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Abstract
Kansas City is a microcosm for USA. Although Kansas
City shows a relatively diverse population, it is one that
is segregated along the lines of race and income. This
is an inequity that is common to all cities across the
country. With this inequity comes unequal opportunity
to survive and to thrive. Firearm violence is a core
component of this societal inequity. In this article, we
present the proceedings of the 2019 Kansas City Firearm
Violence Symposium, where distinguished experts in
trauma convened to share their experience, evidence
and voices of gun violence—directly and indirectly.
There were discussions on topics such as the human
toll of gun violence, the role of structural violence in its
perpetuation, the intersectional nature of race with both
violence and medical care, and guidance on measures
that could be taken to advocate for the reduction and
elimination of gun violence. This was a symposium that
started a country-wide conversation between academia,
healthcare, survivors and the community on the most
pressing public health crisis facing USA today.

The 2019 Kansas City firearm violence
symposium
Robert D. Winfield, MD, FACS

Kansas City is a community of 2.1 million people
sitting on the border of Kansas and Missouri that
mirrors the USA in terms of demographics makeup,
and distribution of urban, suburban, and rural
populations. When considering the most recent US
census, Kansas City shows a relatively diverse population, but one that is segregated along the lines of
race and income.
Kansas City, Missouri (the largest city in the
metro) ranks fifth in the number of homicides per
capita among major US cities. Some counties have
firearm death rates (26 and 25 per 100 000 population, respectively) and homicide rates (18 and 17
per 100,000, respectively) that are well above the
national rates for firearm fatalities (12/100,000)
and homicide rates (6.2/100,000), making them
among the most violent communities in America.
Adding to the complexity is that these counties also
have suicide rates above the national. These disparities in firearm fatalities, homicides, and suicides
show variation based on geographic lines, to be
sure, but lines that are marked also by differences
in race and income.
These data suggested a need to have a frank
discussion about the complex issues surrounding

firearm violence in Kansas City, to promote greater
understanding of the magnitude and multifactorial
nature of the problem, and to begin thinking about
how the community might come together to solve
this problem. To do so though, required more than
discussions of gun policy and Second Amendment
rights and certainly more than discussions of firearms themselves. The 2019 Kansas City Firearm
Violence Symposium (#KCFAVS19) brought
together expert speakers on these issues, and
included discussions on topics such as the human
toll of gun violence, the role of structural violence
in its perpetuation, the intersectional nature of race
with both violence and medical care, and guidance
on measures that could be taken to advocate for the
reduction and elimination of gun violence. Because
Kansas City reflects the USA in many ways, summaries of the proceedings are shared here, to promote
understanding of the complexity of the topic of
gun violence beyond the usual rhetoric. We hope
this will help all interested in ending the scourge
of American gun violence consider a humanistic,
multifactorial approach to this devastating public
health problem.

Putting faces to firearm violence in the
USA
Shot: 101 survivors of gun violence in America (
Shotproject.org)
Kathy Shorr

