
TREASURY JUSTICE AGRICULTUREINTERIOR

BJA OJJDP OJJDP & Other

No submissions

JUSTICE (continued)

• Urban Park & Recreation Recovery 
Program
• Urban Recreation & At-Risk Youth
Program

• Development Grants
• Intermediary Relending 
Program
• Water to Waste Loans
• Community Facility
• Extension Service - 
Youth At-Risk

Transportation
• National Highway
Traffic Safety 
Administration Programs

Corporation for National 
Community Service
• AmeriCorps USA
• AmeriCorps VISTA
• National Senior 
Volunteer Corps
• Learn & Serve
• AmeriCorps NCCC

•Gang Resistance Education and 
Training (GREAT)
•Project Outreach

OVC - no submissions
• Assessing Victims’ Needs
• Children’s Justice Act
• Immediate Response

OJJDP (continued)
• Serious Violent & Chronic Offenders
• M/CAP
• State Formula Grants
• DMC Wysinger Grants
• Infosharing DEO/COPS
• Law Enforcement
• Family Strengthening
• Cities in Schools
• Intensive Community-Based After Care
• Police Youth
• Missing Children
• Female Juvenile Offenders
• Innovative Firearms Program
• Risk-Focused Prevention Program
• Assistance for Delinquent & At-Risk Youth
• Juvenile Firearms Prevention
Demonstration program

•Pacific Regional Anti-Substance Abuse 
Program (PIRAAP)
•Drug Abuse Resistance Education (DARE) 
• Gang Resistance Education and Training 
(GREAT)
•None for the Road

•Mental Health Mobile Outreach Unit for Children and 
Youth in the Juvenile Justice System
•Innovative Approaches in Law-Related Education 
•Law-Related Education
• Replication of the Youth Power Program in Oakland, 
CA (Just Say No International)
• Comprehensive Youth Development and Delinquency 
Prevention
• Youth Crime Watch of America (YWCA)
• The PARENT Project: Parents Anonymous Replication 
Network
•Law-Related Education in Juvenile Justice Settings
• The Congress of National Black Churches: National
Anti-Drug Program
•Federal Interagency Partnership
• Targeted Outreach: Gang Prevention and Intervention
HI
• Satellite Prep-School Program
• Teens, Crimes and the Community: Teens in Action in 
the 90's
•Race Against Drugs
• Permanency Planning for Abused and Neglected
Children
•National Network of Children’s Advocacy Centers 
•Professional Development for Youth Workers 
•National School Safety Center
• Pulling America’s Communities Together (PACT)
• Child Centered Community Oriented Policing
• Comprehensive Community-Wide Approach to Gang-
Free Schools and Communities
• Gangs and Delinquency Research
• Gangs, Groups, Individuals, and Violence 
•Field Initiated Gang Research Program
• National Juvenile Justice and Delinquency Prevention
Training and Technical Assistance Center 
•Non-Violent Dispute Resolution
•Delinquency Prevention Training and Technical
Assistance
• Children at Risk
• Violence Study - Causes and Correlates 
•Juvenile Mentoring Program
• Title V - Delinquency Prevention Program
• Safe Futures: Partnerships to Reduce Youth Violence 
and Delinquency
•Model Multidisciplinary Crisis Intervention Program
• Enhancing Enforcement Strategies for Juvenile
Impaired Driving Due to Drug and Alcohol Abuse
• Community Anti-Drug Abuse Technical Assistance
Voucher Project
• Pathways to Success
• Hate Crime Prevention: A Juvenile Justice Approach
• Boot Camps
• Inner City Ganes
• After Care Project
• SHOCAP
• Youth Coms

• Pulling America’s Communities Together 
(Project PACT)
• Comprehensive Communities Program
• Operation Weed and Seed
• Safe Havens
• Community Policing
• National Citizens’ Crime Prevention
Campaign
•National Crime and Drug Prevention 
Campaign

• Drug Abuse Resistance Education
• Communities in Action to Prevent Drug
Abuse
• Boys & Girls Clubs of America 
•Non-Violent Dispute Resolution
• Children at Risk

• Violence Against Women Demonstration 
Program
• Comprehensive Gang Initiative
• Bryne Memorial Grant
• Formula Grant
• Interagency Demonstration on Youth 
Firearms & Violence
• Intersute Firearms Trafficking Program
• US Attorney’s Antiviolence Initiative
• National Funding Collaborative
• Model Youth HandgunLegislation
• Violence in Public Housing
• Model Handgun Implementation
• Gang OCN Violence Enforcement
• Drug Courts Program
• Prison Gang Tracking System
• Conununity-Based Alternatives
• Community Prosecution
• NIC Training for Juvenile Corrections
• Day Treatment Services
• Tribal Strategies Against Violence
• Community Mobilization
• Truancy Project
• Neighborhood Mobilization
• Home Visitation
• Court-Based Child Care
• Youth & Gangs
• Illegal Aliens
• Rural Domestic Violence & Child Abuse 

Enforcement Program
• Violent Offender Incarceration & Truth in 
Sentencing Programs
• Certain Punishment for Young Offenders
Grant Program
• Mode! Intensive Grant Program
• Local Crime Prevention Block Grant
• Family Unity Demonstration Project
• Residential Substance Abuse Treatment for 
State Prisoners
• State Criminal Alien Assistance Procram

OTHER
National Performance
Review
• Oregon Project

DEA
• Support of Community Coalitions
• Training of Law Enforcement Personnel
• Education to Counter Drug Legalization 
Efforts
•Sports Drug Awareness
• Drugs in the Workplace Program
• Youth Programs
• COPS
• BJS Statistics
• Drug Courts Program
• Rural Drug Enforcement Assistance
• Victim Restimtion Program
• Comprehensive Drug Treatment After Care 
Programs

FBI
• Community Relations Program 
NIJ
•Prevention of Youth, Firearms, and
Violence: A Research, Demonstration, and 
Evaluation Program
• Child Abuse and Neglect Research 
Program
•School Safety Research Program
• "Girl Scouts Behind Bars"
• Children at Risk (CAR)
• Partnerships Against Crime Network
(PAVNET)
• SMART
• Gun Tracking
• Response to Violent Offenders
• Substance Abuse & Criminal Behavior
• Law Enforcement Program Studies
• Developing Community-Based Crime
Prevention Partnerships
• Location-Specific Crime Prevention
Partnerships
• Drug Enforcement

J



II LABOR HHS HUD ONDCPEDUCATION

No Submissions

• High Intensity Drag Trafficking Areas Program

HHS (continued)

• AmeriCorps - School to Work
• School to Work High Poverty Grants
• Youth Training Program
• Adult Training
• OneStop Career Centers
• Job Training Partnership Act Programs

Division of National Health Service Corps 
• Junior National Health Service Corps

Office of Population Affairs (OPA)
• Adolescent Family Life Demonstration Project

Office of Community Services
• Family Violence Prevention and Services
• Youth Education and Domestic Violence
• Job Opportunities for Low-Income Individuals (JOLI) Program

National Center on Injury Prevention and Control (NCIPC) 
•Community Programs on Domestic Violence
• CDC’s Program to Prevent Violence Against Women
• Youth Violence

National Center on Child Abuse and Neglect (NCCAN) 
•Child Abuse and Neglect Discretionary Activities

Center for Substance Abuse Prevention (CSAP)
• Community Partnership Demonstration Program
• High Risk Youth Demonstration

National Center for Chronic Disease Prevention and Health 
Promotion
•Comprehensive School Health Programs
•School Health Education to Prevent the Spread of HIV

Family and Youth Services Bureau
• Drag Education and Prevention for Runaway and Homeless 
Youth

• Basic Centers for Runaway and Homeless Youth
• Education and Prevention to Reduce Sexual Abuse of Runaway, 
Homeless and Street Youth
•Transitional Living Program
• Youth Gang Drug Prevention Program
• Family Preservation & Support

Maternal and Child Health Bureau
• Community Integrated Service System (CISS)
• Healthy Start
• Special Projects of Regional and National Significance (SPRANS)
• Early Head Start

• Public Housing Drug Elimination Program
• Youth Sports Program
• Youthbuild

Center for Substance Abuse Treatment (CSAT)
• Linking Community-Based Primary Care, Substance Abuse, 
HIV/AIDS. and Mental Health Treatment Services Demonstration 

Program
• Model Comprehensive Drag Treatment for Criminal Justice 

Populations
• Model Comprehensive Drug Treatment for Critical Populations
• Community-Based Comprehensive HIV/STD/TB Outreach 

Services for High Risk Substance Abusers Demonstration Program
• Services Grant Program for Residential Treatment Program for 
Pregnant and Postpartum Women
• Demonstration Grant Program for Residential Treatment for 
Women and Their Children
•Target Cities

•Job Corps
•Summer Youth Employment and Training Program - Title 

HB
• Youth Fair Chance
• Year Round Program for Youth - Title H-C

• Rural Health Technical Assistance
• Hard Core Substance Abuse Treatment
• Substance Abuse Prevention Demonstartion
• Childhood Lead Poisoning Prevention Projects
• Community Initiatives Program
• Adolescent Females
• Head Start
• AOD-Related ViolenceAmong High-Risk Youth
• Community Schools & Youth Services & Supervision Grant 
Program (under FACES)
• Substance Abuse Prevention & Treatment Block Grant 
Programs
• Abandoned Infants Assistance Program
• Temorary Child Care & Crisis Nurseries
• Cooperative Agreements for Addiction Training Centers
• Comprehensive Community Treatment Programs
• Cooperative Agreements for SA Treatment & Recovery 

Systems for Rural, Remote & Culturally Distinct Populations
• Cooperative Agreements for CMHS/CSAT Collaboration 

Demonstration Program for Homeless Individuals
• Job Corps Drag Treatment Enrichment Program
• Cooperative Agreements for Managed Care Demonstration 
Models for SSI Beneficiaries Disabled due to Addiction to 

Alcohol & other Drugs
• Metro Area Treatment Enhancement System Project
• Domestic Violence Hotline

• Operation Safe Home
• Hope6
• Empowerment Zones
• Community Development Block Grant
• Heinz Neighborhood Development Program
• Early Child Care Program
• Sect. 8 Loan Guarantee
• Sect. 8 Economic Revitalization Grants
• Family Investment Centers
• Homeless Programs
• Supportive Housing Program
• Emergency Shelter Grants
• Title V - Surplus Federal Property to Assist the Homeless
• McKinney Act Job Training for the Homeless
• Home Investment Partnerships
• Rental Assistance Certificates
• Multifamily Insurance Processing
• Service coordinator Program
• SF Housing Counseling Grants
• SF Program Outreach
• Flexible Subsidy Program
• Hope 3 Homeownership of Single Family Homes
• Multifamily Housing
• Local Partnership Act Programs

• Urban Community Service Program
• Early Childhood Education
• School to Work Transition
• Improving America's Schools Act
• Javits Gifted & Talented Students Education Program
• National Workplace Literacy Program
• Rehabilitation Act Special Demonstration Project
• Charter Schools
• Bilingual Education
• Women's Educational Equity
• Parent Training (Disabilities)
• Even Start
• Shelter Plus Care
• Single Room Occupancy for Homeless Individuals
• Vocational Rehabilitation State Grant Program
• Grants for Infants & Families
• Special Education: Special Purpose Funds Program
• Upward Bound

•Safe and Drug-Free Schools and Communities Federal 

Activities
• Safe and Drug-Free Schools and Communities Grants to 

LEAs
•Family and Community Endeavor Schools Grant Program
• State Grants for Drug and Violence Prevention Programs
• Title I, Part A of the Elementary and Secondary Education 

Act, Improving Basic
Programs Operated by Local Educational Agencies
• Training in Early Childhood Education and Violence 
Counseling

• Education for Homeless Children and Youth State and Local 
Grants Program
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PREVENTION PROGRAMS CHART BACKGROUND

Programs from submissions we received following the February catalog request.

Not all the relevant agencies received the February requests:

12.

- Office of National Drug Control Policy
- Corporation for National Community Service
However, we are interested in including their programs in the Prevention Council ’catalog’.

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.

NOTE:
• Programs in bold italics were received in response to previous catalog request.
• Programs in plain text were pulled from other sources listed below.

