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WHAT’S WITH THE PINK?



[37]



LEARNING OBJECTIVES

1. Distinguish characteristics of predatory violence from affective or impulsive aggression.

2. Recognize behavioral patterns associated with planned or targeted violence.

3. Assess risk indicators that warrant escalation, consultation, or security involvement.

4. Implement coordinated response strategies when predatory risk factors are identified.



“Healthcare workplace violence is an 
underreported, ubiquitous, and persistent 
problem that has been tolerated and largely 
ignored.” [32]



THE SCOPE 
OF THE 
PROBLEM

• 61.9% of healthcare workers 
report exposure to some form of 
workplace violence (WPV) (meta-
analysis of 253 studies, N = 331,544). 
[16] 

• Healthcare workers face injury 
rates from workplace violence as 
much as 35× higher than the 
general workforce. [32]



THE SCOPE 
OF THE 
PROBLEM:
HOSPITAL
SHOOTINGS

• Hospital-based shootings in the 
US increased from 6 events/year 
in 2000 to 34 events/year in 2024. 

• Current/former patients 
comprised the largest group of 
perpetrators (31.8%) in hospital 
shootings. [44]



PHYSICIAN IMPACT

Current Psychiatry Reports. 2022. Caruso R, Toffanin T, Folesani F, et al. 



PHYSICIAN 
IMPACT

• Source: Saint Francis Health System LinkedIn 

post, April 8, 2026. Used under fair use for 

educational purposes.



THE 
BIMODAL 
THEORY OF 
VIOLENCE

• Nearly a century of animal and human 
research supports two fundamental modes 
of violence:

• Affective (reactive, impulsive) violence — 
originates in defense against perceived 
threat
• Predatory (instrumental, proactive) 
violence — originates in hunting behavior

• Both are neurobiologically primal and 
served evolutionary survival. [22]

• This bimodal framework is the foundation 
for forensic threat assessment. [20]



PREDATORY VIOLENCE

• Planned and purposeful — may take weeks, months, or even years to 
execute
• Directed at a specific target
• Emotionally "cold" — minimal autonomic arousal
• Little or no perceived imminent threat to the perpetrator
• Goal: Achieve an instrumental objective (revenge, power, control, 
ideology)
• Requires cortical involvement for planning and execution
• Associated with psychopathy, callous-unemotional traits, and 
extreme overvalued beliefs [38, 40]



Comparison of affective/reactive and predatory/instrumental violence.

Adapted from Meloy (2006), Meloy (2025), Siegel and Victoroff (2009), and Stahl (2014).



NEUROBIOLOGY: WHY 
PREDATORY VIOLENCE 
APPEARS CALM

• Lateral hypothalamus; cortical planning 
circuits (DLPFC)

• Dopaminergic reward pathways (nucleus 
accumbens) 

• Proactive aggression is positively 
reinforcing (dopamine release) [33]

• Amygdala hypoactivation to fear cues is 
linked to callous-unemotional traits and 
proactive aggression [18]

• GABA suppresses emotionality during 
predatory violence in mammals [38]

Neurobiological circuits involved in stress responses, affective aggression, and predatory 

aggression.

Adapted from Understanding Human Aggression: New Insights From Neuroscience, by A. Siegel 

and J. Victoroff, 2009, International Journal of Law and Psychiatry, 32(4), pp. 209–

215. https://doi.org/10.1016/j.ijlp.2009.04.009



RISK FACTORS SPECIFIC TO 
HEALTHCARE SETTINGS

Organizational: insufficient 
staffing, long wait times, 

lack of security, poor 
organizational support

Patient/visitor: altered 
mental status (dementia, 

delirium, intoxication, 
decompensated mental 

illness), history of violence, 
patients in police custody 

Environmental: ED settings, 
night shifts, isolated work 

areas, lack of escape routes 

Emerging: rising patient 
expectations, politicization 
of healthcare, social media 
amplification of grievances 

For predatory violence 
specifically: grievance + 

fixation + access to target + 
means (weapons) = highest 

risk [16, 28, 32] 



FROM RISK FACTORS TO WARNING 
BEHAVIORS

• Traditional violence risk assessment focuses on static risk factors 
(history of violence, demographics, diagnosis).

