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Thank you for invi�ng me to provide thoughts about the intersec�on between firearm violence and 
behavioral health with a focus on primary preven�on of behavioral health disorders.  
 
To contextualize my comments, it is important to say I am not a behavioral health provider.  I am a cri�cal 
care and trauma resuscita�on nurse by clinical background.  I am a nurse scien�st with a focus on 
preven�ng injury and violence and improving recovery.   
 
Today I will:    
 Give you a snapshot of the disparate impact of firearm violence. 
 Examine the intersec�on between firearm violence & behavioral health disorders.  
 Provide key points for the commitee to consider.   

 
The Snapshot 
The majority of homicides (79%) and suicides (53%) in the United States involved a firearm in 2020.1 
 
In 2021 there were over 48,000 deaths by firearm in the U.S.   Provisional 2022 data show a slight but 
not significant decrease (by about 700).  
 
Firearm violence is not equally distributed – by gender, race/ethnicity, age, socioeconomic class and 
geography.  
 
For example 
 
 Black boys and men aged 15-34 are 2% of the population but account for 36% of all firearm 

homicides. 
 

 Older white men have the highest rate of firearm suicide, but the rate for American Indian and 
Alaskan Native young males is on a trajectory to overtake older white men.  
 

 In Philadelphia, the epicenters of firearm violence are concentrated in communities with 
generational poverty and limited resources – the very same neighborhoods that were redlined 
in the 1930’s. This did not happen by chance but by policy.2   
 

 This is true across multiple communities where interpersonal firearm violence deaths are 
repeatedly shown to be associated with economic deprivation and poverty.3,4 
 

 Since 2019, more children and adolescents between the ages of 1 and 19 years die from injuries 
due to firearms than any other cause.5   
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We use mortality data to describe firearm violence because they are the most solid.  But it is important 
to think of firearm violence as a triangle.  Deaths are the top part of the triangle, people shot are in the 
middle sec�on, and individuals, families & communi�es exposed to firearm violence form the largest 
base of the pyramid. 
 
Focus 
Less than 4 percent of all violent acts in the US are commited by people with a mental illness.6  Mental 
illness is associated with firearm suicide and lethal means protec�on is well known within the behavioral 
health community. 
 
Today, I will focus on the rela�onship between interpersonal firearm violence and behavioral disorders 
from the perspec�ve of firearm violence as the exposure and behavioral disorders as the outcome. 
 
The ques�on is not whether there is an intersec�on, but how, where and for whom this intersec�on is 
impac�ul.    
 
I have organized my comments by telling you my take-home point and then providing the suppor�ng 
evidence and then moving onto the next take-home point.  
 
 
Point 1 – Survivors of interpersonal firearm violence experience significant consequences on mental 
health.  
I conducted a prospec�ve cohort study of 623 seriously injured black men funded by NINR.  55% were 
violently injured and 45% met criteria for a post-injury mental health disorder (depression and/or PTSD). 
The salient contributors were violent injury, childhood adversity, pre-injury health, and limited 
psychological and emo�onal resources.7   
 
In the GSW subset of this cohort, we found that retained bullets (b = 3.52; p = 0.017) were associated 
with more severe depressive symptoms.8 
 
One 18-year-old GSW survivor said “I can’t do nothing. I feel like I’m helpless. I feel like, damn, then I had 
thoughts. I wasn’t thinking about suicide. I was thinking about ‘yeah I want to live’ and some�mes I was 
like ‘nah.’ It’s just crazy. Like some�mes I don’t.”9   
 
Cas�llo-Angeles surveyed injured pa�ents across 3 trauma centers 6 and 12 months a�er injury.   Violent 
mechanism of injury was significantly associated with PTSD (odds ra�o, 2.57; 95% confidence interval, 
1.59–4.17; p < 0.001).10 
 