Criterion for these submissions were narrow:
- violence/crime prevention
- serving youth 10-18 years old
- discretionary only, no block/formula grants
- no technical assistance or research/evaluation programs
- FY 95 mostly, some ’96

- Agriculture
- Office of Victims of Crime & Federal Bureau of Investigation, DO J

To date, not all of the agencies/departments have submitted the requested program 
information:

In order to include programs aimed at children under 10, as well as families, communities, 
and institutions, nondiscretionary grants, and programs which emphasize local and federal 
collaboration, we pulled program information from the following list of documents that you 
have recommended to us:

• ■ •

National Youth Violence Initiative - OJJDP/DOJ, 1995
Safe Futures Matrix Update - JJRC/DOJ, 1995
Building Communities Together, Community Enterprise Board - USDA/HUD, 1994 
Responding to Drug Use & Violence - ONDCP, 1995
NIJ Program Plan - NIJ/DOJ, ’94-’95
Hope Six Fact Sheet - HUD, 1995
Executive Summary, FY96 Budget -- HUD, 1995
Partners Against Violence (PAVNET) - USDA/DOJ/DOL/HHS/HUD/ED 199 
Prevention ’93-’94, Federal Programs & Progress - HHS, 1993
1994 Crime Act Briefing Book - DOJ, 1994 (Includes some FY ’96 programs) 
Reducing Youth Gun Violence: A Summary of Programs & Initiatives - OJJDP/DOJ
1995
Submissions from February Catalog Request - P. C. Prevention Council, 1995
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BEFORE
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DEPARTMENTS OF COMMERCE, JUSTICE, STATE, THE JUDICIARY,

AND RELATED AGENCIES

March 28, 1995



As authorized by statute, and consistent with his efforts to ensure good government and 

support community empowerment, the President has named the Vice President to serve on 

the Council and act as its Chair. Through this action, the President has sent a clear signal 

about the importance of the goal - crime prevention - and the strategy - streamlining 

federal efforts to promote flexible, outcome-driven responses in states and localities.

Good morning Mr. Chairman and Members of the Appropriations Subcommittee. I 

appreciate the opportunity to discuss the FY 1996 budget for the Ounce of Prevention 

Council with you today.

I have been in my position for only one month, but, I have been a public advocate for the 

functions the Council will play for more than a decade. Having worked with programs and 

communities across the country that are trying to craft responses to crime, drugs, gangs, 

violence, and the closely related issues of unemployment, poor education, and teenage 

pregnancy, I know that there is a broad-based commitment to prevention, and a desire to link 

the often numerous programs into a comprehensive prevention strategy.

The Council was designed to be a lean, effective government entity consistent with the 

principles of the National Performance Review. Accordingly, the proposed budget for the 

Council is quite modest. As authorized by Congress, the President is requesting $14.7 

million in FY 1996, with an estimated $13.2 million of those funds dedicated to grants to 

localities committed to strengthening their efforts to ensure that children and youth are safe, 

educated, and secure in their sense of self and future. Fully staffed, the FY 1996 operating 

budget request is only $1.5 million, with an FTE of 12 staff. The expected impact of the 

Council, however, is sizeable.

The Ounce of Prevention Council was established with broad bi-partisan support in

September 1994 as a part of the Violent Crime Control and Law Enforcement Act. It stands 

as the primary vehicle for ensuring a coordinated federal approach to promoting

comprehensive, community-based crime prevention efforts.



Let me start with the issue — crime prevention.

One in ten homicides are the result of either child abuse or violence against women.

2

But taking comfort in these figures would be ill-advised. Safety, in the end, is a perception, 

and the American public feels less safe than it has in decades in large part because violent 

crime has become both more random and more fatal and because both the victims and the 

perpetrators of violent and fatal crimes, all too often, are family members or children. 

Consider the following data:

As the former director of a national research and technical assistance organization that 

focused on helping local leaders create and implement a shared vision for their youth, I have 

a good understanding of what it takes to make the mantras of coordination, collaboration, 

and consolidation a reality. Success, in my experience, requires the creation of a neutral 

table to which the players come, a strong leader whom the players respect, a dedicated staff 

with no competing responsibilities, a small pot of dollars to encourage risk-taking, and the 

identification of an issue that can generate sustained commitments from policy makers, 

service providers, and the public. The Council has all of these elements.

I also know that, as strong as the commitment to integration is, bringing together the often 

numerous programs, initiatives, coalitions, funding sources, and agencies that each have a 

piece of the puzzle is a difficult task.

As you know, crime, specifically violent crime, is a national problem in America. 

Consistently, it is an issue that ranks high in public opinion polls. There can be some 

comfort taken in the fact that rates of violent crime have not increased as much as the public 

perceives. According to the Justice Department, the nation’s overall violent and nonviolent 

crime victimization rates have actually fallen over the last 20 years, and the victimization 

rates for the violent crimes of rape, robbery and assault are all below those reported 10 years 

ago.
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For example, crime dropped 60 percent in two troubled neighborhoods in Lansing, Michigan 

when police officers, school teachers, and social service providers pulled together to launch 

an extensive youth development program including the opening of a neighborhood network 

center. By working together, professionals at key points on the punishment to preparation 

continuum developed a shared definition of what was needed that not only filled a service 

void, but a coordination void. Lansing’s success must be attributed to both the establishment 

of a new neighborhood network center and a new set of networking relationships among key 

actors in crime prevention.

It is examples like Lansing that led the President and the Vice President to commit so 

strongly to crafting a balanced approach to crime in this country. The bi-partisan 1994 

Crime Act stands as a comprehensive crime fighting strategy because it balances strong 

Childhood death at the hands of parents or guardians is much more prevalent 

than children being killed by other children. Estimates indicate that perhaps as 

many as 5,000 children die each year as a result of mistreatment and abuse 

from parents or guardians, and over 165,000 children are seriously harmed.

In 1992, the total number of children killed by firearms was 3,336 — up 144 percent 

from 1986.

But as you are also well aware, there are no magic solutions for crime prevention. Reducing 

the opportunities to commit crimes - e.g.. by removing law breakers and offenders; 

increasing supervision, security measures, beat officers, neighborhood watches; and reducing 

access to guns, unattended buildings and lots - is one method. Reducing the reasons to 

commit crimes - e^, by encouraging economic development; increasing access to 

education, exploration, skill-building, and employment; supporting families in their efforts to 

reinforce discipline and instill values; and providing preventive and intervention services — is 

another. Effective crime prevention strategies address both.



Let me turn now to the specific functions of the Council and our accomplishments to date.

4

The Council, as structured, is a high-level decision-making body. With the Vice President as 

the Chair, recommended cross-agency changes in program planning and administration will 

be acted on. There are other coordinating bodies, formal and informal, within the agencies. 

But recognizing the importance of the provision of the Crime Bill, the President asked the 

Vice President to chair the Council, giving the issues of crime prevention and federal 

coordination the attention they deserve.

The Council is neither a new program nor a new bureaucracy. It is an integral part of this 

Administration’s commitment to reinvent government. It is a model of the type of 

coordinating entity that can be put in place to push beyond surface coordination to streamline 

and integrate programs. During the Congressional debate last year over the Violent Crime 

Control Act, opponents often talked about the redundancy of Federal prevention programs 

that cut across several separate Departments and agencies. The Council is the response to 

these criticisms and to the criticisms and frustrations of people in communities who are 

trying to make a difference.

Every piece of the 1994 Violent Crime Control Act is designed to reduce the incidence of 

violent crimes. Tougher sentences and more prisons keep criminals off the streets. The 

banning of the manufacture and sale of assault weapons keeps dangerous weapons off the 

streets. The Community Oriented Policing Program puts 100,000 police officers on the 

streets. The prevention programs, such as the Community Schools program, give 

communities flexible funding to bring community-based organizations and schools together to 

keep youth active, learning and off the streets. And, the Council keeps communities 

involved in local prevention strategies.

policing and stiff, sure punishment with sound prevention efforts. It is dedicated to prisons, 

police and prevention.



By the end of FY 1995, the Council will have
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established or linked regular mechanisms for getting information to and from 

localities, states, and community organizations including, but not limited to, 

developed shared definitions of key terms and concepts that will be used by Federal 

agencies to define standards, outcomes, and evaluation;

proposed consolidating or eliminating redundant or overlapping programs and 

coordinating those that remain so that the rationales and procedures are clear;

The Council is a research and evaluating body. With a non-agency-based, single-purpose 

staff and the commitments of the President, Vice President, and high-level delegates from the 

departments, the Council can generate the in-depth work needed to streamline funding and 

devolve decision-making without jeopardizing outcomes and accountability.

The Council is a linking body. It is the link between the pivotal components of a sound 

crime and violence prevention strategy that includes getting criminals off the streets, getting 

more police officers on the streets, getting guns out of circulation, getting violence out of 

homes, and sending youth clear and consistent messages about opportunities and 

responsibilities.

The Council is a customer service/community-oriented body. Its focus inward to coordinate 

departmental efforts is equalled by its commitment to focus outward. It is the link between 

community organizations and local leaders and the federal government. It will produce, 

annually, a comprehensive catalogue of prevention strategies, collect and disseminate 

information on what is working, and, in essence, act as a mechanism for public education 

and intelligent debate. With a commitment to learn from and share with communities 

information about both programs and process, the Council, can model how states and 

localities can reduce duplication, sharpen goals, and assess outcomes.
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begun to compile a comprehensive catalogue on crime prevention that will offer a 

definition of crime prevention that is jointly shared by the Federal departments; 

describe the key strategies for reducing crime in communities; offer examples of these 

strategies and of community-wide efforts to establish sustained, multifaceted

established bi-weekly meetings with delegates from the Federal agencies that are 

members of the Council who have both access to the Secretaries and knowledge of the 

relevant Federal programs and resources being discussed. This group has already 

begun to do joint planning on key issues such as youth violence and comprehensive 

services and to develop recommendations on Council grants and comprehensive 

community initiatives;

met with representatives of over 40 national organizations representing law 

enforcement, municipalities, prevention, youth services, and community development 

to share information and discuss how the Council can be most useful and begin to 

identify communities across the country where there is strong public-private, cross­

issue commitment to preventing crime, addressing the problem of youth violence, 

substance abuse, and promoting youth and community capacity; and 

given grants to localities and communities that are ready to assess programs, 

consolidate funding and delivery, and offer the range of parallel responses needed to 

address crime prevention.

convening national and local forums (in Washington and around the country) and 

disseminating information on plans, principles, and practices in use across the 

country; and 

One month into being operational, the Council has already taken significant steps toward 

these ends. It has



The Ounce of Prevention Council Budget

The Grants Program.

Let me talk first about the Grants Program.

a.

b.

c.

d.
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approaches to crime prevention; and document the major federal grant programs 

available to support community crime prevention efforts.

show that a planning process has occurred that has involved organizations, 

institutions, and residents of target areas, including young people; and that there has 

The Council s 1996 budget of $14.7 million reflects the goals and priorities outlined in the

1994 Violent Crime Act. As authorized by the legislation, the majority of these funds ($13.2 

million) will be dedicated to grants to localities and communities.

For FY 1996, the Council is authorized to administer grants to municipalities, school boards, 

nonprofit entities, community organizations, or coalitions. As specified in the legislation, 

grant applicants must

In the Crime Act, Congress authorized the Council to make grants to communities. The 

grants, while not the major responsibility of the Council, are an important part of the overall 

Federal effort to support local, community-wide efforts to coordinate >

summer and after-school education and recreation programs; 

programs that provide mentoring, tutoring, and other participation by adult 

role models (e^g., DARE America);

programs assisting and promoting employability and job placement; and

prevention and treatment programs to reduce substance abuse, child abuse, and 

adolescent pregnancy, including outreach programs for at-risk families.
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2) give priority to communities requesting funds for coordinated public education, 

planning, assessment, and program integration;

demonstrate how substantial proportions of children and youth in the target areas will 

be served.

In addition, the legislation mandates that priority be given to broad-based coalitions and 

organizations with a coordinated approach to reduce gang membership and substance abuse 

and to provide alternatives to at-risk youth.

been cooperation among neighborhood-based entities, municipality-wide bodies, and 

local private-sector representatives;

demonstrate substantial involvement of neighborhood-based entities in carrying out the 

proposed activities and a broad base of collaboration and coordination involving youth 

serving organizations, schools, health and social service providers, employers, law 

enforcement professionals, local government, and residents;

Given the Council’s overall mission of reducing program duplication, it is reasonable, in fact 

imperative, that the logic of creating another grants program be challenged. The Council, 

therefore, is considering efforts to complement rather than duplicate existing grant programs 

for prevention established by the VCCA and elsewhere and focus its grant funds to

1) highlight communities that have developed coordinated approaches to reducing 

youth violence, gang membership and providing positive alternatives to youth;

be geographically based in particular neighborhoods or sections of municipalities or 

rural areas; and 



For FY 1996 to FY 2000, the grant dollars are $13 to 15 million annually.

Operating Budget 

9

In an effort to balance attention on communities with multiple federal grants with attention to 

communities with no federal prevention dollars, it has been recommended that the remainder 

of the funds be used to spark crime prevention efforts by supporting community coalitions or 

groups that have not currently or recently received federal funds for prevention.

3) give priority to communities that have multiple federal grants to build an evidence 

base of how federal programs can be coordinated at the local level to contribute to 

comprehensive approaches to crime prevention;

5) require participation in an overall effort to document what exists, evaluate quality 

and reach, and evaluate impact.

The FTE provided in 1995 and 1996 respond to the requirements placed on the Council to 

coordinate planning and programs across the agencies, catalogue crime prevention efforts, 

offer assistance to communities and community organizations, proactively streamline and 

simplify the grants process across agencies, and administer and evaluate grants made by the 

Council.