• Threat assessment for targeted violence focuses on dynamic 
warning behaviors — observable changes in behavior that signal 
accelerating risk. [2]

• Key distinction: Risk assessment asks, "How dangerous is this 
person?" Threat assessment asks, "Is this person on a pathway toward 
a specific act of violence?”



MELOY'S 
EIGHT 
WARNING 
BEHAVIORS 
TYPOLOGY

1. Pathway — Research, planning, preparation, or 
implementation of an attack 
2. Fixation — Pathological preoccupation with a 
person or cause, with deterioration in functioning
3. Identification — Warrior mentality, pseudo-
commando behavior, desire to imitate previous 
attackers
4. Novel aggression — An act of violence unrelated to 
the target that appears to be a "test run"
5. Energy burst — Sudden increase in the frequency 
or variety of activities related to the target
6. Leakage — Communication to a third party of 
intent to do harm
7. Directly communicated threat — Direct 
communication of intent to the target
8. Last resort — Perception of being cornered, no 
alternatives, "nothing left to lose” [23]



PATHWAY BEHAVIOR

• Evidence that the individual is actively moving 
toward an attack

• Includes: researching the target, acquiring weapons, 
conducting surveillance, rehearsing the attack, writing 
a manifesto

• In healthcare: a patient who researches a physician's 
home address, schedule, or family; who acquires 
weapons; who visits the clinic at unusual hours

• Pathway behavior demands immediate security and 
law enforcement involvement [23]

Bronx-Lebanon Hospital following the 2017 shooting.

Reprinted from Doctor Who Shot 7 at NYC Hospital Had Made Threats to Kill, CBS 

News, July 1, 2017.



FIXATION

• Preoccupation accompanied by deterioration in 
social/occupational functioning

•Measured by: 
• Increasing perseveration
• Increasingly strident opinion
• Increased negative characterization of the target
• Impact on family/associates
• Angry emotional undertone

• Pathological fixation has been found in a mean of 81% 
of targeted attackers across multiple studies [23, 24]



IDENTIFICATION
• Warrior mentality, pseudo-commando 

behavior, desire to imitate previous 
attackers

• Characteristic behaviors: 
• Wears tactical gear
• Adopts military language
• Identifies with previous attackers
• Talks about "taking a stand” [23]

• Timothy McVeigh reportedly viewed 
himself as the "ultimate warrior" and of a 
coming revolution. His identity shifted 
from disgruntled veteran to 
revolutionary soldier. [8]Timothy McVeigh booking photograph following his arrest in 1995.

From Timothy McVeigh sketch and mugshot, Federal Bureau of Investigation, 

1995  Public domain..



NOVEL AGGRESSION

• An act of violence unrelated to the target that 
appears to be a "test run"

• Many healthcare attackers demonstrate new 
aggressive behaviors before their target attack:
• threatening receptionists
• damaging property
• intimidating nurses
• assaulting unrelated individuals

• The FBI healthcare threat assessment model 
specifically highlights novel aggression as a 
possible "behavioral tryout." [23]

Nurses demonstrating against workplace violence in healthcare.

Reprinted from Why violence is on the rise in health care facilities, PBS 

NewsHour, September 17, 2023,



ENERGY BURST • Sudden increase in the 
frequency or variety of 
activities related to the target

• Threat assessment teams 
frequently identify a sudden 
increase in:
• complaints
• phone calls
• emails
• social media posts
• visits to facilities [23]

Dr. George Tiller.

Reprinted from  article by M. Kort, 2009, Ms. Magazine, 

Summer 2009, p. 34.



LEAKAGE
• Communication to a third party 
of intent to do harm

• Can occur via verbal statements, 
social media, letters, journals, 
emails, videos, texts, etc.

• Leakage is the most actionable 
warning behavior because it can 
be reported by bystanders [23]

• Present in 58–87% of mass 
public shootings prior to the 
event [31]

Tulsa Police Department Facebook post describing threats made against St. Francis Hospital.

Screenshot from “Threatening a Hospital—Man Arrested After Making Threats About St. Francis 

to a Gas Station Clerk and Posting Online,” Tulsa Police Department, January 5, 2023, Facebook.



DIRECTLY COMMUNICATED 
THREAT

• Direct communication of intent to 
the target

• A finding from the U.S. Secret 
Service's Exceptional Case Study 
Project found:
• Only about 7% of subjects who 

attacked or approached public 
figures made a direct threat to 
the target or law enforcement 
beforehand. [23]

Gregory Ulrich speaking during sentencing proceedings related to the Buffalo Crossroads 

Clinic attack.

