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ABSTRACT 

 

Data consistently shows that firearm violence affects minority populations 

disproportionately. In the 1970s, firearm injury related death was the 13th leading cause 

of death in America. The problem has only worsened, costing the US economy almost 

$230 million a year and is now the second-leading cause of injury related death. Gun 

violence should be considered a public health crisis given its costs in terms of morbidity, 

mortality, and economics, but also can be considered a social determinant of health as it 

contributes significantly to minority populations’ medical histories and health outcomes. 

Homicide is the leading cause of death in Black males between the ages of 15 and 34, 

with 91% of these deaths being the result of firearm injury. However, the way gun 

violence is portrayed in the media inaccurately generalizes White populations fulfilling 

the victim role while Black populations in the criminal role. The media considers 

shootings involving Black populations as “commonplace,” and therefore these incidents 

receive less attention from media sources. The constant impact of firearm violence places 

on healthcare providers is also significant, as the incidence of post-traumatic stress 

disorder is three times higher for trauma surgeons than the general population. Many 

healthcare organizations have recognized the devastating impact of firearm injury by 

coming out with position statements, developing patient education and advocacy 

resources, and community engagement initiatives to help support populations most 

affected. While more is to be learned in terms of research about the impact of this public 

health issue, we need to take a multifaceted approach to work towards equitable care for 

our most vulnerable populations. 
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CHAPTER 1: INTRODUCTION 

I was inspired to write this thesis about this topic after rotating on the trauma 

surgery service during my first clinical clerkship of my third year of medical school. It is 

a rotation that I will always carry with me, and a rotation I am extremely thankful for 

having the opportunity to experience. This thesis is about one of the most important 

public health crises our nation is facing: firearm violence and specifically, the ethical 

responsibility for health care personnel to speak up regarding this issue. I will be 

examining this from the role of a physician, as that is my prospective career path. 

However, the principles and notions expressed in this thesis can be extrapolated to 

anyone in the healthcare profession. In a broader sense, the duty to participate in the 

firearm violence debate falls to everyone, as we all have a collective responsibility to our 

society. It is important to distinguish that this thesis is not about mental health and suicide 

as it relates to gun violence. While this is an extremely important topic, it is beyond the 

scope of this work.  

The first portion of this thesis examines the social history on the intersection of 

gun violence and the medical field. Having laid down the context for how we are where 

we are today, I will make the argument that gun violence is a public health issue. Because 

of the far-reaching consequences of structural racism and violence on society, it is 

equally important to argue for an ethical imperative to speak about this issue. Moreover, 

it would be incomplete to discuss gun violence without examining the impact of constant 

exposure to penetrating violence on trauma care providers, focusing particularly on 

burnout syndrome and compassion fatigue. Promisingly, there are significant steps that 

have been taken in recent years regarding gun violence screening, prevention, and 
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counseling. In showcasing what has already been done, there seem to be avenues where 

we as a community can advocate for our patients and for the collective health of our 

society. I will end this thesis with pathways for new initiatives we can utilize to further 

advocate for our most vulnerable patients. My goal for the readers of this thesis is a deep 

realization that our actions have meaning. Saying nothing and being complacent 

regarding this issue – or any issue really – does not allow for a neutral path. Instead, as 

the famous quote from Desmond Tutu (attributed, before 1986) states, “if you are neutral 

in situations of injustice, you have chosen the side of the oppressor.” If we want to find 

solutions to this preventable cause of poor health outcomes, we must do all we can to 

speak up and advocate for more equitable policies and legislation.  
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CHAPTER 2: SOCIAL HISTORY ON THE INTERSECTION OF 

 GUN VIOLENCE AND MEDICINE 

The earliest literature portraying gun violence from a medical perspective can be 

found in the late 1970s (Browning; Mahler & Fielding; Rushforth et al.). An article from 

the New England Journal of Medicine (Mahler & Fielding, 1977), highlights some of the 

differences in gun violence in almost 50 years ago. In the late 1970s, firearm-related 

death was the 13th leading cause of death, while in 2017, firearm-related death surpassed 

motor vehicle crashes and came in second to the drug-related death as the leading cause 

of injury-related death (Cunningham et al., 2019). The CDC notes that homicide by 

firearm is one of the top five causes of violence-related death in the US as of 2018 

(Leading Causes of Death and Injury - PDFs/InjuryCenter/CDC, 2021, Feb). 50 years 

ago, the earliest data on gun violence in America noted that nonwhite populations were 

disproportionately affected (Mahler & Fielding, 1977), which unfortunately continues to 

be the case now. Not only is the prevalence of gun violence still higher in cities with 

racially segregated neighborhoods with higher rates of poverty, but black Americans are 

also 10 times more likely to die by gun violence than white Americans (Gun Violence in 

America, 2020).  

From the 1960s to the 1970s, the data shows an almost three-fold increase in gun 

violence, a rise attributed to the increasing availability and accessibility of handguns 

(Rushforth et al., 1974). In fact, as early as 1974, experts asserted that “the possession of 

firearms by civilians appears to be a dangerous and ineffective means of self-protection” 

(Rushforth et al., 1974). Data continues to show that access to a gun doubles the risk of 

death by homicide (Gun Violence in America, 2020). Not only does gun violence result in 
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a striking loss of life, but it also carries burdensome financial costs on the US economy. 

