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Study objective: Workplace violence in health care seltings is a frequent occurrence. Emergency departments
(EDs} are considered particularly vuinerable. Gunfire in hospltals is of particular concern; however, information
about such workplace violence is limited. Therefore, we characterize US hospital-based shootings from 2000 to
2041,

Methods: Using LexisNexis, Google, Netscape, PubMed, and ScienceDirect, we searched reports for acute care
hospital shooting events in the United States for 2000 through 2011. All hospital-based shootings with at least
1 Injured victim were analyzed.

Results: Of 9,360 search “hits,” 154 hospitalrelated shootings were identified, 91 (59%) inside the hospital
and 63 (41%; outside on hospital grounds. Shootings occurred in 40 states, with 235 injured or dead victims.
Perpetrators were overwhelmingly men (91%) but represented all adult age groups. The ED environs were the
most common site (29%;}, foliowed by the parking lot (23%) and patient rooms (19%). Most events involved a
determined shooter with a strong motive as defined by grudge (27%), suicide (21%), “euthanizing” an ill relative
{14%;}, and prisoner escape (11%). Ambient society violence (9%} and mentally unstable patients (4%) were
comparatively infrequent. The most common victim was the perpetrator (45%). Hospital employees composed
20% of victims; physician (3%) and nurse (5%) victims were relatively infrequent. Event characteristics that
distinguished the ED from other sites included younger perpetrator, more likely in custody, and uniikely to have
a personal relationship with the victim (ill relative, grudge, coworker). In 23% of shootings within the ED, the
weapon was a security officer’s gun taken by the perpetrator. Case fatality inside the hospital was much lower
in the ED setting (19%) than other sites (73%).

Conclusion: Although it is likely that not every hospital-based shooting was identified, such events are relatively
rare compared with other forms of workplace violence. The unpredictable nature of this type of event represents
a significant challenge to hospital security and effective deterrence practices because most perpetrators proved
determined and a significant number of shootings occur outside the hospital building. [Ann Emerg Med. 2012;
XXIXXX. ]

Please see page XX for the Editor’'s Capsule Summary of this articie.
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INTRODUCTION

The workplace is a common site of hostilities, with
approximately 2 million Americans falling victim o workplace
violence each year." In fact, homicide is one of the leading
causes of job-related deaths in the United States.””
B,666 occupational homicides in the 14-vear period from 1997
to 2010, the majority (79%) perpetrated by firearms.”
Unfortunately, the health care setting is not immune to

There were

workplace vielence.” " The rare of assaults on healch workers is
8 of 14, %%@ compared with 2 of 10,000 for private-sector
induseries.”

Perhaps the most feared form of assault is gun violence.

14

form of violence in medical settings. After a recent shooting at
our own institution, and because of the hospital staff's sense of
vulnerability,'” we soughe 1o characterize and determine the
extent of gun violence in US hospirals to help develop
appropriate mitigation and response strategies.

Accordingly, we reviewed hospital-related shootings from
2000 to 2011 1o determine circumstances of gun-related
violence in hospitals and to profile shooters. To our knowledge,
this is the first attempt to comprehensively review hospital-
related shootings during any significant period.

MATERIALS AND METHODS
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Editor's Capsule Summary

What is already known on this topic

Hospitals have relatively high rates of workplace
violence compared with other settings.

What question this study addressed

This 11-year review of news clips examined where
in the hospital shootings occur, as well as
perpetrator demographics and motivations,

What this study adds to our knowledge

The emergency department (ED} accounts for one
third of shooting locations, and 50% of ED
shootings involved security personnel firearms.

How this is relevant to clinical practice

Although hospital shootings are rare, security and
enforcement personnel should adhere to safe
carrying practices to minimize ED incidents.

newspaper articles and press releases published in the United
States between January 1, 2000, and December 31, 2011, using
the search terms “hospital shooting,”
“assaults on healthcare providers,” “shooting of healthcare
workers,” and “guns and hospitals” for each year of study. The
resultant 9,360 headlines were reviewed for relevance by 2
reviewers (C.L.C. and J.G.K.}.

Articles were included in the study if the shooting occurred
ar an acute care hospital or on its grounds and involved at least
i injured person (victim or perpetrator). Shootings that
accurred in private physician offices (off campus), off-campus
ancillary care facilities, specialty hospitals (other than

“hospital violence,”
P

vediatrics), nursing homes, and assisted living facilities were
excluded.

