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Tragedy struck this past December in Newtown, Connecticut, when a 20-year-old man
killed his mother and subsequently invaded a school, fatally shot 20 children and 6 school
personnel, and then killed himself. In addition to the unspeakable loss of these young
children and their devoted teachers, this incident leaves psychological scars on those who
witnessed the event and on the families, friends, and communities of the victims. For their
sake, we must not be silent. Instead, it is imperative that we harness our clinical and research
capabilities to learn from this dark episode and inform actions that will decrease the toll of
violent death among our citizenry. In this editorial, we wish to place this episode in national
and international perspectives, and consider three approaches that have been recommended
in the national media, namely restriction of access to firearms, clinical screening about
firearm availability and storage in the home, and improved access to mental health care and
better screening for violence potential.

Mass shootings, defined as those involving the deaths of at least 4 individuals through
firearm homicide, represent a very small proportion of all firearm deaths in the United
States. Since 2005, there have been an average of 55 individuals per year who have died in
mass shootings, more often than not with guns acquired legally, whereas in 2010 more than
31,000 Americans died by gunfire (11,078 firearm homicides, 19,392 firearm suicides, and
606 unintentional firearm deaths).1,2 Thus, mass shootings account for only 1 in more than
500 of the firearm homicides and suicides that occur in the United States every year. Mass
shootings and other firearm homicides do have one thing in common—both are much more
common in the United States than in any other high-income country in the world. Fifteen of
the most recent 25 mass shootings recorded world-wide occurred in this country.2 Moreover,
in 2010, among American youth 24 years and younger, 44% of the 4,874 who took their
lives by suicide died using a gun, and 73% of the 5,635 homicides in this age group were by
firearms.1 For 15- to 24-year-olds in the United States compared with adolescents and young
adults in other high-income countries, the rates of firearm suicide, firearm homicide, and
unintentional firearm death were about 9, 43, and 12 times more likely in the United States.3

For U.S. children 5 to 14 years of age compared with children in other high-income
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countries, rates of firearm suicide, firearm homicide, and unintentional firearm death were
increased 9-, 12-, and 10-fold.3

There are substantial data linking the availability of firearms to suicide and homicide by
these means. An analysis of nearly 400 firearm deaths that occurred in the home showed that
for every self-defense homicide in the home, there were nearly five times as many domestic
criminal homicides and 37 suicides.4 A companion study examined all gunshot injuries in
the home (non-fatal and fatal) in which the involved firearm had been kept in the home;
home guns were four times more likely to be involved in an accident, seven times more
likely to be used in a criminal assault or homicide, and 11 times more likely to be used in an
attempted or completed suicide than to be used to injure or kill in self-defense.5 In a
comparison of states with higher rates to states with lower rates of firearm ownership,
children 5 to 14 years old were over four times more likely to die by firearms, despite
similar rates of nonfirearm deaths.6

In addition, changes in gun availability and storage have been associated with decreases in
homicide and suicide. After a firearm massacre in Australia in 1996 in which 35 people
died, the Australian government passed legislation to remove semiautomatic and pump-
action shotguns and rifles from civilian possession, bought back nearly 650,000 of these
weapons, and required that firearm sales occur only through licensed arms dealers with
police approval. In the 18 years before this legislation, there were 13 mass shootings in
Australia and none in the 10.5 years thereafter.7 There was already evidence of a decrease in
firearm homicides and suicides, but the rate of decrease doubled after the legislation, with
no evidence of method substitution. Although researchers with funding from gun-ownership
advocates have challenged these findings, subsequent analyses have generally supported the
initial conclusions about the effects of the legislation.8 Consistent with these findings,
multiple studies in the United States and in other countries have shown that decreases in
firearm ownership and accessibility, whether occurring naturally or after to legislation, are
associated with parallel changes in firearm suicide and homicide rates.9–11

It is not only the presence of guns in the home that is associated with higher homicide and
suicide risks, but also the manner in which they are stored. For example, Grossman et al.12

found that the risk of firearm suicide or unintended firearm death among youth was four- to
sixfold lower if guns and ammunition were inaccessible. Suicide in younger adolescents is a
particularly impulsive act, and having a loaded gun in the home may be the main factor that
differentiates suicide decedents younger than 16 years from youth in the community.13,14

Practice guidelines in primary care recommend assessing for the presence and method of
storage of firearms, and at least three intervention studies have demonstrated that a 1-minute
intervention as part of well-child care, along with an offer of free trigger locks, can
substantially improve the safety of firearm storage.15–17