In the 1970s, gun violence was estimated to result in almost a $39 million cost, owing to 

a loss of productivity, earnings, medical care, and death. The medical care alone was 

estimated to be about $1.6 million (Mahler & Fielding, 1977). Extrapolating these costs 

to a 2020 economy, this adjusts to a $186 billion cost. In actuality, the problem has 

worsened, as it is estimated to cost the US $229 billion a year, according to data from the 

Giffords Law Center to Prevent Gun Violence and the CDC (Maloney, 2019). Critics of 

stricter gun policy reference “stable rates” of gun-related homicide from 2004-2014. 

However, this argument disregards increased rates of shootings and improved health care 

that has helped to stabilize the death rate despite more patients suffering gun violence 

(Jena & Prasad, 2014). So, while the death rate from gun-related homicide has 

“stabilized”, the overall problem of firearm violence has worsened as more patients are 

being affected by preventable violence explaining some of the increase in cost of 

healthcare due to gun violence.  

The United States Constitution guarantees a set of fundamental rights and 

freedoms to all its people. Relevant to this thesis are the First and Second Amendments – 

the freedom of speech and the right to keep and bear arms. In 1993, the Center of Disease 

Control (CDC) funded research that showed access to guns in the home were associated 

with an increased risk of homicide, as reported by the New England Journal of Medicine 

(Kellermann et al., 1993), debunking the argument that guns are helpful for self-

protection. In response to this publication, the National Rifle Association (NRA) lobbied 

for the elimination of the CDC. The CDC survived, but was restricted by the passing of 

the Dickey Amendment of 1996, stating that “none of the funds made available for injury 
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prevention and control at the Centers for Disease Control and Prevention may be used to 

advocate or promote gun control” (Jamieson, 2013). Based on most recent estimates, 

research on gun violence comprises only 0.085% of the CDC’s annual budget (Rajan et 

al., 2018). Without federal funding, it is difficult to conduct gun policy and violence 

prevention research, as there are no financial means for doctoral and postdoctoral 

students to pursue these avenues. Students who are interested in studying the effects of 

firearm injury and death are strictly limited in their opportunities to do so, hindering our 

ability as a society to learn more about this public health issue. Given that gun violence 

leads to such drastic social and financial costs in the US, a lack of funding and support 

into research is only ensuring that this cycle of violence continues. At its core, this law 

violates basic American values – specifically our commitment to furthering knowledge 

and the ability to ensure the safety of our nation’s people.  

In 1994, Congress passed an assault weapons ban, which included 18 types of 

assault weapons – including those with high-capacity magazines and military-style 

features. This ban lapsed in 2004, and in the 10 years since (from 2004-2014), the 

number of gun massacre deaths increased by more than three times (Gun Violence, 

Prevention of (Position Paper), 2018). It is also important to note the history of a Florida 

law passed in 2011, the Privacy of Firearm Owners Act. This law restricted physicians, 

nurses, and other medical staff from asking whether their patients and their families 

possess firearms. Fourteen other states followed in Florida’s footsteps and tried to 

introduce similar policies, known colloquially as “physician gag laws” (Parent, 2016). In 

2014, a three-judge panel in Florida upheld the constitutionality of this law. This law 

made its way to the courts again in 2017, when the US Court of Appeals finally decided 
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to protect healthcare professionals’ First Amendment right by striking it down. 

Additionally, the other states that have proposed similar policies have not been able to 

successfully pass any legislation barring the ability of physicians to ask their patients 

about gun ownership. However, this latest ruling could still be overturned by the US 

Supreme Court (Rathore, 2014).  

The complexities surrounding this law parallel the complexities regarding the gun 

violence debate. One side argues for the right to bear arms while another side argues for 

the right for safety. While both sides continue to argue gun violence, this widespread 

health issue continues to wreak havoc on its victims. The lack of movement in regard to 

this epidemic is multifactorial. A historical analysis shows that this crisis lacks support 

and funding from the federal government. It also presents as an extremely sensitive and 

delicate topic as the debate inevitably hits on the some of the most personal and basic 

rights many Americans hold dear. While gun violence prevention does not necessarily 

mean that no one should have access to gun ownership, it does mean that ownership 

should be restricted, which can be seen as an infringement on the individualistic and 

independent values of America. However, from a bioethical perspective, if we are to act 

in a benevolent manner, then we must ensure the safety of our patient population. In the 

case of the Dickey Amendment, physicians and other healthcare providers advocated for 

their own freedom of speech in order to provide better care for their patients. Not being 

able to ask patients about their gun ownership status would certainly result in poorer 

health outcomes. We know for a fact, given the data that has been published, that access 

to firearms increases the risk for injury and death, and that conversations focused on safe 

gun practices (i.e. locks and storage) result in better outcomes (Rathore, 2014). If this 
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case is presented before the Supreme Court, healthcare providers must continue to 

advocate for their own rights in order to protect their patients from preventable injury and 

death.  

On the other hand, in terms of politics, physicians have not always upheld their 

patients’ best interests justifying the distrust disinvested patient populations have in the 

healthcare community. Historically, the American Medical Association (AMA) has 

expressed publicly that it would be best to regulate the tobacco industry. However, 

deeper analysis exposes that the AMA has financially supported politicians who 

consistently actively voted against tobacco regulations (Cunningham et al., 2019). 