4) require clear definitions of outcomes, strategies, settings and target populations and 

justifications for how these are prioritized; and

$1,500,000 is requested for Council operations, including 12 FTE. The resources for 

operations requested reflect the same funding as FY 1995.
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In closing, let me re-emphasize that the proposed work of the Council reflects the Congress’ 

and the Administration’s commitment to

provide greater support and flexibility to states, localities, and communities as they 

craft and implement locally-tailored efforts to reduce crime and increase the sense of 

safety and well-being in communities; and 

The travel, printing, and reception budgets for the Council reflect the Council’s commitment 

to learn from and assist communities. Funds have been budgeted to allow for visits to 

communities by Council members and staff and visits to Washington by community leaders 

to learn what is working, share what is known, and learn what communities want and need 

from the Federal government. Similarly, funds have been budgeted to allow for the printing 

of the prevention catalogue and for the production or reproduction of other materials.

streamline, coordinate, and integrate the related crime prevention responsibilities, 

programs, and functions of the various departments;

As you know, the FY 1995 supplemental appropriation requests a Gift Account for the 

Ounce of Prevention Council. The Council sees this as an additional way that it can fulfill 

its mandate to assist communities. There is enormous interest in the work of the Council not 

only within government but among philanthropic organizations that have invested heavily in 

prevention programs, community-wide efforts, and multi-site initiatives. Gift authority 

reduces the burden on the Federal government, capitalizes on the momentum that is building 

across the country to increase national interest and investment in crime prevention, and gives 

the Council the flexibility to explore public/private partnerships to get a greater

understanding (e.g. through polls and surveys) of how crime and prevention are viewed by 

communities, deepen assistance to communities, evaluate the benefits of different crime 

prevention strategies, and communicate lessons learned.
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There is room to debate prevention strategies. But there is no question that this country must 

make a complete and sustained commitment to crime prevention. Once a crime has occurred 

there are simply no good solutions - the public and private costs are too great. I hope that 

we can all agree that while there are individual prevention programs that are duplicative or 

ineffective, there is a solid body of evidence that suggests that without a reasoned, focused, 

and sustained effort on prevention that targets individuals, families, and neighborhoods, there 

is no way to reduce the incidence of crime and restore community well-being.

Congress, the Administration, and the public have been equally clear in their message that 

what are needed are not new programs, but tighter connections between plans, programs, and 

proposed outcomes. The Ounce of Prevention Council and the Council’s grants program are 

a simple but powerful response to this dual challenge. They build on the best of what is 

known.

establish clear performance standards and evaluation requirements for federal 

programs.

Promoting strong, community responses to crime is a challenge that requires both conceptual 

and programmatic integration. The Crime Act was clear in its message that crime prevention 

requires reductions in the threat of crime and increases in our sense of safety, security, and 

quality of life.
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•stabilize 

target 
neighborho 

ods 
•improve 
community 
ability to 
provide 
prevention 
& treatment 
services 

more 
effectively

•services for illicit 
drug use to youth in 
rural areas 
•treatment for 
maternal substance 
abuse 
•reality therapy 
•counseling to 
prevent or reduce 
drug use 
•therapeutic 
services to children 
who wimess 
violence 
•peer counseling 

programs

•basic & 
remedial 
education 
•residential 
education 
•immersion 
schools 
•"time out” 
schools 
•reduce 
class size K 
& 1st grade 
•safe 
schools 
•metal 
detectors 
•alternative 
settings for 
disruptive 
students 
•removal of 
students

•reeducation/ 
replace 
family myths 
with 
normative 
info 
•reduce/elimi 
nate negative 
role models 
& peer 
support for 
negative 
attitudes and 
behavior 
•individual 
outreach 
•gang 
streetworkers 
•stop 
domestic 
violence

•remed iation/r 
epair the child 
•understand 
thought 
processes that 
rationalize 
negative 
behavior 
•firearm 
training 
•conflict 
resolution & 
social skill 
training 
•resistance 
skills 
•empathy 
training 
•controlling 
impulse, 
managing 
hostility, 
coping with 
authority

•improve 
dependency 

court system 
•intensive 
counseling 

•case 
management 
•home visits 
•increased 
availability of 
social 
services in 
targeted 
neighborhood 
s

•extent of use 
•effects on 
individual, family, 

community 
•increase 
perceptions of risk 
e.g. scare tactics 
•raise awareness 
•high risk to 
understand 
vulnerability 
•debunk myths 
•public information 
& education 
campaigns 
•safety education 
•issues through 
drama 
•crime 
prevention/law 
related education 
•hotlines 
•use forams & 
meetings 
•key actor training 
•speakers



INCREASE OPPORTUNITIES & INCENTIVES FOR RESPONSIBLE BEHAVIOR t

OPPORTUNITY STRUCTURES SUPPORTS SERVICES

Information HealthcareRelationships Values Education Housing & Phys Env Transportation Job Training Enrichment

t

Participation 
&
Involvement

•teach heritage 
•use technology 

computers 
•celebrate what 
works 
•responsible media 
•sense of control 
•positive lifestyles

Social
Networks

•structured 
leisure time 
•out»of»sch 
ool 
activities 
•recreation 
•outdoor 
education 
•arts/music

§
&

I

•basic skills 
training 
•residential 
job training 
•job training 
w/educationa 
1 component

g

o
a

§

S

•home visitation 
•parent training 
•prenatal care 
•immunizations 
•state health care 
reform

Economic*
Access

Skill
Building

•youth as 
resources 
(technology) 

•community 
service 
•voluntary 
youth 
agencies; e.g. 
Conservation 
Corps 
•overcoming 
adversity & 
experiencing 
success

•community* 
wide 
partnerships, 
coalitions

•involve 
students in 
setting & 
enforcing 
policy 
•classsroom 
management 
program 
•role playing 
&self 
monitoring 
•self 
expression 
and 
self’confidenc 
e through art 
•manhood 
development 
curriculum 
•experiential/ 
adventure 
based 
curriculum 
•developing 
individualized 
plans for 
future 
•competency 
development 
•social & 
cognitive 
education 
•decision 
making 
•critical 
analysis and 
judgemental 
abilities 
•problem 
solving 
•task oriented 
skills 
•interpersonal 
skills 
•goal setting 
•service to 
others

•create sense of 
ownership 
•attractive public 
places

•parenting 
centers 
•help parents 
achieve 
educational 
and 
occupational 
goals

•linkage 
between 
youth 
programs 
and 
planning 
councils 
•celebration 
of common 
history, 
environment 

. art 
•support 
core social 
instimtions 
•community 
developmen 
t 
•neighborh 
ood 
restoration 
•saturation 
of wide 
array of 
services

•sponsors for 
schools/scholar 
ships 
•promote 
physical & 
human 
development 
•job search 
assistance 
•support 
services 
•employment/jo 
bs 
•entreprenueria 
1 programs 
•develop 
creative/busines 
s skills through 
arts guild 
•economic 
development 
•neighborhood 
revitalization

•link 
curriculum 
with school 
policies 
•develop 
appropriate 
curricula & 
instructional 
techniques 
•arts pan of 
basic ed 
•educational 
enrichment 
•preschool 
•early 
education 
and language 
development 
in child care 
•forge link 
between 
schools and 
community 
through 
curriculum 
•community 
schools 
•effective 
schools 
•school 
development 
and 
management 
•program 
development 
evaluation/sc 
hool 
development 
program 
•instructiona
1
improvement 
training

Social 
Services

•enhance 
parenting 
skills 
•build 
trusting 
relationships 
•family 
management 
training 
•appropriate 
rewards and 
punishments 
•monitoring 
behavior 
•make family 
time 
•adult 
mentoring 
•facilitate 
bonds of 
affection and 
mutual 
respect 
between 
juveniles and 
guardian 
•youth big 
siblings 
•healthy peer 
network 
development 
•positive 
peer oriented 
activities 
•develop ties 
to social and 
community 
organizations 
•promote 
involvement 
in 
conventional 
family 
activities 
•school 
attachment 
•role 
modeling 
•use of 
speakers 
•change the 
change 
agents 
•peer 
education

•take 
responsibility 
for 
neighborhood 
•inspire 
political 
action and 
involvement 
•accept 
individual 
responsiblity 
•emotional & 
spiritual 
support 
•build 
character & 
social 
responsibility 
•recognize 
accomplishme 
nts 
•firm, fair, 
consistently 
applied 
student 
behavior 
sundards 
•change 
community 
policies & 
norms



< DECREASE OPPORTUNITIES & INCENTIVES FOR CRIMINAL BEHAVIOR

SANCTIONS & ENFORCEMENT REHABILITATION REINTEGRATION
PolicingPolicies & Regulations Courts & Sentencing Secure Confinement Treatment Aftercare

<

•attention to victims

•community confinement
•intensive probation

•regulate use of/access to weapons 
•restrictions on sale & transfer of guns 
•uniform nat’l/federal gun laws 
•regulate use of/access to alcohol 
•tougher drug/alcohol policy 
•control drug use
•control sanctions for drug use 
•appropriate incentives, rewards, 
punishment
•curfews
•link child support enforcement with 
training & employment services 
•appropriate punishment in schools, 
dress codes

•address underlying conditions 
of crime

•reduce relapse factors 
•community reintegration 
•cooperative learning teams/ 
•provision of mutual aid 
•address factors in 
social/physical environment (see 
physical environment & social 
networks)

Identification, assessment & early 
intervention

•field interrogations 
•increase police 

•target high crime areas for 
more community policing 
•use expertise to develop 
solutions
•supply reductoin 
•keep drug pushers away 
from certain areas (e.g. 
schools)
•weapons confiscation 
•develop information and 
communication network 
•increase interaction between 
police and community 
•increase police visibility 
•policing on school campuses 
•citizen patrol

•community coalitions against 
drugs
•neighborhood watches 
•mobilize volunteers

•sex offender treatment 
•motivate recalcitrant youth and 
force to confront fears 
•frequent, timely feedback for 
positive and negative behaviors 
•opportunities to discuss family and 
early experiences
•structured family therapy 
•vary sequence for exposure to 
program components on individual 
basis
•psychotherapy
•improve treatment capacity 
•community»based alternatives

•immediate & intermediate sanctions 
•stop further penetration into system 
•drug courts
•graduated sanctins
•alternative sentencing
•combine accountability with 
increasingly intensive treatment and 
rehab
•mandatory sentencing
•tougher sentences for serious 
juvenile offenders
•longer sentences
•accountability
•transfers to adult court
•victim restitution
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•identify and contol small, chronic 

segments of population
•focus on populations exposed to 
multiple risk factors

•methods to i.d. youth with 
invisible barriers

•management information systems 
•search for biological markers for 
AOD
•problem i.d. and referral 
•link prevention and treatment 
services through providers (e.g., 
medical)
•formalize links between criminal 
ustice and treatment

<Z>

CZ2
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LNCREASE OPPORTUNITIES & INCENTIVES TOK KESPONS1BEE BEHAVIOR1
=

SERVICESSUPPORTSOPPORTUNITY STRUCTURES i

i
Job Training EnrichmentTransportationHealth CareRelationships Values EducationInformationInvolvement

•safe passages

•speakers

Social
Services

Social 
Networks

•teach heritage 
•use technology 

computers 
•sense of control 
•positive lifestyles

Individual
Youth

•basic & 
remedial 
education 
•residential 
education 
•immersion 
schools 
•'time out' 
schools 
•reduce 
class size K 
& 1st grade 
•safe 
schools 
•metal 
detectors 
•alternative 
settings for 
disruptive 
students 
•removal of 
students

•extent of use 
•effects on 
individual, family, 
community 
•increase 
perceptions of risk 
e.g. scare tactics 
•high risk to 
understand 
vulnerability 
•safety education 
•issues through 
drama 
•crime prevention
& law related 
education 
•hodines 
•key actor training

•safe haven 
•make risk areas 
visible 
•increase use 
•limit access

•linkage 
between 
youth 
programs & 
planning 
councils

•remediation & 
repair the child 
•understand 
thought processes 
that rationalize 
negative behavior 
•firearm training 
•conflict 
resolution & 
social skill 
training 
•resistance skills 
•empathy training 
•controlling - 
impulse, managing 
hostility, coping 
with authority 
•role playing & 
self monitoring 
•self expression & 
self’confidence 
through art 
•manhood 
development 
curriculum 
•experiential & 
adventure based 
curriculum 
•developing 
individualized 
plans for future 
•competency 
development 
•social & 
cognitive 
education 
•decision making 
•critical analysis 
& judgemental 
abilities 
•problem solving 
•task oriented 
skills 
•interpersonal 
skills 
•goal setting 
•service to others

•change 
attitudes & 
beliefts about 
use & 
acceptability 
of behavior 
•embed 
initiatives in 
ethnic 
communities 
•values 
clarification

•intensive 
counseling 
•case 
management
•home visits

•services for illicit 
drug use to youth in 
rural areas 
•reality therapy 
•counseling to 
prevent or reduce 
drug use 
•therapeutic 
services to children 
who wimess 
violence 
•peer counseling 
programs

Housing & Phys
Env

Economic &
Access

•youth 
crafting & 
implementing 
crime 
prevention 
•youth as 
resources 
(technology) 

•community 
service 
•voluntary 
youth 
agencies; e.g. 
Conservation
Corps 
•overcoming 
adversity & 
experiencing 
success