In a systema�c review, Montgomerie et al. report on the extensive psychological toll of firearm violence. 
Elevated rates of diagnosable PTSD were found in survivors of various types of firearm violence, 
including witnessing mass shoo�ngs and survivors of firearm violence.11 
 
 
Point 2 – Indirect exposures to firearm violence are associated with behavioral health disorders.  
In lay language, you do not have to be shot to be injured by firearm violence. 
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Exposure to homicide vic�ms  
Magee et al, linked Medicaid claims data of secondary homicide vic�ms (family members of homicide 
vic�ms) to examine mental health concerns.  Youth family members were nearly two �mes more likely to 
receive a new mental health diagnosis in the year a�er losing a loved one compared to those that did 
not lose a family member to homicide. 12 
 
Reingold et al. used a na�onally representa�ve sample of adolescents (N = 3,614) between the ages of 
12 and 17.  Those who reported losing a loved one to homicide were significantly more likely to report 
depression, drug use, and alcohol abuse than adolescents without this exposure a�er controlling for 
demographic factors and other violence exposure.13 
 
These two studies looked at all homicides – not just firearm homicide, but remember over 80% of 
homicides in the U.S.  are commited with a gun. 
 
Exposure to Firearm Fatality - Specifically 
Smith et al. examined mental health outcomes of 1615 adult community residents from Bal�more, New 
York, Philadelphia, and Washington, D.C, who par�cipated in the online Survey of Police-Public 
Encounters.  24% reported exposure to a gun violence fatality. Respondents who endorsed exposure to 
gun violence fatality had 2 �mes the odds of repor�ng suicidal idea�on and 2.5 �mes the odds of 
psycho�c-like symptoms than those not exposed.14 
 
Firearm Violence Exposure & Suicide Risk 
Semenza et al. used a na�onally representa�ve sample of 3015 adults iden�fying as Black or AA. 
Exposures were Ever being shot, being threatened with a gun, knowing someone who has been shot, 
and witnessing or hearing about a shoo�ng. 
Outcomes Exposure to 3 or more forms of gun violence was associated with a substan�ally increased 
likelihood of repor�ng life�me suicidal idea�on, suicide atempt prepara�on, and atemp�ng suicide.15     
 
 
Point 3: A preven�on infrastructure should be maximally accessible to minori�zed youth, families and 
communi�es at risk for firearm violence to prevent future behavioral health disorders.  
An infrastructure for primary preven�on of behavioral disorders related to firearm violence must be 
maximally accessible to those dispropor�onately affected by firearm violence.    
 
 An infrastructure needs to minimize barriers to care and to develop new genera�ons of providers who 
look like the communi�es most in need.  
 
What are barriers?  Our work has shown mul�ple reasons:  
Masculine iden�fy, s�gma, fear of judgment, fear of being put in a strait jacket.  Par�cipants said “they 
don’t have compassion for people like me,” and “they don’t look like me.”  The saddest quote to me was 
“they will look at me like I am crazy or stupid, or that I just don’t mater.”.9  
 
Why is not seeking help important?  
Direct and indirect exposure o�en results in mental distress and especially Black men do not seek mental 
health services but instead may manage their symptoms through self-medica�on with illicit substances 
and alcohol.16   This is not only a behavioral health issue, it can lead to a cascade of events increasing the 
likelihood of interac�on with the criminal jus�ce system rather than the health care system.17 
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Point 4:  The induc�on period for firearm violence is not a split second (the finger on the trigger) but 
can be quite long which allows us to consider a preven�on infrastructure that addresses joint risks for 
both firearm violence and behavioral health disorders.   
 
I will give you two examples.  Here we can see how primary preven�on can target both firearm violence 
and behavioral health disorders jointly which would be efficient and effec�ve. 
 
