, the direct effect between
trauma distress and depression was significant. The index for total
indirect effect was .04, with confidence intervals again supporting the
hypothesis.

Similar support was found for the two recovery indices as
mediators between trauma distress and quality of life in Figure 2. The
first path showed a significant inverse correlation between trauma
and total recovery and a significant positive relationship between
total recovery and quality of life. The total indirect effect was −.05
with confidence intervals supporting the hypothesis. Finally, the
paths between trauma distress and recovery-hope and between
recovery-hope and quality of life were both significant and in the
expected direction. Confidence intervals supported a hypothesis of
significant indirect effect.

Discussion

This study examined overall recovery and the subfactor of hope as
mediators of trauma’s impact on depression and quality of life
among African Americans with SMI. Almost 60% of participants
reported at least one traumatic experience, a frequency higher than
the general population (Mills et al., 2011) but within the range for
people with SMI (Grubaugh et al., 2011). Using affirmations from
25% of the sample as the cut point, six events were endorsed that
represent a cluster of experiences common in large metropolitan
areas that struggle with poverty: physical assault, assault with a
weapon, sexual assault, incarceration, homelessness, and neighbor-
hood violence. Sexual assault was reported as most distressing,
though sample size and distribution prevented an inferential test of
this finding.

One goal of this study was to determine how categorical yes/no
reports of trauma, compared to continuous ratings of trauma distress,
were associated with depression, quality of life, and recovery.
Findings showed that categorical lifetime experience of any trauma
was not associated with greater depression or lower quality of life
and recovery. Specific violent events were related in two cases:
Physical assault and neighborhood violence were associated with
worse symptoms and diminished well-being. Surprisingly, no such
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Table 2
Frequency and Subsequent Distress of Direct Trauma in African
Americans With Serious Mental Illness

Type of trauma
Percent reported

“yes” (n) Distress M (SD)

Overall (any trauma) 56.6% (120) 4.47 (1.74)
Natural disaster 6.6% (14)
Fire or explosion 15.6% (33)
Transport accident 24.5% (52)
Serious accident 10.8% (23)
Exposure to toxins 5.7% (12)
Physical assault 36.8% (78) 4.62 (2.31)
Assault with weapon 26.4% (56) 4.59 (2.32)
Sexual assault 30.2% (64) 5.38 (2.11)
Other sexual experience 19.3% (41)
Combat/war zone 0.9% (2)
Captivity, for example, abduction 9.0% (20)
Life threat illness/injury 17.0% (36)
Severe human suffering 11.3% (24)
Serious harm caused to other 9.4% (20)
Incarceration 29.2% (62) 3.98 (2.49)
Homelessness 41.0% (87) 4.78 (2.36)
Involuntary hospital 21.2% (45)
Neighborhood violence 28.8% (61) 4.61 (2.32)
Other stressful events 8.0% (17)

Table 3
The Impact of Trauma on Depression, Quality of Life, and Recovery

Direct trauma Depression Quality of life Recovery

Type Reported M (SD) F(1, 210) p M (SD) F(1, 210) p M (SD) F(1, 210) p

Overall (any trauma) Yes 23.69 (11.49) 0.637 .426 27.07 (8.05) 0.096 .757 96.15 (13.96) 0.017 .897
No 22.45 (10.93) 27.38 (6.37) 96.37 (10.67)

Physical assault Yes 26.11 (12.04) 8.893 .003 25.40 (8.00) 7.695 .006 93.69 (14.26) 5.180 .024
No 21.43 (10.41) 28.26 (6.76) 97.73 (11.33)

Assault with weapon Yes 24.14 (12.25) 0.593 .442 26.93 (7.80) 0.106 .745 97.01 (13.94) 0.279 .598
No 22.79 (10.87) 27.30 (7.20) 95.97 (12.13)

Sexual assault Yes 23.89 (11.33) 0.393 .531 26.71 (7.70) 0.405 .525 97.10 (12.35) 0.423 .516
No 22.83 (11.23) 27.42 (7.21) 95.87 (12.75)

Incarceration Yes 24.23 (11.58) 0.802 .371 26.58 (7.88) 0.621 .431 94.81 (15.34) 1.140 .287
No 22.71 (11.11) 27.46 (7.13) 96.84 (11.29)

Homelessness Yes 24.66 (11.90) 2.668 .104 26.39 (8.09) 1.814 .179 96.45 (14.10) 0.039 .845
No 22.10 (10.68) 27.77 (6.76) 96.10 (11.51)