The ubiquity of gun violence has become the norm
in the USA. We hear repeated horrors so much that
it now produces a numbing effect. It is a helplessness
that allows us to hear the news and say, ‘here we go
again’ and put it out of our mind. Gun violence is
now something we expect to happen (but not to us).
I have been asked why I chose to photograph
survivors. The project came about, as with any
creative idea, because of a few different conditions.
Years before when I was living in Greenwich Village
with my husband and toddler, two men dressed
as postmen came to the door of our home with a
package. Suddenly, the ‘postmen’ pushed in and
when I recovered I had a gun pointing at me as the
man holding it proclaimed “I’m not kidding, get
inside”. There is a terror that comes when it dawns
on you that you are completely at the mercy of a
person with gun. If he wants to kill you he will,
if he wants to hurt you he can and if he wants to
be merciful to you, maybe he will. Adding to my
fear was the fact that it was not just me but that he
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was controlling the fates of three of us. Luckily on that day the
intruders were more interested in robbing us and our cooperation with them kept us physically safe.
The second thought to do the project came from my experiences as a New York City Teaching Fellow in the public schools
in crisis. At school, many students wore laminated memorial
cards around their necks with the photos of relatives and friends,
usually young men, who were killed by gun violence. I started
to think that all of those killed had achieved a ‘folk hero’ kind
of status in their communities. But I never heard anyone speak
about those who were shot and survived. I thought that these
survivors would be a very interesting group of people to speak
with and to unite in their ‘survivorhood’.
Lastly, I thought that our country was extremely polarized
(now even more so) and I thought that if I could look at gun
violence as a human problem with real survivors from all walks
of life that we might be able to talk minus the politics about this
public health crisis.
To complete the book, I traveled over 100 000 miles in a little
over 2 years (2013 to 2015) to photograph 101 people from
every race, many ethnicities and ages (8 years to 80 years) from
profile and low-
profile shootings
across USA including high-
(online supplementary appendix 1).
The majority of portraits were taken at the physical location
of the shootings. This adds another layer to SHOT as most of
the locations are banal and ‘normal’ places we all visit in our
daily lives: shopping centers, places of entertainment, church,
neighborhood streets, movie theaters, the gym, and so on. Many
of the shootings occurred in the survivors’ homes and cars. Gun
violence can happen to anyone, anywhere in America.
Those who die from gun violence can only address the issue
as statistics and memories of lives that were. The SHOT project
focused on the living whose lives have been forever changed by
the emotional and physical trauma of gun violence. The abstract
concept of who gets shot was no longer a mystery. Through the
project, we are confronted with flesh and blood survivors who
are just like us. We are all vulnerable.
SHOT enables us to explore a dialogue about gun violence.
A number of the survivors in SHOT are responsible gun owners
including a National Rifle Association (NRA) member. It is
meant to connect us to each other and how much we have in
common, giving us the opportunity to begin to take an unbiased
look at guns in American society. Most Americans want responsible gun laws.
Although there are many forms of gun violence, the intention
is not to categorize and divide when speaking about the broader
issue. In doing so, we will just spin around in a quagmire that pits
‘us against them’. I have seen first-hand that no one is immune
from gun violence. We should focus on preventative measures
that both responsible gun owners and those against guns can
agree on. Compromise is the only way that we can move forward
on this national health crisis that so greatly divides our country.

Epidemiology of firearm violence in the USA
Joseph V. Sakran, MD, MPH, MPA, FACS

Laying semiconscious on the gurney, I sensed the frantic commotion of healthcare workers bustling around me in the trauma bay.
Donned in protective equipment from head to toe, like a man on
the moon, all I could see were the eyes of the trauma surgeon as
he hovered over me. Those eyes reflected both intense concentration and fierce determination to save my life. They say a
picture is worth a thousand words, but my memory of that face
is worth a million.
2