Decades later, a similar pattern can be seen in the gun violence arena. A group of 

researchers examined 25 of the largest physician-associated political action committees 

(PACs) on their voting history of gun regulation (Schuur et al., 2019). The voting history 

shows that 20 out of 25 physician-associated PACs financially supported more in total to 

Senate candidates and 24 out 25 PACs contributed more to House of Representative 

candidates who voted against background check expansion for firearm acquisition 

(Schuur et al., 2019). These same PACs publicly argue for firearm reform but support 

government officials with contradictory voting records. Given this data, it seems that 

while physicians have an ethical duty to “do no harm” and ensure that their patients have 

healthy lives, physician groups in the political arena might be doing more to hinder 

progress with gun violence prevention than help it. Physicians must utilize the political 

platform to advocate for the change that would be most beneficial to their patients, but 

this evidence only gives our patients more reasons to distrust the medical profession – as 

many of them already do. We must maintain transparency in what we advocate for 
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publicly and politically and maintain accountability to our patients. The analysis of the 

physician-associated PACs shows a clear ethical violation from these healthcare 

professionals. I encourage the current and next generation of physicians to use the 

political platform ethically and responsibility, maintaining the health of our patients at the 

forefront of our positions on key political issues. 
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CHAPTER 3: GUN VIOLENCE IS A PUBLIC HEALTH ISSUE  

AND A SOCIAL DETERMINANT OF HEALTH 

The field of public health focuses on prevention – that is the identification and 

elimination of a problem before its consequences occur (Seat Belts, 2020). Gun violence, 

especially in the United States, can be considered a public health issue given the costs in 

terms of morbidity, mortality, and economics (Mahler & Fielding, 1977). A public health 

framework enlists a multidisciplinary and multifaceted approach that aims to improve the 

health of people and communities. Based on these definitions, gun violence is certainly a 

topic that falls under the jurisdiction of public health.  

There are several ways that gun violence parallels other established public health 

issues such as tobacco smoking and car safety. Tobacco use has been unequivocally 

linked to poor health outcomes such as lung disease, cancer, and increases morbidity and 

mortality. Important to this argument is that smoking tobacco is a preventable source of 

poor health outcomes, similar to firearm-related injuries. Interventions such as mass 

communication advertisements to educate the public about the adverse effects of cigarette 

smoking, increasing the price of tobacco products, and smoke-free policies are examples 

of utilizing a public health approach to curb the effects of a preventable cause of disease, 

disability, and death in the US (Seat Belts, 2020).  

Another example involves preventing motor vehicle accidents (MVCs), the 

leading cause of death in Americans under 54 years old (Leading Causes of Death and 

Injury - PDFs/InjuryCenter/CDC, 2021, Feb). A public health approach was utilized to 

minimize injury and death from MVCs resulting in the implementation of primary and 

secondary seat belt laws, enforcement of car and booster seats for children, and incentive 
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and education programs to increase adherence to such policies. Additionally, there is a 

federal database, the Fatality Analysis Reporting System, that carefully tracks MVC 

deaths. There is no such equivalent for firearm-associated deaths. Despite this and based 

on the few resources available, in 2019 alone, it is estimated that there were over 15,000 

deaths, almost 30,000 injuries, and 417 mass shootings in the US (Gun Violence Archive, 

2021). It is also important to note another key difference, besides the research investment 

and the availability of data, between the above-mentioned public health crises and gun 

violence: the primary purpose of guns is lethal while the primary purposes of cars and 

cigarettes are not (Selker et al., 2013). Given this data and the successful implementation 

of public health interventions to other parallel public health crises, gun violence is a 

public health issue and should be treated as such. In response, we must implement a 

public health-centered mindset to accurately study this public health problem and develop 

effective measures to ensure the safety and improved health of our community members. 

Efforts that have worked for smoking cessation and MVCs may also work for firearm 

violence, such as implementation of a national database tracking firearm-associated 

deaths, passing stricter gun policies to decrease access to firearms, and education efforts 

for the public.  

According to the Office of Disease Prevention and Health Promotion, social 

determinants of health (SdoH) are defined as the “conditions in the environments in 

which people are born, live, learn, work, play, worship, and age that affect a wide range 

of health, functioning, and quality-of-life outcomes and risks” (Social Determinants of 

Health, 2020). Medical school curricula are increasingly focusing on teaching their 

students about these SdoH to develop well-rounded, empathetic, and competent future 
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physicians. Since so many of our patients have histories plagued by firearm violence, it 

should be considered as a SdoH and integrated into medical school education (Yanes, 

2017).  

Data shows that “living in communities with negative social, behavioral, and 

health outcomes” can lead to poor cognitive functioning, psychological disorders such as 

depression and post-traumatic stress disorders, and high-risk health behaviors (Riley et 

al., 2017).  Additionally, there are social disparities in how different communities 

experience (or do not experience) gun violence. For example, homicide is the leading 

cause of death amongst black males between the ages of 15 and 34 years old. 