•create sense of 
ownership

•positive 
alternative 
activities 
•drug«free 
activities 
•structured 
leisure time 
•out»of«scho 
ol activities 
•recreation 
•outdoor 
education 
•arts & 
music

•enforce civil 
rights laws 
•sponsors for 
schools & 
scholarships 
•job search 
assistance 
•support 
services 
•employment 
& jobs 
•entreprenueri 
al programs 
•develop 
creative & 
business skills 
through arts 
guild

Skill
Building

•build 
trusting 
relationships 
•appropriate 
rewards & 
punishments 
•monitoring 
behavior 
•adult 
mentoring 
•facilitate 
bonds of 
affection & 
mutual 
respect 
between 
juveniles & 
guardian 
•youth big 
siblings 
•healthy peer 
network 
development 
•positive 
peer oriented 
activities 
•develop ties 
to social & 
community 
organizations 
•promote 
involvement 
in 
conventional 
family 
activities 
•school 
attachment 
•role 
modeling 
•use of 
speakers 
•change the 
change 
agents

•reduce & 
eliminate 
negative role 
models & 
peer support 
for negative 
attitudes & 
behavior 
•gang 
streetworkers

•recognize 
accomplishme 
nts 
•inspire 
political 
action & 
involvement 
•accept 
individual 
responsiblity 
•emotional & 
spiritual 
support 
•build 
character & 
social 
responsibility

•instructiona. 
1 
improvement 
training 
•link 
curriculum 
with school 
policies 
•develop 
appropriate 
curricula & 
instructional 
techniques 
•arts part of 
basic ed 
•educational 
enrichment 
•preschool 
•early 
education & 
language 
development 
in child care 
•link 
between 
schools & 
community 
through 
curriculum 
•community 
schools 
•effective 
schools

•basic skills 
training 
•residential 
job training 
•job training 
w & 
educational 
component



INCREASE OPPORTUNITIES & INCENTIVES FOR RESPONSIBLE BEHAVIOR

OPPORTUNITY STRUCTURES SUPPORTS SERVICES

Involvement Information Relationships Values Education Health Care Transportation Job Training Enrichment

Families

Groups •extent of use

Housing & Phys
Env

•information & 
education 
campaigns

•involve students 
in setting & 
enforcing policy 
•classsroom 

management 
program

•treatment for 
maternal substance 
abuse

Economic &
Access

•firm, fair, 
consistently 
applied 
student 
behavior 
standards

•change 
attitudes & 
beliefs about 
use & 
acceptability 
of behavior

•link 
curriculum 
with school 
policies

•parenting 

centers 
•help parents 
achieve 
educational & 
occupational 
goals

Social
Networks

:provide 
camaraderie 
& community 
through 
activities

•home visitation 
•parent training 
•prenatal care & 
infant health 
•immunizations

Skill
Building

•healthy 
family 
participation 
(in treatment) 

•promote 
infant health 
& early child 
bonding 
•strengthen 
families

Social
Services

•reeducation 
& replace 
family myths 
with 
normative 
info 

•stop 
domestic 
violence

•enhance 
parenting skills 
•family 

management 
training 
•make family time

•improve 
dependency 

court system 
•intensive 
counseling 

•case 
management 
•home visits 
:intensive 
family 
preservation 
services 
:marital 
therapy

•immersion 
schools 
•reduce 
class size K 
& 1st grade 
•safe 
schools 
•alternative 
settings for 
disruptive 
students

•peer 
education 
•peer 
facilitators 
•peer leader 
training 
•gang 
streetworkers



INCREASE OPPORTUNITIES & INCENTIVES FOR RESPONSIBLE BEHAVIOR

OPPORTUNITY STRUCTURES SUPPORTS SERVICES

Involvement Information Relationships Values Education Health Care Job TrainingTransportation Enrichment

Community

Housing & Phys
Env

Institutions
& Systems

Social
Networks

•change 
attitudes & 
beliefs about 
use & 
acceptability 
of behavior 
•embed 
initiatives in 
ethnic 
communities•celebrate what 

works 
•responsible media

•promote 
physical & 
human 
development 
•economic 
development 
•neighborhoo 
d 
revitalization

Economic &
Access

Skill
Building

•take 
responsibility 
for 
neighborhood 
•recognize 
accomplishme 

nts 
•change 
community 
policies & 

norms

•increased 
availability of 
social 
services in 
targeted 
neighborhood 

s

Social
Services

•improvement in 
housing project 
services 
•reduce supply of 
ADDS through 
communi ty'wide 
campaigns.

•create sense of 
ownership 
•attractive public 
places

f

•extent of use 
•raise awareness 
•debunk myths 
•information & 
education 
campaigns 
•use forums & 
meetings

•stabilize 

target 
neighborho 
ods 
•improve 
community 
ability to 
provide 
prevention 
& 
treatment 
services 

more 
effectively

•link 
between 
schools & 
community 
through 
curriculum 
•community 
schools

•celebration 
of common 
history, 
environment 

, an 
•support 
core social 
institutions 
•community 
developmen 

t 
•neighborh 
ood 
restoration 
•saturation 
of wide 
array of 
services 
, coalitions

•community­
wide 

partnerships, 
coalitions



REHABILITATION REINTEGRATION
FoUeinjPolicies & Regulations Courts & Sentencing Secure Confinement Treatment Aftercare

•attention to victims

Family

Groups •policing on school campuses •milieu management

Community (see individual strategies)

(see individual strategies) .optimized resource allocation
Institutions
& Systems

(see individual) 
•increase interaction between
police & community

•community confinement
•intensive probation

•cooperative learning teams & 
provision of mutual aid

(see individual strategies) 
integrate juvenile justice system into 
overall national agenda for children

•address underlying conditions 
of crime
•reduce relapse factors 
•community reintegration 
•cooperative learning teams & 
provision of mutual aid 

•address factors in social & 
physical environment (see 
physical environment & social 
networks)

create a bridge between police 
& law enforcement &
prevention
address underlying conditions 
of crime

Identification, assessment & early 
intervention

Individual
Youth

•appropriate punishment in schools, 
dress codes

•sex offender treatment
•motivate recalcitrant youth & force 
to confront fears
•frequent, timely feedback for 
positive & negative behaviors 
•opportunities to discuss family & 
early experiences
•vary sequence for exposure to 

program components on individual 
basis
•psychotherapy
•improve treatment capacity 
•community*based alternatives

•immediate & intermediate sanctions 
& secure corrections
•stop further penetration into system 
•drug courts
•graduated sanctins
•alternative sentencing
•combine accountability with 
increasingly intensive treatment & 
rehab
•mandatory sentencing
•tougher sentences for serious 
juvenile offenders
•longer sentences
•accountability
•transfers to adult court
•victim restitution

•link child support enforcement 
with training & employment 
services

DECREASE OPPORTUNITIES & INCENTIVES FOR CRIMINAL

SANCTIONS & ENFORCEMENT

•regulate use of & access to 

weapons
•restrictions on sale & transfer of 

guns
•uniform nat’l & federal gun laws 
•regulate use of & access to alcohol 
•tougher drug & alcohol policy 
•control drug use
•control sanctions for drug use 
•appropriate incentives, rewards, 
punishment
•curfews

•field interrogations 
•increase police 

•target high crime areas for 
more community policing 
•use expertise to develop 
solutions
•supply reductoin 
•keep drug pushers away 
from certain areas (e.g. 
schools)
•weapons confiscation 
•develop information & 
communication network 
•increase police visibility 
•policing on school campuses 
•citizen patrol
•community coalitions against 
drugs
•neighborhood watches 
•mobilize volunteers

•identify & contol small, chronic 
segments of population
•focus on populations exposed to 
multiple risk factors
•methods to i.d, youth with 
invisible barriers

•management information systems 
•search for biological markers for 
AOD
•problem i.d. & referral 
•link prevention & treatment 
services through providers (e.g., 
medical)
•formalize links between criminal 
justice & treatment

•regulate use of & access to 

weapons
•restrictions on sale & transfer of 

guns
•uniform nat’l & federal gun laws 
•regulate use of & access to alcohol 
•tougher drug & alcohol policy 
•control drug use
•control sanctions for drug use 
•appropriate incentives, rewards, 
punishment
•curfews
•appropriate punishment in schools, 
dress codes



Prevention-related programs in the 1994 Violent Crime Control and Law Enforcement Act

PROGRAM FUNDS POPULATION PURPOSE ELIGIBILITY REQUIREMENTS

for youth

FACES

youth TBD

GREAT TBD

local govt TBD

A

$582.9m 
FY95-00

street-based 
outreach & 
education

$254m
FY95-00

uniformed officers 
teach gang 
resistance in school

Urban Rec for At- 
Risk Youth

Crime Prevention
Council Grant 
Program

Community
Schools

runaway, homeless, 
street youth at risk 
of sexual abuse

recreation 
programs

Reduce Sexual 
Abuse of 
Runaway,
Homeless Youth

treatment, 
counseling, 
information & 
referral

provide supervised 
after-school, 
weekend & 
summer programs

$ allocated 
proportionate to 
impoverished 
children

youth at-risk of 
delinquency & 
poverty

3/4th graders, 7/8th 
graders at risk of 
gang involvement

$89.5m 
FY95-00

Fed, state & local law 
enforcement, at least 
50 projects 
at least $800K each

summer & after­
school care, 
mentoring, job 
training, prevention 
of substance abuse

$4.5m 
FY96-00

non-profits operated 
by consortium of 
service providers

children in high 
poverty & violent 
communities

improve overall 
development 
through school­
based services

private, non profit 
agencies

localities, tribal govts, 
schools,
uni versities,pvt. non­
profits or consortia

youth in high-crime 
neighborhoods

$30m
FY96-00

$45m 
FY95-00

local educational 
agencies & 
community based

To Be Determined 
(TBD)



PURPOSE ELIGIBILITY REQUIREMENTSPROGRAM FUNDS POPULATION

young people TBD

residential service

for women

women at risk TBD

states & Indian tribes TBD

communities non-profits TBD

private, non-profits TBD

TBD

X

Delinquent & At-
Risk Youth

$205m
FY96-00

$325m 
FY96-00

Demonstration
Grants for 
Communities

Youth Education 
and Domestic 
Violence

domestic violence 
victims

coordinated plans 
for intervening & 
preventing 
domestic violence

Battered
Women’s Shelters

Reduce Sexual
Assaults Against 
Women

Violence Against
Women

women at-risk of 
sexual abuse

family violence 
victims

immediate shelter 
& assistance

implement & 
evaluate 4 model 
programs re: 
domestic violence
& intimate partners

4 different 
audiences - 
primary, middle, 
secondary & higher 
education

develop & 
strengthen 
enforcement, 
develop victims 
services

hotlines, training to 
increase awareness 
& prevent abuse

NatT Domestic
Violence Hotline

rape crisis centers, 
similar non-govt, non­
profit entities

1 l-19yrs, dropouts 
or contact w/ justice 
system

public, private non 
profits

info & assistance 
to victims

$lb
FY95-00

states, localities,non- 
profit non-govt 
services, tribal govts

$10m
FY96-97

$36m
FY96-00

$400K 
FY96

improve academic, 
vocational & 
decision making 
skills

$3m
FY95-00



PROGRAM FUNDS POPULATION PURPOSE ELIGIBILITY REQUIREMENTS

for communities

increase safety TBDstates

at risk communities local govts

local govt

TBD revenue sharing

law enforcement

COPS states & localities

states

Boot Camps

Drug Courts

A

Model Intensive 
Grant Program

$7.92b 
FY95-00

$ 1.62b 
FY96-00

$625.5m
FY96-00

develop, improve 
correctional 
facilities

address lack of 
programs, facilities, 
safety & treatment

comprehensive,
collaborative,
community based

$270m 
FY96-00

$377m 
FY96-00

Prevent Crime in
Public Parks

Residential
Substance Abuse 
Treatment

Crime Prevention
Block Grants

continued judicial 
supervision

residential 
substance abuse 
treatment programs

states, multi-state 
compacts

1 public hearing on 
use of funds

local govt according 
to complex formula

intervention & 
treatment initiatives

correctional & 
detention facilities

non-violent 
offenders

85% funds for 
hiring/rehiring, must 
demonstrate increase 
in officers on streets

states, localities, tribal 
govts — half above 
150K, half below 
150K population

non-violent 
offenders w/ rehab 
potential

states, state courts, 
local govt, local 
courts, tribal

supports education, 
jobs & substance 
abuse treatment

hire & train 
officers to increase 
community 
policing

only non violent 
offenders

FY95 for planning
FY96-2000 50% to 
Truth in Sentencing

must drug test 
enrollees & provide 
aftercare

Local Partnership
Act

$8.8b 
FY95-00

$15m
FY96-00

chronic high crime 
areas

$lb
FY95-00

users of urban parks 
& rec areas



SOURCE DOCUMENTS FOR STRATEGIES CHART

CDC:

DOE:

DOJ:
Operation Weed and Seed Implementation Manual

DOL:
Memo for the Vice President which lists the DOL’s crime prevention programs

HHS:
Community Schools and Faces Vision Statement

Building Communities Together: Empowerment Zones and Enterprise Communities
HUD & DOA:

HHS Family and Youth Services Bureau:
• Drug Abuse Prevention Program for Runaway and Homeless Youth
• A Guide to Enhancing the Cultural Competence of Runaway and Homeless Youth 

Programs

A Guide to Safe, Disciplined & Drug-Free Schools 
Executive Summary

Brief Overview of CDC’s Violence Prevention Projects
3 Papers on Violence Prevention Strategies and Minority Youth
Violence Prevention and Public Health: The CDC Approach (written in Atlantic 
Medicine)

Interdepartmental Working Group on Violence:
• Report to the President and Domestic Policy Council

HHS Administration on Developmental Disabilities & Children, Youth and Families: 
• Report of the Task Force Serving Youth with Developmental Disabilities (June 1994)

OJJDP:
Juvenile Intensive Supervision: Planning Guide
What Works: Promising Interventions in Juvenile Justice
Delinquency Prevention
Comprehensive Strategy for Serious, Violent and Chronic Juvenile Offenders 
National Juvenile Justice Action Plan
One More Chance: The Pursuit of Promising Intervention Strategies for Chronic 
Juvenile Offenders
Guide for Implementing the Comprehensive Strategy for Serious, Violent and Chronic 
Juvenile Offenders (March 1995)



OSAP:

Public Health Service:
• PHS Violence Prevention Strategy Briefing for Agency Head Meeting (March 1995)

The Future by Design: A Community Framework for Preventing Alcohol and Other 
Drug Problems Through a Systems Approach
National Substance Abuse Prevention System (SAMHSA/CSAP)
Prevention Monograph #1 and #2 (Jt2 is more theoretical)

Unknown
• Part of the Solution: Creative Alternatives for Youth

NCPC:
• Preventing Crime: Effective Local Approaches and Strategies

ONDCP:
ONDCP White Paper
Substance Abuse Prevention: What Works and Why 
National Drug Control Strategy



DEPARTMENT OF HEALTH & HUMAN SERVICES

Dear Ms. Cecetti:

1)

2)

3)

on educating

CDc^a
Centers for Di' ontroi

Ms. Pam Cicetti 
Office of the First Lady 
2nd Floor West Wing 
The White House
Washington, D.C. 20502

Federal Express UPS Overnight
2939 Flowers Road, South
Atlanta, GA 30341

Centers for Disease Control 
and Prevention (CDC) 

Atlanta GA 30333

Postal Address
4770 Buford Highway K02
Atlanta GA 30341-3724

I am responding to the request from Jennifer Kline to send you some information on the 
topic of “tipping” that was the subject of Malcolm Gladwell’s recent New Yorker 
Article (enclosed).

November?, 1996
770-488-4696 Telephone
770-404-488-4422 Facsimile

Location
Koger Office Park
Vanderbilt Building
2939 Flowers Road, South
Atlanta, GA 30341

Public Health Service

The N .i t, on's Prt v

The most marked increase in youth violence occurred in youth homicides. 
Young people have not been fighting a lot more, but now they fight with guns 
and the outcomes are more likely to be fatal. Access by youth to guns and their 
decision to use them reflect many possible aspects of contagion - and these 
suggest ways to intervene.

Suicide clusters occur among young people is a way that suggests the death of 
one person can trigger suicides among other susceptible youth. Understanding 
the patterns can help communities and schools prevent clusters.

At the National Center for Injury Prevention and Control - part of the Centers for 
Disease Control and Prevention - we have applied the science of epidemiology - looking 
for patterns by examining large numbers of cases - to the prevention of youth violence, 
family violence and suicide.

d P-CV

Social norms among young men contribute to the frequency of firearm carrying 
and use. Programs that aim at changing social norms as well as individual 
behavior are probably more effective than efforts focused solely 
individuals at risk.

We have found some amazing applications of the notions of contagion and tipping such 
as the following:



Page two - Ms. Cecetti

4)

We would be delighted to discuss our approaches and some of the exciting findings.

Sincerely yoursf

Enclosures

Ironically, however, almost all of our violence prevention efforts have focused 
only on changing individual knowledge, attitudes, beliefs and behavior.

Mark L. Rosenberg, M.D., M.P.P.
Assistant Surgeon General '
Director, National Center for Injury Prevention and Control

Our efforts here have focused on looking at these problems with science and a public 
health approach. We have worked closely with Janet Reno and the Department of 
Justice in collaborative efforts that are extremely productive.

There is a cycle of violence that begins with exposure by children to violence in 
the home — usually a mother being beaten by a male or a child being abused — 
that plays out later in the streets as youth violence or dating violence and then it’s 
brought back into the home as domestic violence, perfected in time to perpetuate 
the cycle in a new generation.
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Selected Items from the
Notional Center for Injury Prevention and Control for

Hillary Rodham Clinton
November 11, 1996



Violence Prevention

CDC

W. Rodney Hammond, PhD
Director

Division of Violence Prevention

Denise Johnson, MS
Acting Team Leader

Family and Intimate Violence Prevention Team

James A. Mercy, PhD
Special Assistant to the Director 
Division of Violence Prevention

U.S. DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Disease Control and Prevention

National Center for Injury Prevention and Control

Lloyd Potter, PhD
Team Leader

Youth Violence Prevention

Mark L. Rosenberg, MD, MPP
Director

National Center for Injury Prevention and Control

David Satcher, MD,PhD
Director

Centers for Disease Control and Prevention

CENTERS EOR DISEASE CONTROL 
AND PREVENTION



Goal

J

The goal of the injury control program at CDC is 
to improve the health of Americans by preventing 
premature death and disability caused by nonoccupa- 
tional injuries and to reduce the human suffering and 
medical costs caused by such injuries.

In carrying out these and other functions, NCIPC 
collaborates with CDC Centers, Public Health Service 
Agencies, the National Highway Traffic Safety 
Administration, the Consumer Product Safety 
Commission, other federal departments and agencies, 
state and local agencies, and private and voluntary 
organizations.

• Conducts surveillance to monitor national 
trends in deaths, disability, and costs asso­
ciated with injuries.

• Implements and evaluates demonstration 
programs in states and communities to prevent 
and control injuries.

• Help states and localities develop the ability to 
develop effective injury prevention programs.

To reach this goal, NCIPC

• Provides leadership in developing and execut­
ing a national program for injury prevention and 
control with public and private agencies and 
organizations.

• Conduct research to develop and evaluate 
strategies to prevent and control injuries
including research in biomechanics, epidemi­
ology and prevention, and the treatment and 
rehabilitation of the injured. NCIPC also shares 
research findings with public and private 
organizations, both national and international.

NCIPC’s program includes:

• The prevention of all injuries not related to work.

• Applied research and evaluation in the acute 
care and rehabilitation of injured persons.



Ten Leading Causes of Death by Age Group -1994
Age Groups

Rank 5-9 25-34<1 1-4 10-14 15-24 35-44 45-54 55-64 65+ Total

1

2

3

4

5

6

7

8

9

10

i»W

HIV

72

2
Tied

Anemias

38

Septicemia

91

SIDS

4,073

Perinatal
Period

114

Pneumonia
& Influenza

57

HIV

110

Bronchitis

Emphysema
Asthma 86

Pneumonia

& Influenza

221

Bronchitis
Emphysema

HIV

2,186

HIV

42,114

HIV

199
HIV

641

Intrauterine

Hypoxia
537

Bronchitis
Emphysema

Asthma 232

Malignant

Neoplasms
89,251

Liver
Disease

733

Bronchitis
Emphysema
Asthma 41

Heart
Disease

198

Diabetes
42,600

Heart
Disease

129

Heart

Disease

992

Heart
Disease

3,520

Bronchitis

Emphysema
Asthma 2,676

Liver
Disease

5,043

Bronchitis
Emphysema

Asthma 10,335

Malignant
Neoplasms

376,186

Cerebro­
vascular

134,340

Pneumonia
& Influenza

81,473

Malignant

Neoplasms
534,310

Cerebro­
vascular

153,306

Unintentional
Injuries 
13,898

Suicide
4,956

Unintentional
Injuries 
13.452

Unintentional
Injuries 
13,560

Pneumonia
& Influenza

72,762

Suicide
31,142

Unintentional
Injuries 
91,437

Bronchitis
Emphysema

Asthma 87,048 Asthma 101,628

Diabetes

56,692

H

Benign

Neoplasms

79

Benign
Neoplasms

54

Benign
Neoplasms

47

Heart
Disease

610,330

Liver
Disease

25,406

Heart
Disease

732,409

Cerebro­
vascular

183

Cerebro­
vascular

2,717

Diabetes

3,689

Diabetes
682

Liver
Disease
3,698

Respiratory
Distress Synd.

1,567

Maternal
Complications

1,296

Placenta Cord

Membranes

948

Pneumonia
& Influenza

559

Short
Gestation

4,254

Perinatal
Infections

828

Pneumonia

& Influenza

178

Heart
Disease

285

Congenital
Anomalies

193

Congenital
Anomalies

463

Pneumonia
& Influenza

647

Diabetes

1,785

Pneumonia
& Influenza

1,985

Cerebro­
vascular

5,355

Diabetes

7,784

Liver
Disease
5,530

Atherosclerosis

16,330

Septicemia

16,439

Nephritis

19,666

Unintentional
Injuries 
2,517

Homicide
473

Unintentional
Injuries 
1,595

Homicide
156

Unintentional
Injuries 
1.913

Homicide
416

Suicide
318

Homicide
8,116

Homicide
6,888

Suicide
6,354

Homicide
4,531

Suicide
6,375

Unintentional
Injuries 
8.768

Suicide
4.296

Unintentional
Injuries 
6,432

Suicide
2,812

Cerebro­
vascular

802

Pneumonia
& Influenza

3,505

Unintentional
Injuries 

889

Congenital

Anomalies

6,854

Malignant
Neoplasms

5,056

Pneumonia
& Influenza

1,508

Cerebro­
vascular

9,577

Heart

Disease

69,335

Unintentional
Injuries 
28.314



Summary Points

• CDC emphasizes looking at "what works" to prevent 
violence. Evaluations of school-based and community­
based violence prevention programs funded by CDC 
are an important step in finding out what works.

• CDC plays a key leadership role in working with 
other agencies and departments. There are new 
important opportunities for collaboration among 
federal agencies and organizations.

• Community involvement is a principal component 
of violence prevention. CDC works closely with 
communities to find solutions.
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Youth Violence Prevention Projects

Goals: 

• Determine what works

• Document the process and measure the outcomes

• Bring together health departments, community­
based organizations and academic institutions 
to deliver interventions



Strategies to Prevent Youth Violence
Change Individual Knowledge, Skills, or Attitudes

Change Physical Environment

Mentoring

Victim Counseling

Housing
Neighborhood

Helpers

Academic
Enrichment

Parent
Training

Conflict
Resolution

Change Social 
Environment

ncrease Community
Awareness

Job Training 
Employment

Visibility 
of High 

Risk Areas

Public Information 
Campaigns

Limit
Access/Use 
Weapons Limit

Alcohol/Drugs

Peer
Mediation

Social
Skills 

Training



Early Intervention Projects

4

Social 1
1

TrainingW Parent
r Training

Sites
Chicago, IL

Los Angeles, CA

New York City, NY

Tucson, AZ

Setting
School



Middle School Intervention Projects

►

Co^'ic’
* Resolution ■

k S' 1 / A\\/ Setting
School

Sites
Detroit, Ml 

Houston, TX 

Indianapolis, IN

New York City, NY

Portland, OR

Richmond, VA



Older Youth (14-19 Years)

\ I M^on

1 ■ Mentoring

F Academic ^''S  ̂ \ / X
' Enrichment 1>^F Victim Counseling '

k

Setting
School

Hospital

Housing 
Development

Juvenile Offender 
Facility

Job Training 
Employment

Sites
Atlanta, GA

Boston, MA

Chicago, IL

New York City, NY



Community Demonstration Projects

Training \ K ?lentoring^^^|

F Academic X. 1 f '
[ Enrichment \ 1 ■ Victim Counseling '

Setting
School

Community

/
Job Training 
Employment

ruonc iniormauon i 
Campaigns i

W. Neighborhood
Helpers

Sites
Brooklyn, NY 

Durham, NC 

Houston, TX

Neighborhood
Helpers

Public Information
Campaigns
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• Of these, about half were murdered 
by spouse or intimate partner

• 6 of 10 female victims were 
murdered by someone they knew

• Firearms, usually handguns, weapon 
most commonly used to kill women

Almost 5,000 Women Died as a Result 
of Homicide in the U.S. (1994)



99.9% of assaults on women 
are not fatal, but often result in 

physical injury or emotional distress

• More than 1.8 million women assaulted by 
male partners or cohabitants (1985)

• Battered women are at increased risk of 
attempting suicide, abusing alcohol and 
other drugs, and depression



I. Describing/tracking the problem

5. Fostering professional education and training

A National Program to Prevent 
Family and Intimate Violence

4. Translating and disseminating information 
on family and intimate violence

3. Demonstrating/evaluating ways to prevent 
family and intimate violence

2. Increasing our knowledge of causes and 
consequences
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At or above the 75th but less than 
the 90th NATIONAL percentile