Neighborhood violence Yes 26.28 (11.54) 6.820 .010 25.91 (7.67) 2.695 .102 93.25 (14.03) 4.919 .028
No 21.89 (10.90) 27.73 (7.18) 97.45 (11.83)
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relationship was found for assault with a weapon or sexual assault.
Future research should examine this pattern; for example, based on
other research, gender, age during the event, or frequency of specific
events might moderate the impact of trauma (Hildebrand et al.,
2016; Segalo, 2015). Separately, we examined the relationship of
distress ratings with the three outcomes. Total distress, the sum of
self-reported distress from each trauma event, was associated in
expected directions with depression, quality of life, and recovery.
Report of current distress due to previous traumatic events was
associatedwith worse symptoms andwell-being. Like the categorical
difference analyses, distress from individual traumatic events was
mostly not found to be associated with these outcomes. Later, we
consider research strategies for subsequent studies to address this
finding in the Limitations section.
Mediational analyses supported our hypotheses about recovery

as a mediator. Overall recovery significantly mediated the effects of
trauma on both depression and quality of life; the hope subfactor
showed similar effects. Of note, this research was especially
important because it focuses on trauma in an African American
sample. In this article, we framed recovery and hope as schemas
that may influence the cognitive appraisal of traumatizing events
(Sherrer, 2011). Emotional processing theory was one model of
cognitive appraisal related to trauma and PTSD where cognitive,
behavioral, and physiological reactions interacted to form fear
networks as a result of the trauma exposure (Foa et al., 2006; Foa &
Kozak, 1986). Aspects of these fear networks were subsequently
triggered, creating the symptoms that constitute PTSD. Posttraumatic
growth (PTG) has emerged as an additional outcome of traumatizing

events, reflecting positive elements of recovery. PTG has been
defined as positive psychological changes that may arise after trauma
(Tedeschi & Calhoun, 2004); it was mediated by coping self-
efficacy, core beliefs, and self-reported recovery (Ng et al., 2021).

Limitations

Several limitations influenced the interpretation of the findings.
Because of COVID-19, we moved from a face-to-face to virtual
approach to collecting data. Research had begun to look at this impact
on assessment with exemplary studies done in the education setting.
Research showed the quality of testing on virtual platforms, compared
to face-to-face, is hampered by unstable internet connections, lack of
experience with e-testing, and open-ended questions (Plavsic et al.,
2021; Saleem et al., 2021; Souleles et al., 2020). Future research needs
to account for these differences in design and analyses. Research
should continue studying mediators of trauma distress, including
demographics relevant to events themselves, such as gender, age
(during the event and at the time of response), and ethnicity (especially
as social determinants of health and social disadvantage). Results
showed preliminary support for an urban cluster of traumatic events
reflecting common themes of violence and poverty; however, further
analyses of both the urban cluster and distress mediators require larger
subject samples, which are better powered for analyses and stratified to
test for specific demographics. Existing nationwide epidemiological
surveys, such as the National Comorbidity Survey: Baseline (Kessler,
2008) and its subsequent reinterview and replication (Alegria et al.,
2016; Kessler, 2015), may provide data for these analyses. Finally,
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Table 4
Correlations Between Trauma Distress and Depression, Quality of Life, and Recovery

Distress from direct trauma Depression Quality of life Recovery

Total distress .285** −.248** −.221*
Distress due to physical assault .201 −.103 −.246*
Distress due to assault with weapon .115 −.060 −.182
Distress due to sexual assault .379** −.138 −.194
Distress due to incarceration .111 −.175 −.223
Distress due to homelessness .197 −.113 −.126
Distress due to neighborhood violence .102 −.056 −.154

* p < .05. ** p < .01.