Importantly, 91% of these deaths are a result of firearms (Resnick et al., 2017). Studies 

also show that the same communities that were disinvested economically and historically 

based on race, religion, and ethnicity are the same communities that are more likely to be 

disproportionately affected by violence and violent injury. The data in Philadelphia is 

particularly striking as black residents in this city have a five-fold higher risk of being 

assaulted by a firearm than their white residents, independent of median household 

income (Jacoby et al., 2018). Similar data in the 1970s showed that minority populations 

were more likely to be affected by gun violence than their white counterparts (Mahler & 

Fielding, 1977).  

The pervasiveness of violence in the Philadelphia community was made strikingly 

evident to me during my first clinical clerkship as a third-year medical student: trauma 

surgery. Most of my time on this rotation was spent in the Emergency Department, 

specifically in the trauma bay. We saw patients who came in for simple complaints such 

as falls all the way to complex patients who came in having been riddled with bullets. 
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Patients who suffered “minor injuries,” such as a few superficial stab wounds or a few 

uncomplicated gunshot wounds, were transferred to a regular bed in the ED for 

supportive treatment. These were the patients who I was privileged enough to treat. These 

were the same patients who would tell me that it was “only their first time” being shot or 

stabbed. They spoke about their brothers and cousins having suffered multiple injuries in 

the past. They were young, Black and Latinx males. They were expecting this. This was 

only the first time – as if there were more episodes to come and they were surprised that it 

took this long for them to end up in the trauma bay of the hospital. This mindset differs 

drastically from those who live in communities where they are privileged enough to not 

have to think about violence, let alone penetrating injuries like stab or gunshot wounds.  

We, as a society, are continuously letting our youngest and most vulnerable 

population down. I could not help but be disappointed and outraged at this lack of 

change. Social justice is a right everyone in our society should be afforded and the 

evidence continues to show that certain communities are suffering more than others. By 

curbing gun violence, we would be removing a significant obstacle that stands in the way 

of our patients’ health. Since gun violence can be considered a “manmade disaster” 

(Riley et al., 2017), we must assume social responsibility and clean up our mess.  
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CHAPTER 4: #THISISOURLANE 

In November of 2018, the American College of Physicians (ACP) published a 

position paper stating that “firearm violence is a public health threat in the United States 

that must not be allowed to continue” (Butkus et al., 2018). In response to this, the NRA 

started a twitter war urging doctors to “stay in their lane” (Figure 1).  

 

 

 

This tweet created an uproar by American physicians everywhere, uniting under 

the hashtag ThisIsOurLane on Twitter and through editorials published through other 

platforms. A particularly powerful rebuttal to the NRA came from TUH Chief of 

Surgery, Dr. Amy Goldberg (Figure 2). Trauma surgeons, including Dr. Stephanie Bonne 

of Rutgers New Jersey Medical School and Dr. Dave Morris of Intermountain Healthcare 

in Utah, who deal with firearm violence daily responded with powerful images as well 

(Figures 3 and 4).   

 

Figure  Figure  

Figure 1: NRA tweet in response to ACP position paper 

Figure 2: Dr. Amy Goldberg responds to NRA  
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The robust and cohesive response to the NRA on Twitter is just one of the many 

examples of physicians utilizing social media to advocate for their patients, one of the 

ethical responsibilities healthcare professionals carry. The “#MedTwitter” universe has 

only since increased with a rising number of physicians, medical students, and other 

members of the healthcare profession joining the platform in order to advocate about 

issues that matter most to them. The hashtag, “#ThisIsOurLane,” has endured since the 

fall of 2018, with the most recent tweets surrounding the COVID-19 epidemic. 

According to an observation made by 

one Washington Post reporter, March 

2020 was the first month without a 

school shooting since March of 2002 

(Figure 5).   

Figure  

Figure 5: Reporter Robert Klemko notes March 2020 to be 
the first month without a school shooting since 2002 

Figure 3: Dr. Stephanie Bonne responds to NRA 

Figure 4: Dr. Dave Morris responds to NRA 
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Many schools have been shut down since mid-March as social-distancing efforts 

during this pandemic, leading to the first reprieve in school shootings in over 15 years. 

However, this story is incomplete without talking about what the pandemic has led to in 

terms of firearm purchase. Data shows that the FBI conducted a record-breaking 3.7 

million background checks in March 2020 alone, “the highest total since the instant 

background check program began in 1998” (Matza, 2020). Moreover, there were over 2.5 

million guns sold during March 2020 during many shelter-in-place orders, causing 

experts to fear that there may be a spike in shootings once the lockdowns end.  

The fact is that it took a world-wide pandemic to lead to the first month free of 

school shootings in almost two decades. What does this say about the current state of the 

gun violence epidemic in our country? How can a global pandemic leading to a lockdown 

of over 95% of the American population be the only way our children are afforded the 

luxury of not having to worry about school shootings? Medical school consistently 

emphasizes the importance of advocacy – whether it is by selecting applicants who 

demonstrate a strong dedication to community engagement or by integrating such values 

during our medical education. In order to advocate effectively for our patients, we must 

follow in the footsteps of the many physicians who have already brought national 

attention to this public health threat and utilize whatever means we have at our disposal, 

as those physicians on Twitter have already demonstrated. By standing idly by, not 

utilizing our voice to advocate for our patients who are most vulnerable, complacency 

sets in. While many may agree with the argument that firearms are harmful for our 

patients’ health, staying complacent is not the same as remaining neutral. It is equivalent 