Hours before, I was a healthy 17-year-old student at a high
school football game. Then I became collateral damage as a
violent fight broke out after the game and a 38-caliber bullet
ripped through my throat. Nearly unconscious, I still can vividly
see the expressions on the faces of the many people trying to
help me. The chaos around me in the trauma bay filled me both
with fear and awe—fear that I might die and awe at the fearless purpose of the medical personnel fighting to save my life. A
prolonged hospital stay, and many operations, gave me a second
chance. As a trauma surgeon today, I work to not only give
others that same second chance that I received; however, with a
goal of working beyond simply the trauma center or operating
room as we collectively work on reducing firearm injury and
death in America.
In 1993, Dr. C. William Schwab gave the presidential address
at the Eastern Association for the Surgery of Trauma ‘Violence:
America’s Uncivil War’.1 In his opening remarks, he noted that
“Today we enjoy less risk of full-scale international war than
ever before. Yet at a time when Americans have never been as
safe from nuclear war than ever before, we are at the greatest
threat of harming each other”. Not much has changed around
firearm violence since then and perhaps in certain aspects the
story is getting worse. In the USA, over 300 individuals are
shot daily, and nearly 40 000 killed by firearms annually, the
majority of which come from suicide.2 This does not to capture
the non-fatal injuries, which conservative estimates are around
two to three per death. This public health crisis also affects
young people, where 17 000 children and adolescents are shot
a year. Considering that we have over 300 million firearms in
this country, it may not surprise most that one in three children
have guns in their home.3 However, what should surprise all of
us is that 4.6 million children live in homes with unlocked and
loaded guns.
How we look at the data actually makes a difference. We know
that young African American men are disproportionately affected
by firearm homicide whereas older white men are affected by
firearm-related suicide. Of all homicides in the USA, 60% were
firearm-related, making the USA an aberration compared with
other high-income countries. The USA also stands alone statistically for the number of mass shootings that occur on an almost
daily basis. Prior to 2011 we would see the media highlight
mass shootings every 6 months, after 2011 the frequency has
increased to every 2 months, increasing 16% between 2000 and
2013.4 It is critical to understand that mass shootings constitute
less than 2% of this epidemic we are facing. And in fact there
are young men from communities of color that are being killed
in cities like Baltimore, Philadelphia, Chicago—and their stories
often go untold. Within society there is also this ‘myth of mental
health’ being labeled as the reason behind the violence we see.
In fact only 4% of firearm-related violence is related to mental
illness.5 Firearm violence is also the number one mechanism of
intimate partner homicide.6 In fact, when the abuser has a gun,
the risk of death increases by 500%. One woman is shot by her
intimate partner every 16 hours.7 8
When we try to capture the impact that firearm-
related
violence has had on our country, one can look at the death
toll in the USA between 1968 and 2011 and they would find
that it eclipses all wars ever fought by the country. According
to research by Politifact, there were about 1.4 million firearm
deaths in that period, compared with 1.2 million US deaths in
every conflict from the War of Independence to Operation Iraqi
Freedom.9 If the human toll is not enough, we also have seen a
significant economic burden that is related to firearm injury and
death in America. Using large databases, such as the National
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Emergency Department Sample, the charges calculated for the
annual cost of emergency department visits including admission
due to firearms-related injury exceed $2.8 billion.10 This does
not even begin to capture the societal cost of firearm violence,
which has been estimated to exceed $174 billion.11 Readmission
to hospital due to firearm injury is poorly tracked and also costs
over $791 million yearly, with the largest fraction paid for by
the public.12
While research remains an important part of developing
data-driven solutions to reduce firearm-related violence, there
are several common sense gun safety reform bills that we can
pass now to reduce preventable death. These include, expanding
universal background checks, limiting sales to individuals with
mental illness or previous history of convictions for violent
offenses, empowering families and law enforcement to be part
of the solution by passing extreme risk protection orders, and
a variety of others. It is incumbent on trauma surgeons, given
our work with survivors and victims of firearm violence daily, to
ensure that our voice is heard and we are part of the solution to
ending this public health crisis.

Structural violence and firearm violence in the
USA
Tanya Liv Zakrison, MD, MHSc, MPH, FRCSC, FACS

At trauma centers across the USA, our patients present with
the same familiar stories. It is the story of another 19-year-old
African American man who presents after multiple gunshot
wounds from a high powered weapon on a random Tuesday
night. He survives, the surgeon is congratulated for a ‘great save’
and eventually, the patient is discharged home. This story will
repeat itself again the next night, all throughout the country.
year-
old patient has previously been shot, self-
treats
Our 19-
his symptoms of post-traumatic stress disorder with marijuana,
and has difficulty finding employment where drug screening is
the norm. His mother is overemployed, works three jobs which
pay minimum wage, and is rarely at home. His older brother is
currently incarcerated for a non-violent crime, a younger brother
has been expelled from school and his father was shot and killed
2 years prior, four blocks from home. Are our surgical interventions enough to break the cycle of preventable and premature
death from firearms in our country?
Current evidence from the Centers for Disease Control and
Prevention (CDC) demonstrates that the rate of firearm deaths in
USA in increasing again, and is now 40 000 deaths a year.2 This is
still less than the number of Americans who died yearly from a
lack of healthcare insurance (prior to the Affordable Care Act).13
Since 2015, it is now more than the number of Americans who
die in motor vehicle collisions.14 Two-thirds of firearm deaths are
suicides, except in children, and homicides disproportionately
affect young men of color. The USA is a global outlier in the
number of weapons owned by its citizens and, in parallel, the
firearm homicide rate, being the highest for both compared with
other high-
income countries. As highlighted during previous
mass shootings, media focus tends to be on these events (which
affect anyone in society, including affluent individuals or neighborhoods), and not on poor, marginalized communities of color,
such as in Baltimore or Chicago, that contend with this violence
daily.15
After the Sandy Hook massacre of 2012, where 20 children
lost their lives in a mass shooting, Barack Obama issued 23
executive orders to liberate funding for research into firearm
violence. Models have emerged that view such violence through
a public health lens, using an infectious disease model of