KARE 11. (2023, July 18). Buffalo clinic shooter sentenced [Video]. KARE 11.



LAST RESORT

• Perception of being cornered, no alternatives, 
"nothing left to lose"

• Many healthcare attackers leave statements 
reflecting:

• desperation
• hopelessness
• perceived entrapment

• Examples include attackers who express that:
• nobody listens
• no one will help
• violence is the only remaining option

• The FBI and Meloy both describe this as the 
"action imperative" phase. [23]

Booking photograph of Luigi Mangione displayed during television news coverage following his 

arrest.

Screenshot from television news coverage of the arrest of Luigi Mangione, December 2024.

News coverage following the homicide of UnitedHealthcare CEO Brian Thompson.

Screenshot from UnitedHealthcare CEO murdered, LiveNOW from FOX, December 4, 2024.



THE PATHWAY TO VIOLENCE

• This model describes targeted violence as a process, not a single event. [4, 9]



STEP 1: GRIEVANCE

• Definition: A perceived wrong or injustice that 
becomes a focal point of resentment [4, 9]

• Heatlhcare Examples: 
• Patient believes a medical error caused a 

loved one's death
• Patient feels dismissed, disrespected, or 

abandoned by a provider
• Employee terminated or disciplined and 

perceives it as unjust
• Family member blames healthcare system 

for inadequate care
• Patient denied controlled substances or 

disability documentation [3, 39]



STEP 2: IDEATION

• Definition: The grievance evolves into 
violent ideation — fantasies or thoughts 
about harming the perceived source of 
injustice 

• Healthcare Examples: 
• Patient makes statements like 

"Someone should pay for what 
happened to my mother"

• Employee writes journal entries 
about "getting even" with supervisor

• Family member posts on social media 
about wanting to "make the hospital 
pay"

• Patient tells another patient or family 
member they are thinking about 
hurting a specific provider [4,9]



STEP 3: RESEARCH/ 
PLANNING

• Definition: Active information-
gathering and logistical planning for 
an attack [4, 9]

• Healthcare Examples:
• Asking staff about a specific 

provider's schedule or office 
location

• Visiting the facility at unusual 
times to observe security 
patterns

• Searching online for provider 
home addresses or personal 
information

• Reviewing hospital floor plans or 
parking structures

• Researching methods of attack [4, 
9, 23]



STEP 4: PREPARATION

• Definition: Acquiring the means and 
capability to carry out the attack [4, 9]

• Healthcare Examples: 
• Acquiring a weapon (firearm, knife, or 

improvised weapon)
• Writing a manifesto, farewell letters, or 

social media posts
• Giving away possessions (suggesting 

finality)
• Making a "last visit" to the facility to 

confirm logistics
• Rehearsing the attack route [4, 9, 23, 

44]



STEP 5: BREACH

• Definition: The perpetrator gains 
access to the target environment [4, 9]

• Healthcare Examples:
• Entering the hospital through the 

main entrance (92.8% of inside-
hospital shootings followed 
peaceful entry) Bypassing security 
by entering through an unlocked 
side door

• Posing as a visitor or patient to 
gain access to restricted areas

• Tailgating through badge-access 
doors

• Concealing a weapon in personal 
belongings [4, 9, 44]



STEP 6: ATTACK• Definition: The act of targeted 
violence is carried out [4, 9]

• Healthcare Examples:
• 25.2 hospital-based 

shootings per year in the US 
(2000–2024) [44]

• Vehicular assault
• Stalking
• Edged weapon 

attack/Stabbing
• Blunt force ambush
• Arson
• Sabotage of clinic operations
• Hostage taking
• Chemical assault
• Poisoning

Law enforcement response to the 2022 Saint Francis Health System shooting in Tulsa, Oklahoma.

Screenshot from FOX 5 news coverage of the Tulsa medical center shooting, June 1, 2022.