16 

to inaction which is only contributing to the cycle of violence our patient population is 

experiencing regularly.  
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CHAPTER 5: WHO GETS INJURED AND HOW IT  

IS COVERED IN THE MEDIA 

It is important to note that different populations experience gun violence 

differently. It has been demonstrated that firearm-related suicide is more prevalent in the 

White population, while firearm-related homicide is more prevalent in the Black 

population. In fact, homicide is the leading cause of death in Black males between the 

ages of 15 and 34, with 91% of these deaths being the result of firearms. Moreover, states 

with stricter firearm legislation are associated with decreased unintentional, pediatric, 

suicide and overall firearm-related fatality rates (FFR), but when stratified by population, 

these same restrictive policies do not affect the homicide and Black American FFRs 

proportionately (Resnick et al., 2017). Studies conducted specifically in Philadelphia 

have found that Black residents are substantially more likely than their White 

counterparts to be burdened with firearm violence, regardless of income level. In fact, 

Black residents of higher-income areas experienced similar rates of firearm injury as low-

income White residents (Beard et al., 2017).  

Part of these inequities can be traced back to the mapping system created by the 

Federal Housing Association of 1937, also known as “redlining.” The Home Owners 

Loan Corporation (HOLC) maps were created by the Franklin Roosevelt administration 

as an effort to curb housing foreclosures in the era of the Great Depression. The HOLC 

stratified “zones” of urban spaces into varying levels of economic worthiness of 

investment, which happened to be heavily based on racial and ethnic composition. The 

areas “most worthy” of economic investment were considered green zones, with the least 

worthy being labeled as red zones. A study analyzing the HOLC maps in Philadelphia 
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showed that the same areas “unworthy of economic investment by virtue of races, 

ethnicities, and religions of their residents are more likely to be the places where violence 

and violence injury are most common almost a century later” (Jacoby et al., 2018). 

The social disparities seen when it comes to gun violence can be attributed to the 

long-standing structural racism built into our society. The communities that were 

disinvested in the past reflect the people who have been deemed “unworthy,” leading to 

structural racism that has perpetuated for decades. Even though some states are working 

to restrict firearm access, it is noteworthy that these policies do not benefit all 

constituents equally. While stricter firearm legislation is a part of the solution to the 

national gun violence epidemic, we must ensure these policies are more equitable in 

nature, providing protection to the most vulnerable residents in our population.  

Just as gun violence is not experienced by all communities equally, the media 

covers gun violence disproportionately, a fact I have experienced directly. In mid-August 

2019, Philadelphia received national attention when police tried to serve a narcotics 

warrant to a house just a few blocks away from the hospital. This ended up in a standoff 

that lasted over eight hours, six police officers shot, and over 50 police cars responding to 

the scene. This event took place less than two blocks from where I was, in a resident 

lounge on one of the floors of Temple University Hospital on my internal medicine 

rotation. The news spread like wildfire, the hospital staff buzzing about the incident. A 

TU Alert was sent to my phone, we got emails from the administration, and eventually, 

we were told to shelter-in-place.   

A little over a month before this event, I was on my surgery rotation at TUH, 

working on the trauma service. I realized extremely quickly how unfortunately 



19 

commonplace shootings, especially clustered shootings, were in our North Philadelphia 

community. So, coming into this nationally covered shooting and standoff, I was already 

desensitized. I found myself wondering what all the hype was about, given this kind of 

thing happens so often to our patients on an almost daily basis. Our patients are injured in 

clustered shootings extremely often, but we do not get TU Alerts or emails from the 

administration regarding these incidents. If you were not directly treating the patients, 

you likely do not even know the severity of the issue taking place in our own backyard. 

Eventually, things settled down, the suspect who had reportedly shot the officers 

surrendered, the officers were treated and released, and the lockdown was lifted. The 

following day, major news outlets such as BBC, CNN, and The New York Times reported 

on this Philadelphia standoff with key officials weighing in, like the Philadelphia Mayor, 

Jim Kenney, and even President Trump was prompted to tweet about it. A few days later, 

however, the buzz diminished. Philadelphia was no longer in the national news, and the 

shootings that plagued the community continued as they always have – fatal, numerous, 

and ignored. 

So, what makes this incident different from the other shootings that our patients 

experience? Is it due to the police being injured instead of residents? What role does race 

play in these portrayals? Dr. Wanda Parham-Payne, a professor of Sociology, might have 

some answers. In her article, “The Role of the Media in the Disparate Response to Gun 

Violence in America,” for the Journal of Black Studies, Dr. Wanda Parham-Payne 

examines the dichotomy between Black and White Americans and their portrayal in the 

media in regard to firearm violence. She notes that while it is well known that violence 

predominantly occurs in inner-city neighborhoods, predominantly inhabited by Blacks, 
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this is briefly mentioned in the news, rarely evoking as strong of a response as violence 

experienced by mass shootings, such as those at Virginia Tech, Aurora, CO or Newtown, 

CT. Even though these mass shootings are rare compared to other types of firearm 

violence, it is evident that they draw media coverage in a way that “everyday” gun 

violence does not (Fleegler, 2019). In terms of Philadelphia alone, from 2005-2015, the 

FBI recorded no active shooter events in the area, but the data shows that there were 54 

mass shooting-type events, defined as four or more patients that presented to a single 

hospital within 15 minutes, amounting to a mass shooting-type event occurring every two 

to three months in Philadelphia alone (Beard et al., 2019). We are essentially labeling a 

type of firearm violence as “routine” and are ignoring the consequences it wreaks on our 

patient population.   