Data were extracred and independentdy characeerized by 2 of
the authors (C.L.C. and [.G.K.). When discrepancies could not
be resolved, a third reviewer (G.D.K.) rendered the final
determinarion. For each “shooting event,” hospiral informatdon,
specific event location{s), perpetrator and victim characreristics,
cutcome of injuries, and apparent motive were ascertained.
i%i()@iiﬁi’i were categorized according o a previously established

fic:mim based on the perpetrator’s relation 1o the
*14 To further this concept, we developed a motive
motive was determined o be

W{}fi{piaw

classification. Within this rubric,
grudge-related if news repors clearly indicated a revenge basis,
including intimate relation violence. Finally, we judged whether
use of a magnetometer {metal detector) at an entrance could
have gzw&ztfﬁé the violence. Shootings that occurred after
peaceful entry into the hospital were vws:iz»*ig"a’ considered to be
preve zzaaé‘e had the ¢ perpetrator been screened by a

i s whe rushed or stormed into the

hospital were considered “determined” shooters, unlikely
deterred by metal detecrors.

Dars were collated and aggregated by event characreristics,
Shooting events were classified as f’}::fw‘féng inside {ie, within
the walls of the hospiral) or ousside (ie, hospiral grounds,
parking lot, and garages}. Because we were ggszscgﬁférw
interested in the emergency department (ED) asa

purposes of analysis it was considered a distinet hmzdg site,
Overall and hospiral bed size~specific incidences of hospial
shooting events per 1,000 hospitals were estimated with total
number of registered US hospitals from the 2009 American
Hospital Association Survey.'” Overall morbidity per 1,000,000
population as well as incidence of shooting events per 1,000,000
population by US region were calculated from US population
estimates on January 1, 2006, by the US Census Bureau.'” For
each event, facility size was ascertained by data available through
the Internet, Case fatality statistics were determined as
appropriate.

Because the results represented the universe of data, standard
statistical testing was generally not undertaken. y” Tests were
performed for the comparison of the events occurring in the ED
proper versus those occurring elsewhere. Statistical significance
is presented by the risk difference (RD) and its corresponding
95% confidence interval (CI). To put our results in context
with those from other professional settings, the resultant data
were compared with those publically available from the
Department of Labor, Bureau of Labor Statistics.”

Because the data are publically accessible, the research was
deemed exempt from institutional review.

RESULTS
For the 12-year study period, we identified 154 hospital-

related shooting events (26.6 events per 1,000 hospitals) in 148
hospitals, affecting 235 victims (0.79 per 1,000,000
population). Five hospitals experienced more than 1 discrete
event. All bur 10 states experienced at least 1 hospital shooting
event. Southern states proportionately experienced the most
events (44%, or 0.63 event per 1,000,000 population), whereas
the Northeast region had the least (15%, or 0.42 event per

1,000,000 population). The Midwest and West had 20% (0.47
event per 1,000,000 population] and 21% (0.47 event per
1,000,000 population), respectively. Five states, Florida,
California, Texas, Ohio, and North Carolina, accounted for
more than a third of the events, Sm}{}tmgﬁ any given vear ranged
from 6 (in 2000) to 28 {in 2010 (Figure). Mean number of
shootings in the latter 6 years was 16.7 aamggzeé with 9.0 in
the first 6 years {rate ratio=1.9; 95% Cl 1.3 1o 2.6). However,
shooting rates within hospital walls remained relatively steady
during the 12 years (7.0 versus 8.2 per year; rate ratio=1.2;
95% CI 0.8 to 1.8), whereas external shootings increas é

markedly from 2.0 per year w0 8.5 {rate ratio=4.3; 95% C1 2.3
derails representative examples of %ze:;sg:s%ig

.
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Flgure. Distribution of hospital-based shootings in the
United States by year: 2000-2011.

Table 1. Hospital characteristics of shooting events occurring
in US hospitals, 2000 to 2011.