community risk and spread. Researchers have suggested that
firearm violence should be treated like a contagious disease.16
term successes have been demonstrated in a
Although short-
reduction of community-level mortality, some models of interrupting the spread of violence at times have been criticized for
focusing on individuals who lack access to the social determinants of health.17 18 Addressing socioeconomic factors associated
with violence has the largest impact on a population level, and
could be a complementary approach to programmes that focus
on individual behavioral change.19 Specifically addressing the
social determinants of health inequalities has identified avoidable causes of ill-health or death, such as the close to 900 000
excess deaths of African Americans that occurred in the USA
between 1991 and 2000, simply due to inequities.20 21 This
contrasts to 176 633 lives saved in the USA by medical advances
in the same period.22 Whereas individual behavior modification
is important in harm reduction, larger societal-level forces are
clearly impacting the health of populations on a grand scale.
Why does this occur? Professor Johan Galtung described this
phenomenon as ‘structural violence’.23 This is a form of violence
where social structures or institutions harm people by preventing
them from meeting their basic needs. Classism, racism, sexism,
heterocentrism, islamophobia, or any form of discrimination
that leads to the avoidable impairment of fundamental human
needs is structural violence. This form of invisible violence leads
to direct violence and is supported, as a syndromic triad, by
cultural violence.24 By using aspects of culture (ideology, religion, education, art, language, etc) to justify or legitimize structural violence, it becomes invisible by normalizing the abnormal.
Cultural violence is used to subconsciously justify implicit bias,
hate, or even genocide. An example of structural violence would
be the longitudinal study of Alexander and Entwistle which
followed close to 800 inner-city children in Baltimore during
25 years. Only 4% of poor children escaped poverty, in the
richest country in the world, with a clear discrepancy in privilege and opportunities between white and black children and
young adults.25 This type of discrepancy leads to premature
morbidity and mortality of African Americans. An example of
cultural violence is the negative response by some individuals
to Colin Kaepernick’s non-violent kneeling protest against law
enforcement killings of African Americans, accompanied by a
more muted response to the death of, for example, Eric Garner
and many others. The history of structural and cultural violence
in the USA is long-standing, specifically against indigenous and
postslavery populations. Torture was commonplace as violence
was legally authorized against men, women, and children used
as slaves in the USA. Images of tortured, maimed, and burned
lynched men and women, mostly African American, were sold
as postcards by the US postal service during a period of 50
years, until the late 1920s,26 an example of normalization of the
abnormal, or cultural violence. The transgenerational transmission of trauma that exists today leads to telomere shortening
and epigenetic changes of the DNA of populations perpetually
exposed to all forms of violence.27
Both structural and cultural violence persists today. Inequities
caused by invisible or indifferent systemic discrimination is the
leading cause of death of vulnerable populations in the USA.
Firearm violence is no exception. This class-based discrimination
affects communities born into poverty across USA, including
those that are poor and white. For example, poor communities of working class whites have rejected government support
of public education (leading to a higher rate of their children
dropping out of school) and Medicare expansion (reducing
their life expectancy by 4 weeks), while ensuring easy access to
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guns (increasing the suicide rate for whites).28 The “reward of
whiteness’ or the sense of psychological prestige over equally
struggling communities of color, can be abrogated through equal
government support for all, which is why it is rejected.28
The complex interplay between societal exclusion, historic
trauma, and violence cannot be ignored when considering
firearm violence in the USA. Critical recommendations and
guidelines on the subject have been released by surgical organizations including the Society for Black Academic Surgeons.29
Trauma surgeons are joining societal members and leaders, such
as the youth of the country, in calling for a deeper solution to not
only firearm violence, but to the structural and cultural violence
that facilitates this avoidable bloodshed which is unique to our
country.