WHAT PREDATORY VIOLENCE IS NOT

Common Misconceptions:
• "The loudest, most threatening patient is the most dangerous" → 

FALSE. Direct threats are the least common warning behavior in 
targeted violence. [44]

• "It happens suddenly without warning" → FALSE. Targeted 
violence is a process with observable warning behaviors. [4, 9]

• "It only happens in psychiatric settings" → FALSE. Outpatient 
clinics (34.8%) and EDs (25.9%) are the most common locations for 
WPV. [36]

• "There's nothing we can do" → FALSE. 32.1% of hospital shootings 
were potentially preventable by weapons screening alone. [44]



THE VA DISRUPTIVE BEHAVIOR 
COMMITTEE MODEL

• The Department of Veterans Affairs developed a model using 
Disruptive Behavior Committees (DBCs):

• Multidisciplinary team: mental health, safety, legal counsel, police/security, 
ethics, patient representatives

• Primary function: distinguishing predatory, planned, person-focused 
violence from affective, opportunistic events

• Conduct multi-dimensional threat assessments with record reviews and 
interviews

• Recommend individualized management plans (e.g., gender-specific 
providers, police accompaniment, known trigger warnings)

• Document in electronic health record with nationally visible Patient Record 
Flags [12]



WHY DE-ESCALATION ALONE IS 
INSUFFICIENT FOR PREDATORY VIOLENCE

• De-escalation is the first-line response for affective/reactive aggression and is 
effective for the majority of agitated patients within 5 minutes. 

• De-escalation targets emotional arousal — which is absent in predatory violence

• Attempting to de-escalate a predatory individual may:
• Waste critical time
• Provide false reassurance
• Allow the individual to continue executing their plan

• Key principle: De-escalation is for emotions. Security is for plans. [1]



THE 
COORDINATED 
RESPONSE 
MODEL

A multidisciplinary, tiered response:

• Tier 1 (Recognition & Reporting): 
Frontline staff identify warning behaviors 
→ report to supervisor/security

• Tier 2 (Assessment): Threat assessment 
team evaluates the situation using 
structured tools (WAVR-21 or equivalent)

• Tier 3 (Management): Coordinated 
response — may include security 
measures, law enforcement notification, 
patient/visitor restrictions, staff safety 
planning, forensic psychiatric 
consultation

• Tier 4 (Follow-up): Ongoing monitoring, 
documentation, post-incident support

[13, 27, 29]



Tier 1: Recognition & Reporting
• Train ALL staff (clinical, administrative, security, housekeeping) to recognize 
and report:

• Threatening statements (verbal or written)
• Unusual surveillance behavior (photographing, loitering, asking about 
schedules)
• Weapons (visible or reported)
• Escalating grievance language
• Leakage from third parties

• Reporting should be easy, anonymous if needed, and without fear of 
retaliation

• Joint Commission requires training at hire, annually, and whenever program 
changes occur. 

[13, 27, 29, ]



THE SAFE FRAMEWORK FOR FRONTLINE STAFF

• Results: 
• 40% reduction in nurse injury rates
• 20% annual increase in appropriate security 

responses

• Implementation elements:
• Document safety risk in the EHR
• Remove potentially harmful objects from the 

environment
• Request additional staff or behavioral response 

team
• Activate security when indicated
• Use color-coded wristbands/flags for staff 

without EHR access

Spot the threat
Assess the situation
Formulate a plan
Evaluate the plan

[17, 19]



Tier 2: Threat Assessment

• Ideally performed by a multidisciplinary threat assessment team 
(TAT):

• Members: security, administration, legal, HR, mental health, law 
enforcement liaison
• Uses structured professional judgment (not actuarial prediction)
• Evaluates: Is there a pathway? Is there fixation? Is there a 
specific target? Does the individual have the means and access?

• If no formal TAT exists: consult forensic psychiatry, contact local 
law enforcement threat assessment unit, or contact the Association 
of Threat Assessment Professionals (ATAP) [2, 25]

[13, 27, 29]



THREAT ASSESSMENT TOOLS 
VALIDATED FOR PREDATORY VIOLENCE

• WAVR-21 — Workplace Assessment of Violence Risk
• 21 items: 5 critical "red flag" items + static/dynamic risk factors + 1 protective 

factor
• violent motives, ideation, intent, weapons skill, and pre-attack planning. 