Location of Event, %

Characteristics Total, %, Inside Hospital, Outslde Hospital,
and Categorles N=154 N=91 (59%) N=63 (41%)
Region of country
Northeast 23(15) 12 (13) 11(17)
South 68 (44) 34 (37) 34 (54)
Midwest 31 (20) 21 (23) 10 {16}
West 32(21) 24 (27) 8{13)
Rural
Yes 41 (27) 21(23) 20(32)
No 113(73) 70(77) 43 (68)
Hospital bed size

{No. of beds)
<100 20¢13) 11(12) 9{14)
100-399 81 (53) 51 (56) 30 (48)
=400 53(34) 29(32) 24 (38)
Specific locatlon
ED 44 (29) 31(34) 13{21)*
Patient room 30(19) 29 (32) 1(2)
IcU 6 (4) 6(7) O {N/A)
Office 6 (4) 6(7) O (N/A)
Parking lot” 35(23) 0O (N/A) 35 (56)
Other 33(21) 19 (20) 14 (21)

N/A, Not applicable.
*Proximate to the £D (ambulance ramp, ED parking, outside walkway).
TNonED general parking lot.

(53%; 34.8 events per 1,000 hospitals) occurred at these
facilities. Nonetheless, large hospirals (=400 beds), composing
just 99 of all hospitals, had che highest incidence (99.8 events
per 1,000 hospitals). Small hospirals, composing 51% of all
hospitals, had the lowest incidence (6.7 events per 1,000
hospitals). Of the 154 events, 91 (59%) occurred inside the
hospital building (Table 1). Of these, 31 (34%) occurred inside
the ED and another 29 (32%), in patient rooms. (Four of the
events classified as internal were multiple shootings occurring
both inside and outside the facility.) Of the 63 (419%) events
occurring outside on hospital grounds, 35 (56%) occurred in
parking lot areas and 13 (21%), near the ED (ambulance ramp,
ED parking, and outside walkway}. Thus, overall, the ED

aceounted for atmost a thied of all evenss,

A majority (91%) of shooters were men, representing all ages,
including the elderly (T'able 2). Most perpetrators had a personal
association with their victims: 32% wete current or estranged
intimmate relations, 25% were current or former patients, and 5%
were cutrent or former employees. In only 13% of events was the
association not obvious. Most of the events involved a determined
shooter with a specific target. The most frequent ascribed motives
were grudge or revenge (27%), suicide (21%). or ending the life of
an ill hospitalized refative (14%). Escape attempts by patients in
police custody accounted for 11% of the shooting evenss. Societal
violence (9%) and mentally unstable patients (4%) were relatively
infrequent causes. I 26 (18%) cases, the perpetrator did not bring
his or her own firearm (Table 3). In fact, in 13 (8%) events, the
shooting event was initiated by the perpetrator’s taking a security or
police officer’s gun. In the other cases, security shot the perpetrator
for other threats, such as wielding a knife. In 2 cases, the
perpetrators were hospital security personnel themselves.

%mmajority (61%) of events had only 1 victim, although
10% had 3 or more victims. Of the 235 victims, 129 (55%)
were innocent victims (ie, excluding the perpetrator). Hospital
staff were relatively infrequent victims, with physicians (3%)
and nursing staff (5%) comprising a particularly small
proportion (able 4). Most likely killed or injured were the
perpetrators themselves (45%), followed by patients (13%). Of
the 106 perpetrators who were themselves shot, 84 (79%) died,
59 by suicide (Tables 2 and 4).

Case fatality rate among “innocent” victims was 55% overall
(Table 5). Excluding the death of 22 ill relatives, the case fatalicy
rate was 46%. The case fatality rate among injured perpetrators
was 85% overall, and excluding suicides, it was 65%.

To place the rate of hospital-associated shootings in context,
compuarisons of other work-setting-related homicides for 1997
to 2010, derived from Bureau of Labor Statistics data, are
shown in Table 6." General medical and surgical hospitals
experienced 21 homicides, similar to the rate in lawyers’ offices
(15) and post offices (18). Hotels (72), convenience stores
(271), taxi services (286}, and local government (461) were
places of considerably higher rates of work-related homicides.

Authors judged that only 30% to 36% of events were likely
preventable by use of a metal detector (Table 3). When
considering only those shootings occurring inside the hospital,
less than half (49%) were judged as likely preempted by
magnetometer screening, although another 10% were conceded
as possibly preventable.