Advocacy and research to end firearm violence in
the USA
Marie Crandall, MD, MPH

The Dickey Amendment was a rider inserted into the 1996 US
tax spending bill that stated, ‘none of the funds made available
for injury prevention and control at the CDC may be used to
advocate or promote gun control’. This amendment was a direct
product of active pro-gun lobbying at the federal level, particularly by the NRA. Since that time, little to no tax dollars have
been allocated to fund firearm injury research, at the CDC, and
at the National Institutes of Health, and other federal agencies.
The Dickey Amendment had the effect of defunding research at
a critical time, when firearm-related injuries and deaths had hit
record highs in the early 1990s. This starkly demonstrates the
interplay between politics, advocacy, and research in the area of
gun violence prevention.
To many researchers and trauma surgeons, the issue seems a
simple one; science is simply the systematic observation of the
physical environment, and elucidation of facts through hypothesis testing. It should be impartial and unbiased. When a preponderance of evidence suggests that, say, tobacco exposure can lead
to cancer, actions to limit harmful consequences and improve
public health are undertaken by society. However, it seems that
many topics have become so politicized that actions are impeded
by politics. Examples would be a woman’s right to choose to
have an abortion, funding for health insurance, and, of course,
the constitutional right to carry a firearm. The population has
become so polarized with respect to these topics, science has
lost its ability to govern policy without advocacy on the part of
informed professionals.
Despite the Dickey Amendment and other lobbying-related
active efforts to suppress research, there has been much solid
science in the area of gun violence prevention. Research has
clearly demonstrated that more guns do not make people safer,
and are in fact a risk factor for increased injuries and deaths.
This has been shown in several ways: (1) States with higher per
capita firearm ownership rates have higher firearm suicide and
homicide rates.130 31 (2) Firearm ownership is a strong risk factor
for firearm suicide and homicide in the home.32 33 More importantly, research has also shown us that more stringent firearm
licencing laws, and safer storage of firearms, are both associated
with lower risks of firearm suicides and homicides.34 35 These
findings have been confirmed for youth-focused firearm access
laws and suicide, and for perpetrator firearm access and intimate
partner homicide.35–38
So how can we translate these research findings to action and
advocacy? First, on the personal level, firearm owners should
store their weapons unloaded and locked, with ammunition
4

stored separately. Second, as trauma surgeons, we can care for
our patients and their families with respect, and work with
community efforts to decrease violence and other health disparities. Simultaneous efforts to address urban blight, invest in
communities, and ensure a strong public educational system are
also essential. Finally, as responsible citizens, we should vote for
sensible licencing and purchasing restrictions for firearms.

The intersection of race, class, violence, and
medicine in the USA
Brian H. Williams, MD, FACS

The #KCFAVS19 was an important step to change the narrative on gun violence. Absent any politics, it was a day focusing
on science, personal experience, and humanity. A documentary photographer shared stories of survivors of gun violence.
A trauma surgeon talked about the triangulation of structural,
cultural, and direct violence. Another bridged evidence-based
medicine with his experience as a gun violence survivor. Yet
another outlined practical solutions to make our communities
safer. And there was me, highlighting the intersection of gun
violence and medicine through the prism of race.
As a country, I fear the damage we are doing to our children
who are growing up in a culture where gun violence is normalized. I fear the transgenerational impact on communities of
color who carry the unseen burden of gun violence, yet remain a
footnote in the discussion. I fear—actually I know—as a trauma
surgeon, I have not done enough. I must do more work toward
ending the violence endemic in the communities I choose to
serve. For too long, I measured success by patching up victims
and getting them out of the hospital, with little thought to where
I was sending them.
What can make a difference is to lower the drawbridge which
separates the institution where I care for patients from the
communities where they reside. It is rolling up my sleeves, sitting
across from them and asking, ‘What do you need, and how can
I help?’. I know I don't have all the answers, but I am willing to
listen to anyone who might. This is the collaboration needed to
address the root causes of gun violence—the seeds of which were
planted at #KCFAVS19.
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