More than three fourths of parents were positive toward physicians providing gun safety
counseling, but relatively few (17%) were willing to actually remove guns from their
homes.18 Therefore, it is concerning that there are multiple legislative initiatives designed to
inhibit physician inquiry about gun ownership and storage, including 5 provisions in the
Affordable Care Act.19 These sections prohibit wellness and prevention programs from
requiring disclosure or collection of information about the presence or storage of a lawfully
possessed firearm, effectively interfering with any ability to systematically collect
information about gun ownership and storage. Moreover, these provisions may inhibit
firearm safety counseling even if such counseling is not strictly proscribed, and certainly
would interfere with the promotion, monitoring, and evaluation of the impact of physician
counseling. Given how much more we need to know about preventing firearm-related
violence, it is unconscionable that the Centers for Disease Control has been severely limited
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in its ability to fund firearm research for the past 15 years, despite the well-established
connection between firearm availability and child and adolescent mortality.20

Because many of the perpetrators of mass killings and other homicides show indications of
mental health disorders (and ultimately are very likely to commit suicide), some have called
for the need to improve access and quality of mental health services as a primary focus for
prevention of these violent acts. In this regard, a common profile of perpetrators of school
shootings includes a recent threat of violence, suicidal ideation or behavior, and having been
bullied by a peer.21,22 Such hindsight, however, does not equate to increased foresight. To
put the issue of prediction in statistical perspective, around 25% of individuals in the United
States have a mental disorder, whereas 15 mass shootings have occurred in the United States
since 1982 Predicting precisely who will commit these types of violent rampages, let alone
when, is simply not an achievable goal. Instead, involving those individuals in clinical care
who are troubled enough to take irrational action is the most logical approach. Engaging
people with mental disorders in treatment provides them with the chance for a better life and
allows clinicians an increased awareness of changes in their lives that might frustrate them
to the point of hurting others and themselves. Although the prediction of imminent violence,
given the frequency of these indicators and the rarity of school shootings, is impossible,
experts recommend that there be a mechanism for the reporting of violent threats and a
process in place for rapid assessment and triage.23,24

Although we support the need for rapid access to mental health care for those thought to be
at risk for imminent violence, we believe it is unrealistic to place complete emphasis on
mental health access, triage, and care, both because of the difficulty in assessing imminent
risk for violence and because the United States leads all high-income countries in mass
shootings despite having a similar rate of mental disorders.2 The main factor that
differentiates the United States from other high-income countries is having a much higher
rate of per capita gun ownership, which in turn is reflected in a much higher firearm
homicide rate and homicide rate overall (Figure 1).25 Therefore, in our search for national
solutions to the problem of violent death, we ignore this huge disparity in gun availability
and firearm death between the United States and other high-income countries at our
collective peril.

Psychiatric disorder is also associated with risk for homicides that occur outside the context
of mass shootings, which constitute the vast majority of homicides in the United States.
Although the relative contribution of mental disorder to risk for homicide perpetration is
open to debate, it is clear that psychosis, substance abuse, and antisocial personality disorder
are more common in homicide perpetrators than in the general population.26–28

Nevertheless, the proportion of psychiatrically disordered individuals who perpetrate
homicide is small. For example, the risk of a person in a first-episode of psychosis
committing a homicide is 1 in 629.29 Although some characteristics (e.g., hostility,
substance abuse) have been found to differentiate those psychotic patients who engage in
homicidal acts from those who do not, precise prediction of violence in individuals with or
without a mental disorder is statistically impossible.23,30 High-risk individuals with mental
health problems fluctuate in their likelihood of being involved in violence, depending on
factors such as increased alcohol or drug use, and identifying these periods of increased risk
can be done only by engaging these individuals in treatment or keeping them in contact with
family and friends.23,29–31 Therefore, although access to good-quality treatment in high-risk
individuals may lower the rate of homicide, our ability to precisely identify which
individuals are at imminent risk is limited. In our view, it is unrealistic to place complete
emphasis on mental health care without also attending to the strong association between the
very high availability of firearms in the United States and the similarly high American
homicide rates.32

Brent et al. Page 3

J Am Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2014 April 10.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Adolescent suicide serves as another example of the relative contribution of mental disorder
and firearm availability to risk for mortality in youth. Mental disorder is a critical risk factor
for youth suicide, but firearms in the home is one of the only characteristics that differentiate
suicide victims from psychiatrically ill, living suicide attempters.33 Furthermore, many early
adolescent suicide victims do not show clear evidence of a mental disorder, and one of the
only risk factors for these young suicides is the presence of a loaded gun in the home.13,14