Adverse Childhood Experiences 
Hughes published a systema�c review and meta-analysis examining ACEs and key health outcomes.  
Compared to no aces, people with 4 or more ACEs had 2-3 odds of heavy alcohol use,  3-6 odds for 
mental ill health and problema�c alcohol use, and 7 or more odds of problema�c drug use and 
interpersonal and self-directed violence.18   
 
And if firearm violence occurs, as par�cipants’ cumula�ve ACE scores increase, their PTSD symptom 
severity scores worsen (b = 0.16; p < 0.05).19   
 
Neighborhood characteris�cs  
While ACEs focus on exposures within home/family environments, we must also consider 
socioecological exposures outside the home.  Neighborhood characteristics exert substantial effects on 
physical and mental health, wellbeing, educational attainment, and safety.20 
 
We conducted two-phase, mixed-methods study with a sample of predominately Black female-headed, 
housing-unstable families who were enrolled in a subsidized housing program designed to help them 
achieve self-sufficiency.  All housing units were located in violent neighborhoods.  At the request of, and 
in partnership with our community partner – ACHIEVEability, we found nearly half (49%) of parents 
reported moderate to severe symptoms of depression (CES-D).  Children of parents with moderate-
severe depressive symptoms had significantly higher reports of conduct problems, peer problems, 
poorer mental health and role problems (e.g., as a student).  Parents further  described high levels of 
stress resul�ng from compe�ng priori�es, financial instability, and concern for their children’s well-being 
and safety in violent neighborhoods.21 
 
Together these two examples suggest a primary preven�on infrastructure should target mul�ple levels of 
the socioecological model. 
  
 
Point 5:  Preven�on of behavioral disorders must be designed to address structural racism across the 
sectors of society.  
In my study examining barriers to mental health services, one violently injured par�cipant said: “Society. 
Because – those resources aren’t normally available to us. When I say “us” ... I mean Black people. It’s 
about what’s expected and what is available as a resource.”.22  
 
Mul�ple sectors deal with firearm violence – not just health care, but the criminal jus�ce and 
educa�onal system (which o�en now have armed police in schools).  We have found individuals conflate 
health care with the carceral state.   This puts up barriers to preven�on.  In Phila, for example, police 
transport shot men to hospitals in the back seat of police cars. This can be further trauma�zing and also 
provides police entrée into the clinical space – which can create distrust of both the clinical provider and 
the police.  As one man who was shot taking his kids to school says.  “All I see is a police car coming to 



  
RICHMOND COMMENTS 5 

 

get me. And they ask you so many ques�ons at the �me. And it could have been my life because I'm 
trying to let him know that I couldn't talk. I'm ge�ng ready to die ... Let me get to the hospital.”.23    
 
 
Final Thought: Infuse humanity and dignity throughout an integrated system that does not silo 
physical and behavioral health care.  
 
How we treat individuals who have sustained a GSW throughout the con�nuum of care o�en lacks 
dignity, respect, and humanity.   We interviewed 83 urban Black men as to why they chose to par�cipate 
in our clinical research studies.  The number one reason was for human connec�on.  For example: 
“Because you ask me real ques�ons that I never had asked before. So, I could tell you something. I never 
talked to nobody about my problems...like I wouldn’t tell nobody none of this stuff here... I need to talk 
to someone and get it out. And that really helps it out. Thank you. Thank you.”24 
 
What emerged is clinical teams who were expert trauma care providers were o�en not effec�vely 
connec�ng with, trying to understand, and address needs beyond the physical firearm injury itself. We 
can and must do beter.  
 
The ideal infrastructure for preven�ng the emergence of behavioral health disorders would be to 
integrate health, behavioral health, and social care that is streamlined with formalized connec�ons and 
communica�ons across systems of care.25  We are star�ng to see this with hospital based programs 
focused on GSW survivors – but they are nascent, typically not reimbursed by insurance, are o�en run 
off of ‘so�’ money, and need to be rigorously evaluated. 
 