There were a few characteristics that distinguished ED
shootings compared with those occurring elsewhere (Tables 2
and 3). In the ED, the perpetrators were younger (<40 years)
(619) compared with those in other inside sites (21%) (RD
30%; 95% CI 11% to 49%) and none of the shootings targeted
an ill relative, unlike in other inside settings (35%) (RD ~18%;
95% CI ~25% to ~11%). Of the ED shootings, 29% were
related to incidencs involving individuals in custody compared
with 3% for all uther ses (RD) 24%:; 93% C 8% w 419%%]

Vedume xx, 0. x 0 Mongh zon
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Table 2. Characteristics of shooting-event perpeirators in US hospitals, 2000 1o 2011,

Location of Event, %

inside Hospital,

Inside Hospital,

Total, %, ED Sites, Non-ED Sites, Outside Hospital,

Characteristics and Categories N=184 N=31 (20%} N=60 {39%} N=63 {41%)
Age, y
1829 274 417} 1222
35-39 30¢ } 14 (25
40549 221 ¥ 101
50--59 23¢ 15 ¢18; 101
6069 13 &{11) (11
70-78 16 1527 102}
=80 11 (8) 8{14) 2 {4y
Unknown 12 {(N/ 4 {N/C} 2{K/C)
Sex
Male 138 (51 28 {90} 53 (80} 57 (82
Femaie 14(9) 310 6 (10) 5(8)
Unknown 2{N/CY O N/C) 1{N/C) 1N/CY
Motive
Grudge 4127 1{(3) 1627} 24 (38)
Suicide 3221 7423y 11 (48} 14 (22
i retative 2214y 0 21 {35) 11{2)
Escape attempt 17 {11 11 (35} 35} 38
Social violence 14 (9) 2(6) 2(3) 10 (18]
Mentally unstable patient 6 (4) 4(13) 1{2} 1{2)
Unclear 22(14) 6 (19} 6 (10} 10 (16)
Category of workplace violence™***
i, Criminal behavior 8(5) 218} 0 6 (10}
L. Customer

Patients against others 38 (25} 1342y 17 (28) 8(13)

Patients in custody 15 (10) 9(29) 3(5) 3({5}
1il. Coworker 7(5) o 5(8) 2{3
V. Personal relationship 49 (32) 1(3} 25 {42) 23 (37
Unclassified: self as victim 17 (1) 310} 2(3) 12(19)
Unkniown 2013} 3{10} 8(13) (14}
Disposition of perpetrator
Suicide 54 (38) 5(186; 34(57) 2032

rrested 47 (34 81286) 16 (27 2337

Shot and killed 28{18) 14 (45) 5(8) S {14)
Shot and arrested 12(8) 413} 447} 4(6)
COther 10 O 0 1(2)
Unknown 7(5) 4] 1{2) 6 (10}
M/, Not caloulated,
(Vable 2}, Grudge motive (3%) was seldom encountered in the and ourside sites, respectively (Table 3}, In fact, the

ED compared with other inside h{;%@fg% sites (279%) (RD
~23%; 95% CI -36% to ~11%} and ouwside | hc}spst&; sites
{38%) (RID -35%; 95% 1 —48% to -2 19%:) (Table 2}
Similarly, having an established relationship with the vicdm(s)
was also seldom encouncered in the ED { § Yo) compared with
both inside (429%) (RD —38%; 95% CI ~52% to ~25% and
cutside the hospital {37%) (RD -33 53&% Cl—47% 1o -
Fifty percent of the guns used in the ED were not

hf{}hgi}{ %@ %‘?‘i g};z*g}fvyw but rather involved security

*gémé’;mﬁmm z”?;gv perpetiater

perpetrator’s taking of a gun initiated 23% of ED evenis. In
addition, a magnetometer was judged less likely to prevent the
event in the ED {68%) compared with other inside sites {18%)
(RD 40%; 95% CI 30% w 69%). Finally, perpetrators in the
ED were less likely to commir suicide (16%) compared with
those in other inside hospiral sites (579} (RD ~41%; 95% Cl
~39% to ~23%) and more likely to be shot and killed in
93% (E 18% tw

proximate time (45% versus 8%; RD 37%
56%). The case fatalicy rate Qm‘;gng} innocen