 Adding insult to injury, the local news stations perpetuate and even encourage the 

stereotype of Blacks as criminals and Whites as victims (Parham-Payne). Moreover, 

“Black suspects are less likely to have their names shown or shared,” furthering the 

association between Blacks and criminality. Studies have also shown that unlike 

shootings involving Whites as the suspects and/or victims, news stories that involve 

Black males specifically as the key players in the story are deemed “unexceptional” and 

therefore not newsworthy. It has also been noted crimes involving racial and ethnic 

minorities are often “attributed to a convergence of cultural, environmental, and 

individual shortcomings and immortality” (Parham-Payne).  

This would suggest that media – and society by extension – is putting an inherent 

value on different individuals’ lives based on their news coverage. These decisions have 

long-standing effects in the future as well. By excluding certain stories, society is 
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depriving those individuals who encounter more gun violence of a voice for their 

experience, resulting in stagnancy and a lack of equitable policy reform. It is important to 

recognize the media’s powerful role in shaping the societal perspective and directing the 

national discourse on key issues. We should not accept these disproportionate coverages 

of gun violence to be commonplace, and instead encourage more accuracy in coverage 

and advocate for the populations that have been intentionally left out of the national 

conversation around firearm violence. It is unethical to blame the communities that are 

suffering from gun violence for their suffering. We have a collective social responsibility 

to help the populations that are most adversely affected by these issues and give them a 

platform to speak regarding their experience. Gun violence is too pervasive and too 

burdensome of an issue to be blamed on a single individual or community. This man-

made disaster is due to our shortcomings as a nation, neglecting those who are the most 

vulnerable in our society.  
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CHAPTER 6: THE IMPACT OF CONSTANT VIOLENCE  

ON TRAUMA PROVIDERS 

The news-worthy great Philadelphia standoff of August 2019 stimulated 

reflection on my own experience working in a field that sees the impact of deadly 

weapons daily. During the beginning of my rotation on trauma surgery, each time I 

witnessed victims of gun violence, an overwhelming wave of emotion would hit me. I 

thought I knew what rotating on the trauma service would be like, I expected to see 

violence and death, but I was not prepared. I certainly was not prepared to see so much 

violence so often. I often had no time to process by the time the next patient rolled into 

the trauma bay. Each case evoked anger alongside the sadness, shock, and stress. At the 

end of my short four-week rotation, I found myself more and more desensitized to these 

violent injuries. Not in an I-don’t-care-anymore kind of way, but more in the way that I 

was used to it. I am ashamed of feeling this way, but the intensity of the emotions I felt 

from the first week of my rotation was not sustainable – I found myself more mentally 

and physically drained from those first few days on the rotation any other time in my 

medical education. And so, I adapted. By the end of the rotation, it felt like I was on a 

sinking boat. While I could see the holes in the boat, I only had tape to cover them up. 

Each time I covered one up, another hole would pop up. How long are trauma care 

providers expected to patch up a sinking boat? 

 My trauma rotation provided me with a small glimpse of the havoc that 

firearms can wreak on a community. Even from that short period of time, four weeks, I 

found myself feeling frustrated, angry, and anxious. But how does treating patients who 
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suffer violence – especially preventable injury, such as those sustained by firearms – 

impact trauma providers such as the nurses and surgeons?  

 To try to answer this question, it is important to understand burnout syndrome and 

compassion fatigue. Burnout syndrome is a psychological phenomenon caused by 

“prolonged exposure to stressors at work,” that lead to symptoms such as “frustration, 

anger, anxiety, being unprofessional, feeling overwhelmed, and lack of 

empathy”(Hockaday, 2017). Classical features of burnout syndrome include exhaustion, 

depersonalization, and lack of personal accomplishment (Moss et al., 2016). The concept 

of compassion fatigue is “the gradual reduction in compassion over time that results from 

a cumulative and persistent desire to help suffering patients…sometimes referred to as 

‘the cost of caring’” (Moss et al., 2016). It would also be incomplete to talk about 

burnout syndrome and compassion fatigue without mentioning secondary traumatic 

stress: the exposure to extremely or traumatically stressful events (Bhutani et al., 2012), a 

definition that certainly applies to trauma care workers.  

 In 2016, a group of researchers showed that the incidence of burnout among 

physicians is almost 50%, and 40-60% for other health care workers. Burnout syndrome 

is especially dangerous as it is associated with an increased risk of depression and 

suicide. Data also suggests that one of the highest risk specialties for burnout is trauma 

surgery (Hockaday, 2017). In fact, posttraumatic stress disorder among trauma surgeons 

is three times higher than that of the general population. This rate may be further 

underestimated since physicians are not exactly well known to utilize mental health 

services, whether it is due to time constraints or personal preference (Jackson et al., 

2019). However, physicians are not the only ones affected. In emergency departments 
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and critical care units, hospital administrators are experiencing a high degree of nursing 

turnover as well (Hockaday, 2017). Psychologists have also described compassion fatigue 

in the public, especially when it comes to mass shootings (Ungar, 2017). It almost feels 

as if these mass shootings are expected, and it will only be matter of time till the next one 

occurs. 