Thank you for the opportunity to share these thoughts and best of success to the work of this 
commitee. 
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Therese S. Richmond PhD, RN, FAAN 
Andrea B. Laporte Professor of Nursing 
School of Nursing, Fagin Hall 330 
418 Curie Blvd 
University of Pennsylvania 
Philadelphia, PA   19104 
215-573-7646 
terryr@nursing.upenn.edu 
http://www.nursing.upenn.edu/live/profiles/50-therese-s-richmond 
Penn Injury Science Center www.penninjuryscience.org 
 
References 
 
1. Kegler SR. Vital Signs: Changes in Firearm Homicide and Suicide Rates — United States, 2019–2020. 

MMWR Morb Mortal Wkly Rep. 2022;71. doi:10.15585/mmwr.mm7119e1 

2. Jacoby SF, Dong B, Beard JH, Wiebe DJ, Morrison CN. The enduring impact of historical and structural 
racism on urban violence in Philadelphia. Social Science & Medicine. 2018;199:87-95. 
doi:10.1016/j.socscimed.2017.05.038 

mailto:terryr@nursing.upenn.edu
http://www.nursing.upenn.edu/live/profiles/50-therese-s-richmond
http://www.penninjuryscience.org/


  
RICHMOND COMMENTS 6 

 

3. Akinyemi OA, Weldeslase TA, Hughes K, Williams M, Cornwell EE. The Distressed Communi�es Index: 
A Measure of Community-Level Economic Depriva�on and Rate of Firearm Injuries in Maryland. The 
American SurgeonTM. Published online July 24, 2023:00031348231191243. 
doi:10.1177/00031348231191243 

4. Shour AR, Anguzu R, Zhou Y, et al. Your neighborhood maters: an ecological social determinant study 
of the rela�onship between residen�al racial segrega�on and the risk of firearm fatali�es. Inj 
Epidemiol. 2023;10(1):14. doi:10.1186/s40621-023-00425-w 

5. Golds�ck JE, Cunningham RM, Carter PM. Current Causes of Death in Children and Adolescents in the 
United States. N Engl J Med. 2022;386(20):1955-1956. doi:10.1056/NEJMc2201761 

6. Metzl JM, MacLeish KT. Mental illness, mass shoo�ngs, and the poli�cs of American firearms. Am J 
Public Health. 2015;105(2):240-249. doi:10.2105/AJPH.2014.302242 

7. Richmond TS, Wiebe DJ, Reilly PM, Rich J, Shults J, Kassam-Adams N. Contributors to Pos�njury 
Mental Health in Urban Black Men With Serious Injuries. JAMA Surgery. 2019;154(9):836-843. 
doi:10.1001/jamasurg.2019.1622 

8. Smith RN, Seamon MJ, Kumar V, et al. Las�ng impression of violence: Retained bullets and depressive 
symptoms. Injury. 2018;49(1):135-140. doi:10.1016/j.injury.2017.08.057 

9. Jacoby SF, Rich JA, Webster JL, Richmond TS. ‘Sharing things with people that I don’t even know’: 
help-seeking for psychological symptoms in injured Black men in Philadelphia. Ethnicity & Health. 
2020;25(6):777-795. doi:10.1080/13557858.2018.1455811 

10. Cas�llo-Angeles M, Herrera-Escobar JP, Toppo A, et al. Pa�ent reported outcomes 6 to 12 months 
a�er interpersonal violence: A mul�center cohort study. J Trauma Acute Care Surg. 2021;91(2):260-
264. doi:10.1097/TA.0000000000003272 

11. Montgomerie JZ, Lawrence AE, LaMote AD, Ta� CT. The link between postrauma�c stress disorder 
and firearm violence: A review. Aggression and Violent Behavior. 2015;21:39-44. 
doi:10.1016/j.avb.2015.01.009 

12. Magee LA, Semenza D, Gharbi S, Wiehe SE. Addressing Mental Health Needs of Secondary Homicide 
Survivors through a Social Determinants of Health Framework. Homicide Studies. 2023;27(4):435-453. 
doi:10.1177/10887679231163099 