While we are circumspect about the ability of rapid assessment and triage to substantially
lower the homicide rate, there is suggestive evidence that preventive efforts early in a child’s
life may decrease the number of homicides. Two examples of such programs are the nurse
visitation or family support programs that focus on high-risk mothers and their infants and
preventive interventions that target youth at risk for behavioral disorders before 13 years of
age, with a particular emphasis on decreasing early aggression and nonlethal violence, and
enhancing social problem-solving skills and impulse control.34 These types of interventions
have been successful in decreasing the rates of substance abuse, antisocial behavior, and
involvement with the criminal justice system, all significant precursors of homicidal
behavior, that, if lowered, are likely to decrease the rate of homicidal behavior.34,35 Another,
complementary approach is to focus on mental health disorders that tend to precede and
predict homicide. Particularly important are disruptive behavior disorders (especially
oppositional defiant disorder and conduct disorder with symptoms such as anger and
aggression) which in at least one study predicted later homicide perpetration among young
men.33 These approaches require taking a long view about the decrease in youth violence,
which ultimately can be cost-effective by increasing youth productivity and decreasing
significant precursors of incarceration.34 Nevertheless, although prevention can effectively
decrease the public health burden of youth violence in the long run, it is unreasonable to
expect that this approach can yield an immediate solution.

Other factors that have been discussed as contributing to mass shootings and to firearm
violence in general have been the effects of exposure to violence by the media, games and
entertainment, and neighborhood violence. Media exposure at most may have very modest
effects on homicide, and although exposure to violence in entertainment may increase
aggressive behavior, its link to actual criminal behavior has not been demonstrated.36,37

Exposure to neighborhood violence is associated with an increased likelihood of weapon-
carrying and violent behavior, but the effects of violence exposure are difficult to
disentangle from those of overall social disadvantage and the mediating influence of family
environment.38–40

We summarize our recommendations as follows (see Table 1): we advocate for effective
legislation that will bring our country’s firearm death toll more in line with the rest of the
developed world, such as universal background checks for all firearm purchases and a ban
on the sale of assault weapons and other firearms with high-capacity magazines. Such
programs have been shown to dramatically decrease the incidence of mass shootings and
appear to accelerate an overall downward trend in firearms deaths. We insist that there
should be no interference on best practice for primary care and child psychiatry, which
requires respectful inquiry into the availability and safe storage of firearms in the home to
protect children and adolescents who are those most vulnerable to the risks that firearms
may pose. We support investment in better mental health care, recognizing that a decrease in
youth violence is best achieved through long-term commitments to early intervention aimed
at the decrease of juvenile aggression and nonlethal violence, rather than a sole emphasis on
short term screening to identify potentially violent individuals. We urge Congress to lift the
ongoing restrictions uniquely constraining research on one of the most common causes of
morbidity and mortality in childhood, including research on gun safety and storage, that may
lead to a society where we can more effectively shield children from the lethal consequences

Brent et al. Page 4

J Am Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2014 April 10.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



of random acts of mayhem.41 Letting the tragedy of Newtown pass without a careful
examination of the policies that have contributed to the scourge of firearm violence in our
country would be morally, politically, and scientifically irresponsible. We must not be silent
about gun violence, and must speak for those who have been silenced.
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FIGURE 1.
Comparison of the United States with other high-income countries on total and firearm
homicide rates and civilian gun ownership.25

Brent et al. Page 8

J Am Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2014 April 10.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Brent et al. Page 9

TABLE 1

Firearms Facts and Policy Recommendations

Firearms Facts Policy Recommendations

The United States leads all high-income countries in rates of firearm
availability and in firearm deaths

Institute universal background checks for all firearm purchases and
restrict access to assault weapons and other highmagazine firearms

Restriction in access to handguns and assault weapons has been
associated with decreases in homicides and mass shootings

Firearm deaths and injuries are less likely to occur if guns and
ammunition are stored locked

Promote physician screening and counseling for firearm safety and
remove legislative barriers to counseling and recording firearm
safety information in health records

Physician counseling can increase safe storage of firearms in the
homes of patients

Treatment of psychosis, antisocial personality disorder, and substance
abuse can lower homicidal risk

Augment treatment infrastructure and workforce to provide
improved access and rapid assessment of at-risk patients, but …

Prediction of particular violent incidents is nearly impossible, given the
high rate of mental disorders and low rate of homicidal acts

Be realistic about our current inability to accurately predict imminent
violence

A substantial proportion of the precursors of homicidal behavior can be
prevented by early intervention with at-risk youth and their families

Prioritize preventive interventions to decrease the burden of future
violent behavior among at-risk youth

Firearm safety, morbidity, and mortality research has been greatly
decreased and restricted

Restore funding for research in firearm safety in proportion to its
contribution to national morbidity and mortality
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