U.S.
AR
Excess Deaths/Year 212

U.S.
AR
Excess Deaths/Year 188

U.S.
AR
Excess Deaths/Year 110

U.S.
AR
Excess Deaths/Year 7

At or above the 90th NATIONAL 
percentile

' J—\ 
n / 
tri

Fires/Burns
94 Deaths/Year
U.S. 2.1
AR 3.6
Excess Deaths/Year 35

74 Deaths/Year
U.S. 2.0
AR 3.3
Excess Deaths/Year 31

iw

- iyt-r Drownings
74 DeathsA

IiS

Motor Vehicle
623 Deaths/Year

18.5
26.5

Traumatic Brain Injury
690 Deaths/Year

20.5
29.5

Suicides
300 Deaths/Year

11.5
11.8

Firearms
443 Deaths/Year

13.7
18.4

_hs-

Falls
119 Deaths/Year
U.S. 2.7
AR 2.4

Poisonings
36 Deaths/Year
U.S. 2.3
AR 1.4

Homicides
244 Deaths/Year
U.S. 9.2
AR 10.8
Excess Deaths/Year 38
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U.S.
DC

U.S.
DC

At or above the 75th but less than 
the 90th NATIONAL percentile

U.S.
DC
Excess Deaths/Year 61

At or above the 90th NATIONAL 
percentile

U.S.
DC
Excess Deaths/Year 212

U.S.
DC
Excess Deaths/Year 130

Fires/Burns
16 Deaths/Year
U.S. 2.1
DC 2.3
Excess Deaths/Year 1

Falls
44 Deaths/Year
U.S. 2.7
DC 4.5
Excess Deaths/Year 11

Motor Vehicle
70 Deaths/Year

18.5
10.6

Homicides
279 Deaths/Year

9.2
43.2

Suicides
46 Deaths/Year

11.5
6.5

Firearms
224 Deaths/Year

13.7
34.5

Traumatic Brain Injury
199 Deaths/Year

20.5
30.5

Drownings
8 Deaths/Year 
U.S. 2.0
DC 1.2

Poisonings
9 Deaths/Year 
U.S. 2.3
DC 1.1
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Chicago,

San Francisco, CA
Kansas City, MO

•Los Angeles, CA
Columbia, SCAtlanta, GA*

Jacksonville, FL
•• Houston, TXW

• Boston, MA

• Detroit, Ml* • New York, NY

• Indianapolis, IN
• Richmond, VA

• Durham, NC

• Tuscon, AZ

National Center for Injury Prevention and Control, CDC 
Youth Violence Intervention Projects

• Portland, OR



NCIPC Organization Chart

Office of the Director

Director: Mark L. Rosenberg, MD, MPP Office of Program
____ Management and Opera(rations

Deputy Director: Larry Sparks

Division 
of

Violence Prevention

Division
of

Unintentional Injury Prevention

Acting Assoc. Director. State Programs: 
James Belloni, MA

Division of Acute Care, 
Rehabilitation Research, 
and Disability Prevention

Director
Rick Waxweiler, PhD

Office of Planning,
Evaluation and Legislation 

ing Director: 
Yerdon Martin

Office of
Health Communications 

Director:
Gwen Ingraham

Director:
Rodney W. Hammond, PhD

Director
Mark J. Scally, MPA

Office of Statistics, 
Programming, and Graphics 

Director:
LeeAnnest, PhD

Director:
Christine Branche-Dorsey, PhD

Actii 
Laura

Office of
Research Grants

Director: 
Howard Hill
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MNWR Supplement
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Containment

of Suicide Clusters
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CDC April 22, 1994 / Vol. 43 / No. RR-6

MORBIDITY AND MORTALITY WEEKLY REPORT

%

Programs for the Prevention 
of Suicide Among Adolescents 

and Young Adults

Suicide Contagion and the 
Reporting of Suicide: 

Recommendations from 
a National Workshop

CFMTtRS FOR DISEASE CONTROL 
AHO PREVEMT1ON

Recommendations 
and 

Reports

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES K#s«v>ctl 
Public Health Service

Centers for Disease Control ;
and Prevention (CDC) 

Atlanta, Georgia 30333
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Sruyvesant is followed bv Bushwick, then
by Brownsville, and, nnaily, bv East New
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Catching violates: me of the hottest ideas in criminal research today.
J

strange and unprecedented transforma­
tion. According to the preliminary crime 
statistics released by the F.B.I. earlier this 
month. New York has a citvwide violent- 
crime rate that now ranks it a hundred

:

sand, down from a hundred and fifty 
thousand as recently as six years ago. Bur­
glaries have fallen from more than two 
nundred thousand in the early nineteen- 
eighties to just under seventy-five thou­
sand in 1995. Homicides are now at the 
level of the early seventies, nearlv half of 
what they were in 1990. Over the past 
two and. a half years, every precinct in the 
city has recoraed double-digit decreases 
in violent crime. Nowhere, however, have 
the decreases been sharper than Brook­
lyn North, in neighborhoods that not 
long ago were all but written off to drugs 
and 'violence. On the streets of the Seven- 
r ive today, it is possible to see signs of ev­
eryday life that would have been unthink­
able in the early nineties. There are now 
ordinary people on the streets at dusk— = 
small children riding their bicycles, old 5

THE TIPPING POINT
Why is the city suddenly so much safer—could it 

he that crime really is an epidemic?

BY MALCOLM GLADWLL

s you drive east on Atlantic Ave­
nue, through the part of New 

— — York City that the Police De­
partment refers to as Brooklyn North, the 
neighborhoods slowly start to empty our. 
the genteel brownstones of the western 
part or Brooklyn gr/e wav to sprawling 
housing projects and vacant lots. Bedford- theius have fallen to seventy-one thou- 

---d

ri-j Hr
b?#

York, nome of the Seventv-fifth Pre­
cinct, a 5.6-square-mile tract where some 
of the poorest people in the city live. East 
New f ork is nor a place of office build­
ings or parks and banks, just graffiti- 
covered bodegas and hair salons and 
auro shops. It is an economically desper­
ate communin' destined, bv most ac­
counts, to get more desperate in the years 
ahead—which makes what has happened 
there over the past two and a half years 
all the more miraculous. In 1993, there 
were a hundred and twentv-six homi­
cides in the Seven-Five, as the nolice rail 
it. Last year, there were fortv-four. There 
is probably no other place in the countrv 
where violent crime has declined so far, 
so fast.

Once the symbol or urban violence, 
New York City is in the midst of a

f-3
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is the New York Cicy Police Com.mis­, ioner 2resice� y:e� :::uch of :he c:e­ciine from che rail of 1994 uncil his res­ignation, chis ;pr,ng---a.rg,Jes that his nC',Vpolicing sm.regies macie the difference: he cires more coordination between di­visions of the N.Y.P.D., more accounr­abilicv from !)rec:ct commanders. more 
'.!.IT� for g,� ?Ossession, more sophis­cicareci �mpuce�-Jided :i.nalysis of cri.me patterns, more aggressive crime prevea­rion. In the Seve::.-Five . .:Vlezzaciri has a ,e:un oi omc:., ·.vno go zround anci break up ch.e groups oi:,-oung me.:1 who congre­gace on mee: cor:i.e:s, drinking, gccing high, and playii.�g dice---md so re:nove whar was once 1 :i-eouenr source of vio­lent confronrations. He says that he has ;;:eooed uo ranc:o□ ";arerv checks� on c.L:e si::r��rs. !o�king :or cir.in.� drive:s or sto­len cars. And he savs char streamlined in­;:emal proceciures �e--..n chat he c:m now move ag-ainsr cirug-seiling sires in a mac­ce:- or" davs, woe� it useci co cake weeks. "Ir's agg;essive ?Ci.icing/ he says. "Ir's a no-nonsense 1cirude. Pe::sistenc:: is nor just a word, ic'3 1 way oi life.� .. \11 these changes make good sense. Bur how does oreiling up dice games md streamlining bureaucracy cur murder rares by two-thirds? :VIany criminologists have taken a broade: view, arguing that changes in crime reficcr fundament:tl de­mognphic and soc::tl trends-for ex­ample, che decline :ind stabi.l.i..zarion of che crack crade, the lging of the population. and lon-::,O'Cr prison sentences, which have keor hard-core ottenders off the streetS. Y e·t these trends are neither particularly new nor unique to New York City; they don't account for wnv the crime rare has dropped so suddenly.here 111d now. Fur­thermore. whatever good they have done is surely onset. lt !ease in part. by the eco­nomic dev:ist:trion visited on places like 

Brownsville and E:1sc New York in recent ye:.1rs by $Ul:Ccssi\·e rounds uf ti::<lo:ral, snce, and city sociahpending cuts. Ir's noc thac there is any shortage of explanations, then, for what has hap­pened in New York City. Ic's char che:e is a puzzling gap bc::rween the scale of medemographic and policing changes char ;ire supposed co ha\·e affected places like the Seven-Five and. on the ocher hand, ci:e s-:ale of the decrease in crime c.he�e. Tne size of that gap �1.1ggescs char violent c...:_rr.e doesn' c behave ch.e way we e."q)ect it m be­have. Ir suggesrs that we need a new way of chinking about c...ri.me, which is why ic Imay be ti.me co rum co an idea thac has be3un co iraac: se=ious a..:encion :.., :.l...e social science:;: the idea char social orob­lems behave like infecrious agents. Ir may . sound odd co ci1k about che things people do 1s analogous to rhe diseases they otch. And yet the id� has all kinds of fucinacing implications. Wnar if homi­cide. which we oftea casuallv rde:- �o as an epide:nic, :i.cruaily is an e?iciemic. and moves th.rough populations the way me du bug does? Would thar expiain the rise and sudden decline or' homic:ce in Brooklyn :'-forth? 

W
HE-:-i social scientists tal1< aoourepidemics. they mean some­ming very- specific. Epidemics have 6eir own sec of rules. Suppose. for e.'<3ffiple. rhar one summer a thousand touris;:s Icome co ivlanharran from Canada car­rying an unrrearaole srrai.n of ;::we:icy-four-hour Bu. The virus has a cwo-oe:­cenr infection rate, whicn is to sav mat one out of eve.y fifty people who.come inro close contact with someone c:urv­in.g it care.hes the bug himsel£ Le:·s 3�Y ! chat fifty is also exactly the numoer of 1

1 people the ave.--age Manhacranice-in the course of riding rhe subways and min- I giing with colleagues at work--comes Iinro conracr with every day. vVhac we have, then, given the recovery rare, is a dis- i case in equilibrium. Every day, each car- I rier passes 011 the virus co a new pcr.;on. IAnd the ne.'CC day those thousand newly Iinfected people pass on the virus co an­other thousanci people, so char through­our the resr of the summer and the full the Bu chugs along at a steaciy but unspcc­racular clip. But chen comes the Chrisonas s�­son. The subways and buses get .nore crowded with tourists and shoooe::s. and instead of running into an eve� � peo-



BIR.THDR.EAM 
Tnis time I had given birth to a child with a dark, remarkable tail. Pm: animal, part girl. I vv:mced no one co sec her, not even the father. I wanted my privacy ro ouc her back inside me, back through the glop of the birch neck, i.-i.co the bluish glue my body had made :or her for seven months. It was not rime, she muse wait, come back when the animal had been outgrown. I held her briefly in mv ar.ns, stroked her tail before 
\'VC pmed, her eyes nu.--sing the ciark moons. 
Snc was neve: my c.aughrer, and yer she brought he:- own wild light into the room so that when I opcncc. my eyes a-.: davbreak 6e first thing I saw was snow spinning small s�ouiders in me windows. 
T.:ie lase I saw of her. 

ple a ciay, the average Manhattan.ice now has close concac:with, say, fifty-five peo­ple a day. That may not sound like much of a di.ife::-ence, but for our flu bug it is I aitical. All of a sudden, one out of everyten peopic wiC:, the virus will pass it on not just co one new person but to cwo. The thousanc. carriers run into fui:y-five thousand oeooie now, and at a cwo-ocr­cent infe�:io; rate that cranslaccs into eleven hunc.red new cases the followine: day. Some or· ci-tose eleven hundred will also pass on :.�c virus co more than one person, so chat by Day Three there arc twelve hundred and ten Manhattan.ices I with the au and bv Dav Four thirteen hundred and chirty�one: and by the end of the week there are nearlv two thou­sand, and so on up, the figure getting I higher every day, until Manhattan has a I full-blown flu epidemic on its hands by ' Christmas Dav. In the langu
age of epidemiologists, fifty is the "tipping point� in chis epi­demic, the point at which an ordinary and stable phe:1omc:1on--:i low-level flu out­break-can rum into a public-heaich cri­sis. Every e?iciemic has its tipping point, 