13. Rheingold AA, Zinzow H, Hawkins A, Saunders BE, Kilpatrick DG. Prevalence and mental health 
outcomes of homicide survivors in a representa�ve US sample of adolescents: data from the 2005 
Na�onal Survey of Adolescents. Journal of Child Psychology and Psychiatry. 2012;53(6):687-694. 
doi:10.1111/j.1469-7610.2011.02491.x 

14. Smith ME, Sharpe TL, Richardson J, Pahwa R, Smith D, DeVylder J. The impact of exposure to gun 
violence fatality on mental health outcomes in four urban U.S. se�ngs. Social Science & Medicine. 
2020;246:112587. doi:10.1016/j.socscimed.2019.112587 



  
RICHMOND COMMENTS 7 

 

15. Semenza DC, Daruwala S, Brooks Stephens JR, Anes�s MD. Gun Violence Exposure and Suicide 
Among Black Adults. JAMA Network Open. 2024;7(2):e2354953. 
doi:10.1001/jamanetworkopen.2023.54953 

16. Byrd KAD, Lohrmann DK, Obeng C, et al. Coping with Community Violence: Perspec�ves of African 
American Young Adult Men and Hispanic/La�no Young Adult Men. J Interpers Violence. Published 
online September 13, 2023:08862605231197783. doi:10.1177/08862605231197783 

17. Rich JA, Grey CM. Pathways to recurrent trauma among young Black men: trauma�c stress, 
substance use, and the “code of the street.” Am J Public Health. 2005;95(5):816-824. 
doi:10.2105/AJPH.2004.044560 

18. Hughes K, Bellis MA, Hardcastle KA, et al. The effect of mul�ple adverse childhood experiences on 
health: a systema�c review and meta-analysis. Lancet Public Health. 2017;2(8):e356-e366. 
doi:10.1016/S2468-2667(17)30118-4 

19. Tabb LP, Rich JA, Waite D, et al. Examining Associa�ons between Adverse Childhood Experiences and 
Postrauma�c Stress Disorder Symptoms among Young Survivors of Urban Violence. J Urban Health. 
2022;99(4):669-679. doi:10.1007/s11524-022-00628-4 

20. Tach L, Jacoby S, Wiebe DJ, Guerra T, Richmond TS. The Effect of Microneighborhood Condi�ons on 
Adult Educa�onal Atainment in a Subsidized Housing Interven�on. Housing Policy Debate. 
2016;26(2):380-397. doi:10.1080/10511482.2015.1107118 

21. Jacoby SF, Tach L, Guerra T, Wiebe DJ, Richmond TS. The health status and well-being of low-
resource, housing-unstable, single-parent families living in violent neighbourhoods in Philadelphia, 
Pennsylvania. Health & Social Care in the Community. 2017;25(2):578-589. doi:10.1111/hsc.12345 

22. Bruce MM, Ulrich CM, Webster J, Richmond TS. Injured black men’s percep�ons of the recovery 
environment. Social Science & Medicine. 2022;292:114608. doi:10.1016/j.socscimed.2021.114608 

23. Jacoby SF, Richmond TS, Holena DN, Kaufman EJ. A safe haven for the injured? Urban trauma care at 
the intersec�on of healthcare, law enforcement, and race. Social Science & Medicine. 2018;199:115-
122. doi:10.1016/j.socscimed.2017.05.037 

24. Bruce MM, Ulrich CM, Kassam-Adams N, Richmond TS. Seriously Injured Urban Black Men’s 
Percep�ons of Clinical Research Par�cipa�on. J Racial and Ethnic Health Disparities. 2016;3(4):724-
730. doi:10.1007/s40615-015-0191-y 

25. Mancini MA, Mueller KL, Moran V, Anwuri V, Foraker RE, Chapman-Kramer K. Implemen�ng a 
hospital-based violence interven�on program for assault-injured youth: implica�ons for social work 
prac�ce. Social Work in Health Care. 2023;0(0):1-22. doi:10.1080/00981389.2023.2238025 

 