in the iz} {19%) compared with other in




Kelesi er al

Hospital-Based Shootings in the Unired States

Table 3. Profile of shooting evenis ocourring In US hospitals, 2000 to 2011,

Location of Event, %

inside Hospital, inside Hospital,

Total, %, ED Sites, Non-ED Sites, Outside Hospital,
Characteristics and Categories N=154 N=31 (20%) N=60 (39%) N=63 (41%)
Source of gun
Parpetrator 127 (82} 57 (80}
Security/police 26 (18} & (10
Unclear 1{N/CY O{N/CY
Police/security gun invoelvement
sed on perpstraior 25186} 13142 7(12) 5 (8}
Taken by perpetrator 138 7 {23} 447} 243}
Security as perpetrator 2{1} ] 1{2} 1142}
No 114 (74; 11(35) 48 (8O) 55 (B7)
Potential of magnetometer to prevent shooting
Likely prevented 46 (30} 3{10) 42 (70} 1142
Possibly prevented G(6) 3{10} 6{10} 8]
Not likely prevented 84 (61 21 {68) 11(18) 82 (98)
Not sure 5(3; 4{13} 1{2} o]

Table 4. Profile of individuals wounded and killed during shootings in US hospitals, 2000 to 2011,

Location of Event, %

Victim Characteristics Total, %, ED, N=40 inside Hospital, Non-ED Outside Hospital,

and Categories N=235 {(17%) Sites, N=97 (41%) N=98 (42%)

Hospital staff

Total 48 (20) 8(20) 16 (18} 24.(24)
Nursing staff 12 (5} 3({8) 2{(2) 7{7)
Physician 8(3) 1{3) G (8) 1
Pharmacist 42} o 4 (4) 4]
Other 24 {10} 4 {10} 4(4) 16 {16)

Other

Total 187 (80) 32 (80) 81 {84) 74(76)
Perpetrator is victim 106 (45) 24 (60) 46 (47) 36(37;
Patients 3113 1(3) 27 {28) 3(3)
Visitors 18 (8} o] 4(4) 14 {14y
Security /police /guard 12 (5) 7 {18} 3(3; 2{2}
Other/unciear 20 (9 O 11 1919

LIMITATIONS

There is at least | potential limitation related to the data ser.
It is possible that some events remote from 2011 are no longer
accessible, resulting in underreporting for carlier vears,
However, to assess this potential we rechecked each Uniform
Resource Locaror address link for each shooting at least | year
beyond the original discernment. Each link remained fully
functional. Apart from breach in discernment associated with
time, the potential that not all hospital-related shootings were
reported may also lead to underascernainment. Having used 2
similar search methodology to ours, Wintemute et al,'” studying
stray-buller injuries, provided an excellent discussion on the
potential for underascertainment. As they observed, events
involving firearms, unusual or rare events, and shootings

de major metropolitan centers— condidons

GLCULTING GUIs

noted, overall trends and the order of magnitude of the data are
consistent with Bureau of Labor Statistics data.” There may
have been some misclassification of hospital size because data
acquired through the Internet were current, and in some cases
hospital size may have been larger or smaller for some events
ascertained in the past. Finally, our novel dlassificadion of
motive as 2 means to define shooting intent depended on
gleanings from news sources and has not been validared,

DISCUSSION

Workplace violence Is 2 national problem and unfortunately
reflects the culture of violence in the US population. According
to United Nations statistics, the United States ranks fistin
rich, industrialized western

murders and assault amon

g
ot and in facy

countries.
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Table 5. Case fatailly of individuals wounded and killed during
shootings in US hospitals, 2000 to 2011,

Victim Characteristics Total, %, Case
and Categories N=235 Fatality, %
innocent victims 129 55
Perpetrators {(as vietims) 108 BE#*

Hospital staff

Total } 50
Nursing staff 58
Physiclan } 38
Pharmasist 4{2} 100

ther 24 {10y 42

Other

Total 187 {80) 73%
Perpetrator is victim 106 (45) B5*
Excluding suicide 40473 a5*
Patients 31413 81
Visitors 18w 50
Security/police /guard 12 (5) 42
Other/unclear 2019} 40

*Excluding 7 perpelrators with disposition of "unknown.”