• Context: Workplace targeted violence (including healthcare) [25]

• TRAP-18 — Terrorist Radicalization Assessment Protocol
• 18 items: 8 proximal warning behaviors + 10 distal characteristics
• Context: Lone-actor terrorism / ideologically motivated targeted violence [21, 

43]

• HCR-20 V3 — Historical Clinical Risk Management–20
• 20 items across 3 domains: Historical, Clinical, Risk Management
• Context: General violence risk (forensic/psychiatric populations) [7]



Tier 3: Management Strategies
•Security measures: increased security presence, access control, escort 
services, panic buttons, safe rooms

•Administrative measures: patient/visitor restrictions, flagging charts, 
modifying provider schedules, relocating providers

•Legal measures: restraining orders, trespass orders, law enforcement 
notification, involuntary psychiatric evaluation (if criteria met)

•Communication: notify all potentially affected staff, coordinate with law 
enforcement, document all actions

•Environmental design: ensure escape routes, remove potential weapons from 
clinical areas, install surveillance cameras

[13, 27, 29]



BEHAVIORAL EMERGENCY RESPONSE 
TEAMS (BERTS)

• BERTs have emerged as an alternative to traditional 
security-only responses 

• Typically include nursing, security, social work, and 
psychiatry

• Implementation associated with decreased WPV, 
decreased restraint use, and decreased security calls

• Staff report increased perceptions of safety and 
institutional support [26]



TIER 4: POST-INCIDENT 
RESPONSE

•Joint Commission requires follow-up and support for victims and witnesses, 
including trauma and psychological counseling. 

•Post-incident debriefing for all involved staff

•Incident analysis: What warning behaviors were present? Were they recognized? 
Were they reported? Was the response adequate?

•System improvement: Use incident data to refine policies, training, and 
environmental design

•Ongoing monitoring of the individual of concern (if not incarcerated)

[13, 27, 29]



JOINT 
COMMISSION 
REQUIREMENTS 
(2022/2024)

All Joint Commission-accredited hospitals 
must have a workplace violence prevention 
program that includes:

• Policies and procedures for prevention 
and response
• Incident reporting and trend analysis
• Post-incident support 
(trauma/psychological counseling)
• Reporting to governance
• Annual worksite analysis
• Staff training in de-escalation, nonphysical 
intervention, physical intervention, and 
emergency response [13]



THE ROLE 
OF THE 
PRIMARY 
CARE 
PHYSICIAN

Primary care physicians are NOT 
expected to be threat assessors.

They ARE expected to:

• Recognize warning behaviors
• Document concerning behaviors accurately
• Report to appropriate institutional channels 

(security, administration, threat assessment 
team)

• Participate in safety planning for their own 
practice

• Know their institution's workplace violence 
prevention policies



PRACTICAL CHECKLIST FOR PRIMARY 
CARE PRACTICES

Does your practice have a workplace violence prevention policy?

Do all staff know how to report concerning behaviors?

Is there a process for flagging patients with a history of threats or violence?

Do you have a relationship with local law enforcement for threat consultation?

Are there physical safety measures in place (panic buttons, escape routes, locked doors)?

Is there a plan for what to do if a patient brings a weapon?

Do you conduct annual worksite safety analyses?

Do you provide post-incident support for affected staff?



KEY 
TAKEAWAYS

•  Predatory violence is planned, emotionally cold, 
target-specific, and not responsive to de-
escalation.

•  Eight warning behaviors are observable, 
dynamic indicators of accelerating risk toward 
targeted violence.

•  Escalation is warranted when pathway behavior, 
specific threats, or multiple converging warning 
behaviors are identified — use structured tools 
(WAVR-21) and multidisciplinary threat 
assessment teams.

•  Coordinated response requires a tiered system: 
recognition → assessment → management → 
follow-up, supported by institutional policy, 
training, and Joint Commission-mandated 
programs.



RESOURCES

• OSHA Guidelines for Preventing Workplace Violence for Healthcare and Social Service Workers (2016)

https://www.osha.gov/sites/default/files/publications/osha3148.pdf

• Joint Commission Workplace Violence Prevention Compendium (2023)

https://www.jointcommission.org/resources/patient-safety-topics/workplace-violence-prevention/

• Association of Threat Assessment Professionals (ATAP)

https://www.atapworldwide.org

• WAVR-21 (Workplace Assessment of Targeted Violence Risk)

https://www.wavr21.com

• American Psychiatric Nurses Association (APNA): Workplace Violence Resources

https://www.apna.org/workplace-violence/

• Oregon Association of Hospitals and Health Systems: Workplace Violence Prevention Toolkit (2020)

https://www.oahhs.org/safety/workplace-violence-prevention

https://www.osha.gov/sites/default/files/publications/osha3148.pdf
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