These staggering rates of burnout in the high-risk medical fields may be in part to 

the environmental factors that these physicians and healthcare workers experience – 

including a “high-acuity patient population, complexity of procedures, challenging daily 

work routine, and regular encounters with traumatic and ethical issues” (Hockaday, 2017) 

such as end-of-life discussions.  Those individuals suffering from burnout can experience 

fatigue and sleep deprivation, which can lead to medical errors and poorer patient 

outcomes. The point I want to make here is that firearm violence not only affects patients 

in the physical and psychological manner you would expect, but data shows that it can 

also affect healthcare workers who are secondarily exposed to such violent injuries as 

well. Therefore, it is imperative we not only recognize the symptoms of burnout in our 

healthcare workers that experience secondarily the effects of gun violence, but also work 

to actively prevent burnout by decreasing the incidence of violent injury in our patients. It 

is often said that healthcare workers cannot take care of patients well if they are not 

taking good care of themselves. Interventions need to be aimed at promoting healthier 

work environments but also need to be aimed at reducing firearm injury, given the far-

reaching consequences burnout syndrome can have on the healthcare system and patient 

care and mental health.  
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CHAPTER 7: PREVENTATIVE APPROACHES TO FIREARM INJURY 

I want to conclude the final portion of this thesis with a showcase of the steps that 

have already been taken by the medical field to reduce firearm injury. In 2018, the 

American Academy of Family Physicians (AAFP) released a position paper defining gun 

violence as a public health issue and encouraging a preventative approach to address gun 

violence. The AAFP joined four other organizations – the American Academy of 

Pediatrics (AAP), American College of Physicians (ACP), American College of 

Obstetricians and Gynecologists (ACOG), and the American Psychiatric Association 

(APA) – in urging Congress and the President to follow concrete steps to address gun 

violence including increasing research and implementing appropriate restrictions 

(Gerstein et al., 2018). Since then, more organizations have published position papers and 

calls to action imploring the government to label this a public health issue and take steps 

to prevent firearm injury nationally.  

Clinical tools have also been developed to screen and counsel on gun violence as 

systematic studies have found that clinical interventions including counseling and 

motivational interviewing improve the rates of safe gun storage and reduce firearm access 

for high-risk individuals (Gerstein et al., 2018). The AAFP encourages clinicians to take 

time out of their patient encounters to screen for gun violence in high-risk patients such 

as those with a firearm in the household, homicidal or suicidal ideation, and/or history of 

violence. Many other organizations, such as the American Public Health Association and 

groups such as the Brady Campaign to Prevent Gun Violence have developed patient 

education and advocacy resources that are easily accessible on their respective websites.  
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Policies aimed to protect vulnerable populations such as children and women are 

also being designed and implemented. Child Access Prevention (CAP) laws have been 

passed to protect children by legally prosecuting adults who allow for children to have 

negligent and unsafe access to firearms. Evidence has suggested that these laws decrease 

firearm-related intentional and unintentional injuries across all ages, and unintentional 

death amongst children. Women in the United States are almost 16 times more likely to 

die from a firearm than women in other developed nations. Since most of these deaths 

can be attributed to intimate partner violence, screening all women of childbearing age 

for domestic violence has been recommended by both the AAFP and ACOG. Moreover, 

restricting firearm purchases for individuals who have domestic violence restraining 

orders or have been convicted of related crimes has proven to be an effective way of 

preventing homicide related to domestic partner violence (Gun Violence, Prevention of 

(Position Paper), 2018).  

Philadelphia’s Temple University Hospital, which encounters some of the highest 

rates of gun violence victims in the area, has developed specific initiatives to help their 

community members. The Cradle To Grave Program, launched in 2006 and spear-headed 

by the Trauma department, aims to educate young individuals about the “physical, 

emotional and social consequences of gun violence, while providing them an unflinching 

glimpse into the clinical aspects of this public health crisis” (Temple Safety Net). Through 

the real-life story of the violent death of a local 16-year-old teen, Lamont Adams, the 

program educates over 1000 individuals yearly and has proven to show a change in 

attitude towards guns and violence in students that have graduated the program (Goldberg 

et al., 2010). Another program, known as Fighting Chance, provided free of charge and 



27 

facilitated by Temple University Hospital volunteers educates residents in trauma-related 

bystander first aid as an effort to train communities that are suffering from some of the 

highest rates of penetrating injury in the state (Temple Safety Net). Temple’s Safe Bet 

program works to offer free cable gun locks, which studies have shown are effective in 

improving safe storage practices amongst gun owners, to Philadelphia families. This 

provides access to families who may have unregistered firearms but still want to store 

their weapon safely and is an example of an equitable policy that protects some of the 

most vulnerable individuals in society. Another initiative, Cure Violence, which is a 

community program headed by the Center of Urban Bioethics at Temple and addresses 

violence as a public health issue. This effort aims to increase awareness in the community 

about gun violence and empower residents and leaders in the community to get involved 

(Community Programs).  