Table 6. Selected comparison of cccupational homicides by
industry (1997 to 20100%*

Industry Occupational Homicides
General medical and surgical hospitals 21

Lawvers® offices 15

Postal service 18

Real estate agent offices 29
Ambulatory health care

Hotels

Motor vehicle and parts dealers

Manufacturing

Construction

Convenience stores

Taxi and limousine service
Local government

*Sourcs: Bureau of Labor Statistics. Avallable aty min:

Toate include all cccupationrelated homicide events, Aggregate data revealad
that approximately 78% of such viclent acts Involve fresrms.

significant increases in assault, rape, and homicide in hospital
settings from 2006 ro 2009.%* Our dats also revealed an increase
in hospital-related shootings inr the last few vears, but all of the
increase can be attributed 1o shootings ourside the hospital irself
(Figure}.

Our data indicate that approximately 3%
hospitals experienced at least | shooting even
or on i}{)@g}iigi grounds} during the 12-year period studied, 2
rate of 0.29 a year. The Department of Labor, Buseau of Labor
2% of workplace shootings

of registered US
t with a victim (i

Searisrics indicated thar less {iz;m Z
the health care sector,”
and univers

involve
that of college

L.5%

a percentage that is similar 0
ampuses f?z:zt Fﬁ?fifau about

*’é hooter on C&gﬁ

Qur daw appear to be in é&?mg with those reported by the
We found
staff victims, of whom 24 can be classified as homicide. By

Bureau of Labor Statistics { 48 hospital
comparison, the Bureau of Labor Statistics dara for the 14-year
aﬁéa{i 1997 te 2010 noted only 21 health worker homicides in
general medical and surgical hospimls.” OF these, only 79% are
lated 1o shootings, sccording to aggregate
Bureau of Labor Swatistics dara. Thus, we
reliable data ser. Further, according to the Bureau of Labor
Statistics daw, it appears ¢
number of occupational homicides (
law offices.” We also attempted o crosscheck our dara with the

ffszzma{eé o be

&iﬁw we have a

hat hospitals experience the lowest

3, similar wo thar of
National Violent Death Reporting System.” However, only 16
states are participating (2 more recently added) and the dawa
include deaths only. Publically available data lump hospitals as
“commercial area {(nonrecreational}, including medical service
area, farm, industrial, or construction area.””” Although
hospitals do have a specific code and are porentially available by
special request, they are coded with “medical faciliy” and
“nursing homes.”™" Finally, the National Violent Death
Reporting System warns that the data are not nationally

representative.

Our overall case fatality rate was 68% (57% with suicides
excluded). By comparison, Wintemute et al,’” reporting on
stray-bullet shootings in the United States between 2008 and
2009, reported a case fatality rate of 20.5%. They also cired
national data indicating a 20.6% case fatality in 2007.
According to the Centers for Disease Control and Prevention,
in 2001 the case fatality rate for unintentional, intentional, and
self-harm from firearm injuries was 8.4%, 24.7%, and 85%
respectively. ¥ States may differ in their case fatality rates
because dara provided by Florida appear to suggest rates of 54%
to 63% whm the denominator includes survivers transported o
the hospital.”” Our finding of a relatively high case fatality rate
of 55% among innocent victims may be related 1o several
factors, including the potential for close proximity of the
perpetrator to the victim, the assumed lack of anticipation by
victims in most cases, the fraiity of ill victims, and the
determination of the shooter.

Established classification of workplace vislence does not
appear to adequately describe hospital %hﬁi}{mgw*ﬁh{fé violence
{see Appes " Accordingly, we advance a further
classificarion based on mortive. Our dara indicare thar health

care providers and employees are unlikely to be victims of
indiscriminare violence. In fact, unlike those in educarion
campuses, most hospital shootings have an intended specific
warget. In our series, almost 75% of shooting events reported as
occurring within hospitals were highly E’%zg&sé { g;mﬁg& suicide,

iil relative, escape atempt). Only about a ffth of all victims

were employees, and few of these were g}%m icians or nurges.