Table 5
Correlations of the Five Subscales of Recovery With Trauma Distress and Outcome Variables

Measure Hope Willing to ask for help Goal/success orientation Reliance on others Not dominated by symptoms

Distress from direct trauma
Total −.217* −.077 −.159 −.151 −.124
Due to physical assault −.246* −.183 −.205 −.105 −.168
Due to assault with weapon −.139 −.165 −.250 −.226 −.024
Due to sexual assault −.118 −.059 −.116 −.232 −.149
Due to incarceration −.153 −.221 −.208 −.036 −.341**
Due to homelessness −.087 −.018 −.150 −.046 −.181
Due to neighborhood violence −.179 −.118 .004 −.063 −.223

Outcome
Depression (CESD) −.477*** −.299*** −.303*** −.406*** −.336***
Quality of life .503*** .310*** .365*** .537*** .345***

Note. CESD = Center for Epidemiological Studies Depression scale.
* p < .05. ** p < .01. *** p < .001.
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additional assertions about mediation are possible with a longitudinal
design.
This study focused on trauma and recovery specifically among

urban African Americans. Unfortunately, we were unable to stratify

on any demographics and hence are unable to determine the
representativeness of the sample to Chicago specifically or the
United States more generally. Future research should attempt
strategic stratification to not only address representativeness of
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Figure 1
Mediation Effects of Recovery on Trauma Distress and Depression Outcomes

(a) 

total indirect effect = .052 (CI = .025 to .088)

(b) 

total indirect effect = .044 (CI = .019 to .076)

Total Trauma 
Distress

Recovery
(Total RAS)

Depression
(Total CESD-R)

-.15*

.10*

-.35***

Total Trauma 
Distress

Recovery:
Hope

Depression
(Total CESD-R)

-.06**

.11*

-.70***

Note. (a) Overall recovery. (b) Hope subscale of recovery. RAS = Recovery Assessment Scale;
CESD-R=Center for Epidemiological Studies Depression scale–Revised; CI= confidence interval.
* p < .05. ** p < .01. *** p < .001.

Figure 2
Mediation Effects of Recovery on Trauma Distress and Quality of Life Outcomes

(a) 

total indirect effect = -.052 (CI = -.082 to -.027)

(b)

total indirect effect = -.043 (CI = -.070 to -.021)

Total Trauma 
Distress

Recovery
(Total RAS)

Quality of Life
(Total QLS)

-.15*

-.04

.35***

Total Trauma 
Distress

Recovery:
Hope

Quality of Life
(Total QLS)

-.06*

-.05

.68***

Note. (a) Overall recovery. (b) Hope subscale of recovery. RAS = Recovery Assessment Scale;
QLS = Quality of Life Scale; CI = confidence interval.
* p < .05. *** p < .001.
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African Americans but even broader agenda across other ethnic
groups, rural settings, or other important diversity factors.

Implications

Recovery is an important target for interventions aiming to
diminish the impact of traumatic events and PTSD, especially in
ethnically diverse groups like African Americans. One study showed
Wellness, Management, and Recovery may have a positive impact on
trauma-related symptoms (Lee et al., 2016). The Trauma Recovery
and Empowerment Model was an intervention tailored specifically
for women who have experienced trauma and grounded in feminist
and relational theory (Fallot & Harris, 2002; Harris & Anglin, 1998).
The three phases focused on empowerment, trauma recovery, and
advanced trauma recovery; key ingredients include psychoeducation,
cognitive restructuring, skill building, and peer support. A systematic
review of 12 outcome studies found that Trauma Recovery and
Empowerment Model led to beneficial effects on anxiety, posttrau-
matic distress, psychological distress, and substance use. The Trauma
Recovery Group was largely based on cognitive behavioral therapy
and includes breathing retraining, education about PTSD, cognitive
restructuring, coping skills training, and personal recovery planning
(Mueser et al., 2007). Separate randomized trials showed that Trauma
Recovery Group yielded significant benefits on PTSD symptoms for
people with SMI (Mueser et al., 2008) and veterans (Sacks et al.,
2017). Although recovery was a noted construct in both these studies,
future research should seek to unpack recovery as described herein
and in terms of CHIME.
Consideration of intersectionality further enhances the signifi-

cance of these findings (Oexle & Corrigan, 2018). How does being
a person with SMI and being African American impact both the
interpretation of traumatic events as well as interventions meant to
diminish their harmful effects? Answers to this require a balance
between understanding the phenomenon at the social level—both
the qualitative and quantitative nature of the cultural group of
African Americans with mental illness who experience trauma—
and at the individual level: What does it mean to individuals as they
come to understand trauma’s impact in their lives and ways to
remedy it (Pickett, 2020)? Social-level analysis needs to focus on
social determinants and social disadvantage including poverty and
involvement in the criminal justice system. Individual-level
variables need to unpack how psychological constructs related to
trauma, like PTG, for example, impact the journey of an African
American with SMI experiencing trauma (White et al., 2021).
Competent service here eschews essentialism and promotes cultural
humility (Zhu et al., 2023).
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