All the work that is being done currently to combat the gun violence epidemic, 

despite little research funding and equitable federal policy, is extremely promising. Based 

on what has been implemented and what is effective, it is possible to develop other 

policies and programs to decrease preventable violent injury. Studies conducted around 

the issue have shown areas for improvement as well. A survey conducted regarding 

internists’ attitudes toward firearm injury showed that even though 66% of the 

respondents believed that physicians should have the right to counsel their patients on 

preventing injury and death from firearms, 58% of respondents never asked patients 

whether they have guns in the home. Physicians who had a familiarity with firearms, 

those with firearms in the home, reported asking their patients more about gun use than 

did physicians who did not have a gun in the home (Butkus & Weissman, 2014). This 
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may be due to a lack of exposure on the issue could be a barrier for physicians to discuss 

gun use in the outpatient setting. This indicates a need for training physicians to properly 

counsel, screen, and educate their patients about firearm use.  

While there are screening efforts taking place in the outpatient setting, not much 

research has been done for counseling in the inpatient setting. Another avenue of firearm 

violence prevention may be education for patients during their hospital stays. Just as 

patients with diabetes have meetings with dieticians about proper nutrition, there may be 

a role for a counseling session regarding firearms, especially in patients who have been 

injured by these weapons. These programs would have to be developed keeping in mind 

the psychological trauma and physical consequences that patients who have suffered 

from violence may be experiencing. It is important to implement trauma-informed care, 

an approach that understands and considers the pervasive nature of trauma, working to 

promote healing and recovery rather than inadvertently re-traumatized the patient (What 

is Trauma-Informed Care?, 2015). Additionally, by model of Temple’s SafeBet program, 

free gun locks could also be offered to patients during the hospital stay, hopefully 

reaching more individuals this way.   

Steps should be taken outside of the healthcare setting as well. As this epidemic is 

nation-wide, it demands policy changes on a federal level. While there are certain firearm 

policies already in place, the research shows that these policies often benefit different 

populations in inequitable ways, with minorities often receiving less benefit than Whites. 

Therefore, policy reform in the future needs to be aimed at more equitable changes to 

provide the most benefit to the populations that are the most adversely affected. To do 

this, we must also advocate for increased transparency from medical-related political 
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action committees as well. It is unethical to be publicly advocating for certain policies, 

such as stricter firearm restrictions, while also supporting Congress members who vote 

against such policy changes. Another avenue for more effective policy reform requires 

more research into the firearm epidemic. Without adequate research that have strong 

validity and reliability, it is not possible to create equitable policy changes that will lead 

to improved health outcomes. Hand in hand with research, this epidemic calls for a public 

health focused response, a multifactorial approach to decreasing as many preventable 

injuries as possible. By creating a national database for firearm injury, modeled after the 

one that already exists for motor vehicle crashes, it would be possible to garner a more 

accurate insight into the prevalence of this issue.   

As demonstrated, the news media consistently unequally represents victims of 

gun violence, perpetuating skewed perceptions of who gets injured by firearms and why. 

This misrepresentation needs to be corrected immediately, and rather than placing blame 

on minority populations for gun violence, it should be made abundantly clear that the 

structural racism and long-standing inequities prevalent against minority groups account 

for these disparities in health outcomes. We need to adequately represent those who are 

disproportionately affected by firearm violence in the national discourse.  

The discussion around firearm use makes many uncomfortable. Afterall, it does 

address one of the core rights guaranteed to all citizens by the Constitution. However, 

while many may feel uncomfortable discussing firearms, Americans are losing their lives 

every day in response to this epidemic, which is just unacceptable. It has been suggested 

that advocates for stricter firearm reform should use more neutral terms such as gun 

policy rather than gun control, which implies the taking away of such a freedom 
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(Gerstein et al., 2018) to loop in more of the public on this issue. As healthcare workers, 

our mission is to decrease preventable injury and death in accordance with our ethical 

responsibilities and it is not to take away any individual’s rights. These intentions must 

be made clear when advocating for firearm policy reform if these appeals are to be 

received better by individuals on both sides of the argument.  

We can also educate the future generation of physicians and healthcare workers 

about the prevalence of firearm violence and injury by integrating such information into 

curricula. While some may argue that integrating more information into the already 

packed medical curriculum is disadvantageous, it should be emphasized that it is essential 

to acknowledge how a patient’s living environment (which includes exposure to firearm 

injury) affects their opportunity to be healthy. As members in the healthcare field, we 

must assume all patients want to be healthy, but some cannot achieve their potential due 

to extrinsic barriers, i.e., the social determinants of health. It would be incomplete to 

educate the next generation of physicians without providing them with training and 

knowledge on the prevalence of firearm violence and the far-reaching burdens these 

injuries create on the healthcare system. By including electives or integrating such 

discussions in a medical education, we are providing our students with a more versatile 

toolbox to tackle the problems their future patients will encounter.  

Complacency and inaction are the same as oppression, whatever the issue at hand 

may be. If I have learned anything from my medical education thus far, it is to advocate 

for your patients in an equitable way. There are more steps that need to be taken if we are 

going to make any noticeable decreases in decreasing preventable injury from firearms, 
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and I hope it does not take the next mass shooting to instigate the necessary steps needed 

to protect our patients.  
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