-L-\L"RIE KGTCHINS

and co fignt an epidemic you ne::d co un­de:mnd whac char point is. Take AIDS, for cxarnpie. Since the late cignries, the numbe: of oeoolc in the United Scares wno die of AIDS everv vear has been sready at forty thousand, ,;.,hie.,. is exactly the same as the number of peo�ie who are estimateci m become infected with Hl.V. evc:v ve:ir. In othc:- words, :\IDS is in the sam'c ·self-pcrpcruating phase that our Canadian 5.u was in. earlv on: on the av­e.-agc, e:ic::1 pe:son who dies of AIDS in­fects, in the course of bis or her lifetime, one new person. That ?Uts us at a critical juncture. If the number of new infections incrc:iscs just a bit-if the average H.L V. carrier passes on the virus to slightly more than one pe:son-chcn chc epidemic can tip upward just as dramatically as our flu did when the number of exposed people we.,c from fifty ro fifty-five. On the other hand, even a small decrc:ise in new in­fections c:in cause the epidemic to nose­dive. le would be as if the number of people exposed co our au were cut from fifty to ferry-five a day-a change that within a week would push che number of 
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rlu ,;c,ims CO'-'m to four hundred :ind se,·ency-e1ghr. ;(obody re1ily bows what the tip­ping point for recucing .-\lD:i_ ma� be.Donald Des Jar!ais, an epidem1ologm at Bc:th Israel Hosoital, in Manharrl!l, es­tinutes char r.a1ving new inrections to cwencv c.�ousand a year would be ideai. E \·en · cutting ic to thir-.:y chous:ind. he 
SJ.\"S. would -:,:obably be enough. The p�inc is iliac:�·; ::oc ;ome complc:eiy un­�c.J.inabic: r.u:::ce:. 'I th.ink pcopk ::hin..< t.'l:l.t co bC11.t .l..iDS e•,ervbodv h:J.S co eiche: be: sexuailv abs.:ne::c �ruse· a clc:in neeci.lc or J. con�orr: all c.�c time.� Des Jarl:tis said. "Bur voi: cion'c reallv need co com­plereiy e�.ina-e f..sic. If o�e: :imc: you can just C-.lC :.�e :m.-:ice: of ?eople c:i.pable of t:"ansm1cing :.½.e vir..1s, che:1 our ?rcs­enc behavior-��angc ?rograms could po­cen cially c:ac.ica:e che ciisease in chis counc:r-1 ... Tn;c·s c.i.e 51.L.?cising thing about epi­ce:::ucs. T�e·: c.or:: be:iave chc wav WC cud'" --�cv ,_,,;_: ce:cave. Suooosc. :o� e.'C­amole. :..:,_;_, c.e r.i:rnbc:- or ��•.v E.I.V. in- \ redons ea6. vea: was a hundred mou­;and. 1.--:c. by :Oce :ic:oic .-\ID:i-e::iucacon e:for- vou :::::.::?.Zeci. ro c-.ic chac :.n ha.if. You -�oulci e..'(O;::: che size oi die cpi­de:::uc :o aiso Sc :-.it in half. right: This is wna: ;c:e::cs.; cill a l inear asswnp­tion-:}1e e..-ccecotion chac eve-:v extra in­creme:ic or· �::or: will oroduc� a corrc­soonci.iccr in:orove:ne;c in result. Bue 

• :!) • coicie:ni.cs :i:en·, linear. Imorovc:ncnc d�es noc cor:esuond directly co enorc .• -\ll mac :n:icre:s :s tl:e :ipping poinc. 1nd be­cause :i...-:v :=.ousanci i.s 3till above char 1 point. ail ::r:esc ie:oics will come co naught. T�e e?iciemic would s� ri�c. T."'.is :s :.�e �.:.--:�e::n! !esson or :ion­line:u:ty. Wce::i lC comes CO ngnc:n.g C?l­demics, sm:ill c:iangcs-like bringing new intecioas down to chircv thousand f:-om :orw ±ousand-on ha� huge ef­fects. .-\nci 6.rgc manges-like reuucing nC"N infections co tiftv thousand from a hundred thousand�an have small ef­fecs. le all d9c::icis on when anci. how che changes are made. The re:ison this seems surprising is 6ar human beings prefer co chink in lin­ear cerms. �fany apeccnt mothers, for I example. sroo drinking entirely, because c.'-le•i�c nc-.ird th:ic he:i.vv alcohol use c:i.r­rie� a high. risk 0r· d�aging me tc:us. T:iev m:ike :he :,errcctlv unae:srand.abie line� :issumocio� th:it if high doses oi al­cohol .:11":":· ·.1 high risk. the:, low doses 



must cir:-:, l low-but still unacccpt­
ablc-:i,k. T�:: o�oblem is .:hat fet1l­
alcohol S:,Tlc.rome' isn't linear. According
ro one sruc�·- none of the sixteen prob­
lems associ:1red with fetal-alcohol syn­
drome show U? until a pregnant woman
starts reguhrly consuming more than
three drinks 1 day. Bur try telling that to
a neurotic :u.."lc:ies couple.

I can re:nc..--noer struggiing with these
' same cheore::.c:tl questions as a child,
: when I criec. ro pour ketchup on my din­

ner. Like .:.i.! ..:...'-.iiciren encountering this
oroblem for :.�e n..--st ci.me. I assumed chat
clle solution W'J.S linea.r: that steadily in­
creasin2: hi :s or. :he base of tne bottle
would yie.ic. s-�ciiiy increasing amounts
ofke:c_\.:uo ot:: :.:....e ot..'1e: enc. :-=or so, mv
father sai� :ind he recited a ditty that. f;r
me, :emair.s :.'1e most concise statemen�

, of the fun6.mencl nonlinearity of every­
day lire:

To1n:1ro �:c.'luo in a bottie­
Nonc v.�.11 .::ome· a.-1d then the ioc1L

W
H..-1.:r cioes ;:.,.,is have to do wiril the

r:i.\::"=.� :-:ire in Brookivn? Qwrc
a bit, as it c..i..--ns out, because in rccenr
years soc.al sc:enrists have sta..1:ed to ap­
ply rile theor:,· 0£ e?ide:nics to human be-

I havior. Tne :ou.,:iacional work in this
• fidd ·was cone :.;., :he ear..�· seventies by the
\ economist Tnomas Schelling, then at
1 

Harvard C :'..!Ye:sity, who argued that
I �white d.igc: - was a tipping-poim phc-
1 nomcnon. Sine:: ::.'lat rime, soci.oiogim

·-- ---·---.
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have acrually gone to specmc nc:ighbor­
hoods ar:ci figu:ed out wh1: :..'1.e loc:tl tip­
ping point is. A racist white neighbor­
hood, for example, mighr empty out
when blacks reach five per cent of the
population. A liberal white neighbor­
hood. on me ocher h:ind. might noc tip
until olacks make up forty or fifty per
cent. Georse Galster. of the Urban lnsri­
rutc, in Washington, argues tiut che same
pattc::is nold for attempts by govern­
ments or developers to rum 1 bad neigb­
borhooci around. � ou gcr nothing until
you :�c..� :.�:: cl-.resholc:." :::: ;.lys. �chen
you gc, boom.�

Ar.oci1c: rcsearche,. Davie Rowe, a
psychoiogist ar the University of _-\.rizona.
USCS C?ic::nic u�COI)' tO explain .rungs like
rares of sexual intercourse among teen­
agers. ::' ;,ou tai<.e a group of cnirtcen-year­
old vi .... ?JlS and follow the:r. throughout
their teen-age years, Rowe says, the pat­
tc:n i.r. wru6 they firs.: have sex will look
like an epidemic curve. Non-virginity
Si:!.rn ou. 1t a !ow lcvcl. anc!. �"le:1.. at a cer­
tain poin:. :t spreads from t..�e precocious
ro the ot..�c� as if it were a vi..-us.

So:::e o: the most fa.sc.:.."latiru!: work.
howeve:, comes from Jonacnan Crane. a
socioiOl?ist at rhc Univc:sicv of Illinois. In
a 1991-s.uciy in the Ame::can Journal of
Socwiog:;, C:anc iooked at :!le crrecr chc
numbc: of :olc models in ll- communi-g­
thc orofcs;ion:tls, manae:ers. teachers
who� ±e Cen.sus Bureau -ca.s defined as
"rugn s::arus "-has on the lives oi teen-

@180 

fl.II he d:d -::.:as stick gum :n my ha:r. and now
::;, �I ,ia·L'c to put up with ail th:s :·nnuma'o." -
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.igers in chc: sa.rnt: ne:g:iborhood. His an­
,wt:r was ,u9ris1r.g. He found little dif­
te:ence in cc:e:1-pregnancy r:i-es or school­
d ropout races in neighborhoods with
bc:cween for.:, and five per cent of high­
status worker;. Bur when the numbc:r of
?rotession:tls dropped below nve per cent,
chc: problems c:xploded. For black school
kids. ,or cxampie, as ,he perccnngc of
high-m.rus worke:; �:ills just 2.1 pe:-ccnt­
JgC poims-i:om 5.6 per cent to 3.4 per
..:em-drocou: :-l� :nore t.½an doucle .. -\t
the same tipping point. the rates of child­
bc:-.inng ,or :c:n-15c g-.ris-whic.� bartly
move at all uo ro w":.at ?Oint"-ne:u-iy dou­
ble as wcil.

The ooinc :nacc: bv boch Crane :ind
Rowe is· not simolv �t social oroble."TIS
:ire contagious_.'.a:.at con-vi..� spre:id
se.'C co virgins and chat whe:, neignbor­
hoods decline good lcics become i.niec::ed
by the 1ttirudcs of dropouts and teen-age
mothe.--s. Tnc:.r ?()int is chat teen-age se..'C
and dropping our of s6ool 3l'e conogious
in the same wav -.�t an inrec:ious ci.ise:isc
is concagious.'Cranc'; srudy csse:u:ially
me:ins that ac che five-per-cent tipping
poi.."lt nc:g:iliornoocis zo :rom relac.vcly
functional to wiiclv civsruncional vi..rtU­
aily ovcrrugnr. Tnc.� � no sre:idy decline:
a little c..�.ge :ias a nugc de:::. T!ie nc:gn­
borhood.s below t.1c tipping point look
like chev·ve 'Je::i hit bv the Eboia vi .. -us.

It is possioie co :-eac\n these case s.ud­
ics a lesson liJouc ::ic ::a:c of :nocien uo­
e:alism. Lloe::tls h:i.vc been powerless in
:ecenc years ,o counte: me argument c.riat:
che:.r poiic:, !,)CCSC::?rions cion·, work. A
?rogr:un chat ;pends, say, an C.'CU'J. chou­
;and cioib:, .:o enuore :nnc:-c.ty kics �
cut by Congress because ic doesn't raise
:caciing ,cores. Bu:: if re:iciing probic:ns
arc noniicear the oiiurc or· c.,.e program
doesn't me:i.n-as conse..-vatives mighc ar­
gue-char sper.ding atra. money on inne:--.
city kids is wasted. It may m� that we
need to spend �n more money on rhese
kids so char we c:in hir their tipping point.
Hence liberalism's c:isis. Can you unag·
inc e.-cplairung the link between tipping
points :ind b� government to 'Newt Gin­
grich? Epide:n.ic theory, George Galste:'
says, �grc:idycompiic:ues the execution of
public policy .... You work, :ind you work,
and vou work. and if vou haven't au.ice
reached the threshold �u don't 3e� to
gcr any payorf. Tnais � very tough sirua­
:ion re ,usr:un oolir:c:illv." 

..\.t the sarn� rime. ci
0
pping points give

the lie to ..:onservarivc polices or· oe:i.ign 

--



38
neglect. In New y ork City, for example, gang violence we see is reciprocal,” Rob- aso bv the Stanford University psvcholo-
one rouna or cuts m. say subway mam- ert Sampson, a sociologist at me Univer- gist Philip Zimbardo, a car was parked
tenance is justified with the observation sity of Chicago, says. “Acts of violence on a street Ln Palo Alto, where it sat un-
that me previous round of cuts didn’t lead to further acts of violence. You get touched for a week. At the same time, Zim-
seem to have any adverse consequences, defensive gun ownership. You get retail- bardo had an identical car parked in a 
Gut mat s smaU comtort. With epidemic ation. Tnere is a nonlinear phenomenon, roughly comparable neighborhood in the

. -and then the lot’ll.

quickly.

cides in Los Angeles County handled by

norm can set into motion a cascade of

proportion of those murders which re-

was

subway system conducted byr the New

nomenon,

looking at things like suicide and gunshot
wounds in ways that had never quite oc-

[mer1.-

was later to take his ideas about nrevent-

hoods where crime is simplv endemic—

homicide is not something as volariie as Some of the best new ideas in prevent-

seem, when mea-

sense. In the United States between the
early sixties and the early seventies, the down on “quaiitv of life” crimes like pub-
homidde rate doubled. In Stockholm be- lie urination and drinking. In a famous 
rw-er, 10<m 1070 _ _________ c..................•_______ . . ,experiment conducted twenrv-set'en vears

such a mystery' in the end. Perhaps what

I

with it New York City—has tipped. ♦

f

lished last fall in the Journal of the At 
can Medical Association, the paner was en-

parucu-
lar act, then a counter-response. It’s sort

“If this were a disease,” H. Range Hut­
son, the physician who was the leading 

the government rushing down here to as-

Bronx, only in this case the license plates 
were removed and the hood was propped

Then, in a final twist, Zimbardo smashed

epidemiological techniques to bear on 
violence is one of the hottest ideas in

epidemic model seems to make perfect hypothesis that has been used around the 

- ----------------------- —: country as the justification for cracking

I'm

I . •
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tween 1950 and 1970, rape went up three 
hundred per cent, murder and attempted 
murder went up six hundred per cent, and 
robberies a thousand per cent. That’s not 
cancer, that’s AIDS.