However, the ?ef&;ﬁw 1 of ‘fm&?i ce viclence risk in health

ed. For ffz’&l’?}g} surveys reveal

heighter
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event or not.” " There is evidence thar risk misperception resules

from acute stres

disorder, related 1o knowledge thar such
ge

§}‘5€}U§2E}§"‘i occur.” We postulate that this may be a factor in

hospital shootings as well. This sentiment of high vulnerabilicy

to ambient soc “Hﬂ:}zi gun violence was frequently expfcxsaé at our

1 town hall meetings after the Hopkins shooting.”
Although so
the norm in other workplace settings,
long way roward dispelling chis fear. The Nadonal Institute of
Occupational Safery and Health observed that 85% of
workplace homicides are categorized as criminal intent, whereas
our data indicated the likelihood of a previcus relation or

Ow

eral violence as a cause 0% workplace violence is

“our data should go 2

association.” Tradidonal predictors of violence such as inner-
city location or dangerous neighborhoods were not apparent in
our study. Hospiral size was not particularly a facror when

The risk appears normalized for the

controlling for rotal bed:
population trafhe {staff, visitors, patients) likely involved in
hospital activities. Similarly, 9 of 10 states with the most
shootings are in the top 10 populous states (data not shownj. In
fact, few patterns could be discerned to help profile vulnerable
sites and situations, including tradidonal p;ed;e,tc«rs such as drug
use, homelessness, and psychiatric disorder.”

There were some distinctions in characteristics of ED
shootings. Perpetrators were proportionately younger overall,
likely reflecting the virtual absence of shooting of ill relatives in
this serting. In the inpatient settings, these types of shootings
were often carried out by distraughe older relatives, the majority
of whom were spouses. Many such individuals committed (or
attempted) suicide themselves. The comparatively low case
fatality rate of 19% among innocent victims in the ED setting is
difficult to explain but may be related to the more chaotic and
possibly spontaneous nature of events in this setting, which has
fewer perpetrators in the premeditated determined shooters
category. OFf particular concern is the person in custody in the
ED who is being guarded or watched by armed security
personal. A high proportdon of ED shootings (2
related o this circumstance. There are surely many more such

3% were

unreported “near-miss altercations” without any shots being
fired. During the 1990s, there were 57 police officers killed by
their own weapons, which were taken by perpetrators.”® Of all
the circumstances defining shooting risk in the hospital setting,
this represents a true opportunity for mitigation by strice
adherence tw accepted safe security practice. Hlowever, police
and prison officials are loath to relinquish thelr wsap{}ns while
on duty, for understandable ressons, and strice policies for
handling firearms in the presence of patients in custody or those
with altered sensorium do exist. It has been saaggﬁsrfsd that
g}@f*i{}mi%mé or safe handguns ("smart gun” or “personalized
gzzm } be Li‘%s‘é %:ﬁ; security ;}srs{;nm Such guns écg:wné on

100% reliabiliny” " and the lacter because they claim that even

more guns would be sold on this basis.””

a hosplital, personnel tend 1o
pressure the administration to install m%%emmgzam {metal
derecrors).” We judged that less than half of the instigators’

5

weapons used inside the institution may have been discovered

Whenever a shooting oceurs |

through this method. Most security experts believe that
widespread-use magnetometers are impractical in the hospital
serting. Unlike courthouses, federal buildings, and airports,
ingress and egress cannot be restricted in most hospitals o just 1
or even a few porals. In addition, magnetomerers may provide a
false sense of security because, despite the magnetometers,
weapons are still readily introduced into the hﬁsspuai setting,”
Furthermore, as the data show, armed guards manning che
magnetometers may be the source of weaponry used in hospital-
related shootings.

Means to prevent workplace violence specific to health
care settings have been published by the US Department of
Labor.™” Although general guidelines are useful, hospital
shootings do not reveal dominant patterns or factors that
readily point to security remedies. According to the risk of
general assault, certain areas and disciplines in health care are
considered at higher risk of workplace violence, such as EDs,
psychiatric and geriatric wards, centers, nursing homes, and
ICUs."""" Our dara point only to the ED as a possible site
with higher risk for shootings. Standard hospital patient
rooms, in which many shootings occur, are not true
workplace violence events because many of the shootings
targeted very ill relatives. One other surprising risk for
victimization recently identified is the employees themselves.
There is evidence that among nursing staff, less experienced
workers and staff who themselves have been victims of abuse
are at grna(u‘ risk of being victims of violence in the health

setting.”

In summary, hospital shootings are rare compared with
other forms of workplace violence and appear difficult to
profile. Most involve a determined shooter against a specific
target; hence, we advance a motive classification. Cidles and
neighborhoods with high rates of vielence do not appear ro
be ar any increased risk. Although security steps have been
Y% impenetrable hospital security in an

derailed elsewhere,”
open soclety represents a particular chal itﬁge,”‘“ and zero risk

is not achievable
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