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News stories of gun violence have ignited the 
debate about what public health measures 
are appropriate for reducing the epidemic 
of gun injury and death. Although critics of 
stricter gun policies cite data showing stable 
rates of gun-related homicide over the past 
decade, these statistics ignore the increased 
rate of shootings and that improved trauma 
care has stabilized the death rate.1 With the 
shooting rate climbing, primary care physi-
cians may reasonably ask what role they can 
play in reducing injuries. 

Looking to the existing evidence base 
provides some insights, but research on 
gun violence has generally been scarce, 
in part because of controversial restric-
tions on research funding for this topic.2 A 
case-control study that examined risk fac-
tors among adolescents with a self-inflicted 
injury or who unintentionally injured 
another person with a firearm found that 
guns and ammunition were less likely to 
be locked up, and guns were less likely to 
be stored unloaded and separately from 
ammunition.3 Findings from this and 
related research have implications for physi-
cian counseling: guns, if kept in the house-
hold, should be unloaded, locked up, and 
stored separately from ammunition. 

Early studies of community-based efforts 
suggested that this advice could be leveraged 
for change. One before-and-after study in 
North Carolina used a multimedia cam-
paign to invite 112 gun owners to a firearm 
safety seminar. The group demonstrated 
that tailored counseling could improve the 
rate of locking up guns and ammunition, 
and storing firearms unloaded.4 This study 
was limited by the self-selected nature of 
participants and the lack of a control group. 

When similar counseling interventions have 
been tested in a clinical setting, the results 
have been mixed. In a study of 56 health care 
professionals randomized to a counseling 
intervention, there was no difference in the 
rate of new gun purchases, existing gun dis-
posal, or the use of gun locks.5 In contrast, 
another randomized study found that coun-
seling with or without a gun safety brochure 
improved the rate of safe gun practices.6

To some extent, physician attitudes mesh 
with these findings. For example, in a 2013 
survey of internists, 85% of those surveyed 
believed firearm injury is a public health issue 
and 66% believed that physicians should 
have the right to counsel patients about fire-
arm safety.7 However, 58% reported never 
discussing firearm safety with their patients. 
Similarly, a 1995 survey of pediatricians 
and family physicians showed that nearly 
one-half of physicians surveyed believed 
that they have a duty to counsel patients 
about firearm safety, although few found 
the time to do so in practice.8 The question 
then becomes: aside from time constraints, 
why don’t primary care physicians counsel 
patients about gun safety more often? Some 
evidence suggests that physicians believe 
that advice to remove guns from the home 
is rarely well received by patients who own 
guns, although advice about locking up 
guns and ammunition is better received.8 
An important consideration that is com-
monly overlooked is that counseling about 
gun safety competes with other clinical 
care priorities, such as counseling about 
weight loss, smoking, and exercise, and the 
diagnosis and management of chronic medi-
cal conditions. Whether counseling patients 
about gun safety is a good idea is not the 
correct question. It is whether the benefits 
of this counseling outweigh the benefits of 
other services and types of counseling that 
primary care physicians must provide.

In our view, for physicians to effectively 
and efficiently counsel patients about gun 
safety, they must be able to identify patients 
who are at highest risk of gun-related injury. 
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This is no different than spending more time counsel-
ing the overweight patient with diabetes mellitus about 
the importance of a healthy lifestyle than the four-time 
marathon runner. 

Vulnerable persons represent an important at-risk cate-
gory that may benefit from targeted counseling, especially 
during vulnerable time periods. Emerging data suggest 
that there are certain vulnerable periods during which 
patients are at elevated risk of suicide. Studies consistently 
show higher rates of suicide after psychiatric hospitaliza-
tion9,10 and after medical hospitalization among older 
patients.11 According to the Centers for Disease Control 
and Prevention, firearms account for more than 50% of 
suicides among adult men and nearly 30% among adult 
women.12 Among adolescents, suicide ranks as the second 
leading cause of death, and firearms account for between 
40% and 50% of all suicides in this population.13 

Among adolescents hospitalized for firearm-related 
injuries in a nationally representative sample, most inju-
ries were related to assault.14 It seems reasonable to inquire 
about access to guns among adolescents and parents of 
adolescents in an effort to reduce firearm-related suicide 
and assault risk. The same is true of hospitalized adults 
being discharged from psychiatric inpatient facilities, 
particularly those who are older, male, and unemployed, 
and those with poor social support systems.10 Physicians 
should also consider counseling patients with depression 
or other mental illness. A review of systems for all of these 
patients may include questions about the availability of 
guns in the household and tailored advice thereafter.

Despite the potential benefits, several states have 
attempted to pass legislation that would prohibit physi-
cians from talking with their patients about firearm 
ownership and safety (commonly referred to as gag laws). 
At least nine states have introduced gag legislation since 
2011. Although most states have failed to enact these 
laws, Montana and Minnesota have had them in place 
since 2013.15

Reducing gun injury is not only amenable to action at 
the level of policy and public health initiatives, but that 
of individual physicians. While this editorial restricts its 
approach to gun safety based on the best evidence avail-
able, an advocacy approach such as the one put forth 
in the American College of Physicians’ recent position 
paper has merit in galvanizing attention to gun violence, 
as it addresses a range of legal and policy issues that are 
an essential part of the broader discourse on gun safety.16 
In addition to this broad advocacy approach, we believe 
that an efficient use of scarce time and resources among 
physicians should result in emphasis being placed on the 
identification of high-risk patients who would benefit 
from targeted gun safety counseling. Clinical trials are 
needed to identify these patients and determine what 

interventions are effective. In the meantime, physicians 
must decide which patients will benefit most from a few 
minutes of discussion about diet, exercise, workplace 
safety, or gun safety, among the many possible topics 
available. A better understanding of who is at highest 
risk may help prioritize this choice. 
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