An even better example is the wav that ' 
gangs spread guns and violence. “Once 
crime reaches a certain level, a lot of the

window was the tipping point.
The broken-window hvoothesis

was just a small groun of us in 
an old converted bathroom in the sub­
subbasement of Building Three ar 
C.D.C.,” Mark L. Rosenberg, who heads 
the Centers’ violence group today, savs. 
“Even within C.D.C., we were viewed as 
a fringe group. We had seven people and

car, too, was destroyed. Zimbardo’s point 
was that disorder invites even more dis-

William Branon and Inspector Mez- 
zadri have done is the equivalent of re- 
painng the broken window or preventing 
that criucal ten or fifteen thousand new 
H.I.V. infections. Perhaps Brooklyn—and

Department.
dngs us to North Brooklyn

Seven-Five, there are now slightly more

They confiscate more guns. They chase 
away more street-comer loiterers. Thev

was in equilibrium. Then, in 1987, the Transit Authority so intent on removing 
death toil fiom drive-bys climbed to fifty'- graffiti from every car and cracking down 

, - - - r -r------- seven, the next year to seventy-one, and on the peooie who leaped over mmstiles
our pudget was two hundred thousand the year after that to a hundred and ten; without paying? Because those two 
dollars. People were very skeptical.” But by 1992, it had reached two hundred and “trivial” problems were thought to be tip­
mat was Detore Rosenberg s group began eleven. At somewhere between fifty and ping points—broken windows—that in­

seventy' homicides, the idea of drive-by vited fer more serious crimes. It is worth 
. shootings in L_A had become epidemic, noting that not onlv did this

curred to anyone else, i oday, bringing It tipped. When, these results were pub-

n

i 'i ''

, t v i ■. * i 
/«.?'/ ''

murders, to be small changes. But it is the 
nature of nonlinear phenomena that 
sometimes the most modest of changes 
can bring about enormous effects. What 
happened to the murder rate mav not be

3 strategy 
seem to work—since 1990, felonies have 
ralien more than fifty' per cent—but one 
of its architects was the then chief of the

criminal research. “We’ve got a hundred titled “The Epidemic of Gang-Related Transit Police, William Bratton, who 
ana "en,people and a budget of twenty- Homicides in Los Angeles County from was later to take his ideas about prevent- 
rwo miLion dollars. Rosenberg says. 1979 Through 1994.” The choice of the ing crime to the dtv as a whole when he 
Where is interest in this all around the word “epidemic” was not metaphorical, became head of the New York Police

* D ep aiini ci-L.
- . J Which nri

author on me study, say's, “you would see and the Seventv-fifth Precinct. In the

sess what infectious organism is causing officers than before. They stop'more cars.

I x." *

k’ . .-'V 

‘ \ I .

two million dollars,” Rosenberg savs.

world now.”
Tne public-health approach to crime

PIDEMIC theory, in other words, 
' should change the wav we think

■ work. Now for rhe critical Question:

doesn’t hold that all crime acts like infec­
tious disease. Clearly, there are neighbor-

where the appropriate medical analogy for all these injuries and deaths.”
homicide is not something as volariie as f . 
.AIDS but cancer, a disease that singles out ing violence borrow heavily from the shut down more drug markets. Tnev have
its victims steadily and implacably. There principles of epidemic theory. Take, for made a senes of what seem, when mea-
are, nowever, umes and places where the example, the so-called “broken window” sured against the extraordinary decline in

Disease Control, in Atlanta, suggested 
thirteen years ago, and at the time no

“There

problems, as with ketchup, nothing comes With a gang shooting, vou have a oarrii

of like am arms race. It can blow up very open. Within a day, it was stripped. 
..._ -u. Tnen, in a final twist, Zimbardo smashed

-. . . , , . - . • How quickly? Between 1982 ana one oi the Palo Alto car’s windows with
T?etne^ , wtiy sodal programs 1992. the number of gang-related homi- a sledgehammer. Within a few hours that

- -.-work. Now ror the critical question: c2__I___ '_ ^_1_„ Gx..., h^xdl^db,
• ’ Should it change the way we think about the L A.P.D. md -1^ Counw“sheriff.. „ uis-

violent crime as well. This is wnat a Department went from a hundred and order—that a small deviation from the 
tew epidemiologists at the Centers for fifty-eight to sLx hundred and eighteen. A i
I 11 nza I — wm I . A mI ? ■ ««

more interesting number, nowever, is the vandalism and criminaiirv. The broken

one took them particularly seriously, suited from drive-by shootings. Between
„ - ig_9 19g6, numbe- fluc-xated, the inspiration for the cleanup of the

according to no particular pattern, be- s
tween twenty-two and fifty-one: the phe- York City Transit Authority in the late 

an epidemiologist would say, eighties and early nineties. Whv was the

death toil from drive-bys climbed to fifty- graffiti from every car and cracking down



2 

00 
M 
.,,. 

.,,. 
' 
°' 

00 N
' 

0 
0 
00 

' 

� 
z 
I­I-
w 
V, 

wu<(...J C. 
wuw
C. 
' 

11'1 

0 

0 
a) 

�<(
IX) 
........J wwI­v, 
V, 

V, w...J
z 
� 
Vl 

SAN FRANCISCO 

THE NEW YORKER 

JUNE 3, 1996 

COMMENT Children's Crusade ......................... Betty Friedan 5
Transcendjng the limirs of"idenriry politics." 

IN THE MAIL . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8 

GOINGS ON ABOUT TOWN . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12 

THE TALK OF THE TOWN . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 29 
The General's prescription; non-stop Philip Johnson; etc. 

DEPARTMENTS 
Dept. of Disputation The Tipping Point ............... Malcolm Gladwell 32
What if crime really is an epidemic? 
Paris Journal Elvis of the Elysee ....................... Adam Gopni1: 40
Mitterrand lives on, just as he planned to. 

BACKSTAGE NOTES Death Defying Director ............ Michael Blakemore 4-a

Could anychjng be better than working with Woody Allen, 
Elaine May, and David Mame� at the same rime? 

POSTSCRIPT Richard Clurman ..................... Christopher Buddey 56

A REPORTER AT LARGE Diary of a Murder ............. l\1elanie Themstrom 62
Last year, two female students died at Harvard. 
The killer's journal has just been obtained. Does 
the story of her life make sense of her death? 

SKETCHBOOK Bob Dole's Kansas Kasuals ................. Broce McCall 69

TONY PORTFOLIO Broadway Bravos ............... Chris Callis.John Lahr 72

FICTION "Who Knows Why" ............................ Julie Hecht 76 
Stam or varnish? The metaphysics of house renovation. 

THE CRITICS 
Mixed Media David Letterman's funk ................... James Wp/cott 82 
The Current Cinema "Mission: Impossible" . . . . . . . . .... Terrence Rafferty 85 
Books Victor Davis Hanson's "Fields Without Dreams" ......... Jane Smiley 88

W. S. Merwin's "The Vixen" ......................... J D. McClatchy 92
Briefly l ored . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 93 

POEMS 
"Birthdrearn" .................................... Laurie Kutchins 34
"The Imaginary Picnic" .......................... Elizabeth Maddin 52 

SHOUTS & MURMURS God, Help Me! ...................... Rich Cohen 94

COVER A/tared States, by M. Scott Miller 

DRAWINGS Lee Lorenz, Tom Cheney, Bruce Eric Kaplan, Michael Crawford, Edward 
Koren, Michael Maslin, Mike Twohy, Charles Barsotti, Victoria R.oberts, Leo 
Cullum, Amie Lroin, J B. Handelsman, Robert Weber, Danny Shanahan, 
Donald Reilly, R.ohert Manko.ff 

THE NF.w YOl<KEI< (I S SN 0028-792X), published weekly (except fornx combined ios,ics: the last wccltofFcbnwyand 
the Mt Wttk of M2tth. the bst wcclt of� and the lint wttk of May, the b.s, wcclt of Jw,c and the first wcclt of July, the last wccltof August and the fin1 wtxk of September, the last !WO weeks of October. and the last rwo Wttlcs ofDcocmbcr) by 
The New Y00<er �1222Zinc. Inc., :?0 W. 43rd St., N.Y � N.Y. 10036. Vol. L'()(l). No. 1-1,Junc 3, 1996. Pcriodical posugc
paid at New York. :-J. Y ., o.nd or addiriorual moiling offic.:s. Authorim! os oca,nd-dm mad by the Post Ofu Dcp,nmcnt.On:nv... C,nad,.. and fu< parncnr ofpoo:,gc in ash. Canadi2n Publiation Mail Sales Product Agreement No.190969. Canaruan goods-and·scrv1cc1·tax rcgistr:llion number Rt2324288S. Regisrcrc<I :u a r:,cwspapcr at the British Poot Office. Suliscnpnon rares: In U.S. ,nd posscuioru, one,=. S39.9S; i,.o ),:an, S72.00. ln C;uuda, one>"""• S83.00 (includes 
G.S.T.). In Gcmunv, one ,tir. DM290. Mail orders ro: IP lntcm.llion:lle l'rt:ioc. D.stribuoon &.� CmbH, Waldstr. 70, D-6.3128 � Ccrm11w. Othcrrottign wbscnpoons.onc,tir. S91.00. payable in advance. 
POST�tASTER: Sc:nd .ddrcss cluni;cs ro The New York.cr, Box 56-1-17, Boulder, Colorado 80322. PRIITTED r.'< U.S.A. 



gms>TEa&a»;

Pl

A >
i

'7!

1%

?:

4fe

•'<4r

•1

Pt

J

fej-'S

‘-jJ

»- c

zO

fc^x

MKSlsP

L
-

■'-

3

s.. ^5
r’-i

36340
r'’-

Price $2.95,

1

-

l/~

xF-*.F warn

mi k

I-'--

\
vsii

■

A
J

4

/*■ > 
4 «

KT

 

cm:

n

I-’O
v'

/

__ C

Sec
=c\
Soc

=c\
K

7.

HI

£ X.

>d.

# jE

> ■ r- -—: *5?3£a;

!

i

r

Sx.’'

. ■* 'A^£

_ ‘'it2:- ~y 

■
'.'.Jt ;■

X; ''y -

V.«tA
iV-'W

Hl?

?*■ i /-'V

' /

,-,-.'4; ;
J ■

^\-

a >■; ...

R-■
!?. f’’

ijg

&s’x :S

. ..

?'4 _

R

S.-Mv.

11

SR

te (<>? S* * f * * r '" S'

fe-'l

g>'■ •H

1
</
I

fl
'

■

I

■:;■■. r?"

111
I

l. :

w
a J 

s
to'

^»8

-

ne 3,1996

WE

f al 
j BS

_ rrt..' '' ^V

ini

*>*

V.7.<' 7^

• —

n?
*i K

'X

i’’ w£•' ..-■■■(

I
®w.



r

Report of the

Youth
Suicide

• J

January 1989

Volume 2:
Risk Factors for 
Youth Suicide

U.S. DEPARTMENT OF HEALTH & HUMAN SERVICES
Public Health Service
Alcohol, Drug Abuse, and Mental Health Administration

Edited by:
Lucy Davidson, M.D. 
Markku Linnoila, M.D.

Secretary’s Task 
Force on

COMMISSIONED PAPER NO. 5: CONTAGION AS A RISK FACTOR FOR YOUTH SUICIDE 
(LUCY DAVIDSON, MADELYN GOULD)



and

Atlanta, Georgia

and Public Health (Epidemiology), Columbia University, College of Physicians and

2-88

CONTAGION AS A RISK FACTOR FOR YOUTH 
SUICIDE

I
1

/

/.

Madely}lS-poul^ Ph-D., M.P.H., Assistant Professor of Clinical Social Sciences, in Psychiatry 
and Public Health (Epidemiology), Columbia University, College of Physicians and
Surgeons, and Research Scientist, Hew York State Psychiatric Institute, New York, New York

INTRODUCTION

"The sole approach to the youth suicide 
problem lies in recognizing beforehand the ‘ 
susceptible individuals and in their proper 
management." Harry Bakwin reached this 
conclusion in his seminal article entitled, 
"Suicide in Children and Adolescents" in
1957 (1). In 1987, we are still struggling with 
these tasks and, during the intervening three 
decades, our task has expanded enormously.
Suicide has become the third leading cause 
of death for persons in this country aged 15 
to 24 (2) and reducing youth suicide is a 
priority objective for the Department of
Health and Human Services (3). We are still 
working to clarify risk factors for youth 
suicide in order to identify "susceptible in­
dividuals" and develop effective suicide 
prevention programs. In this paper we focus 
on the processes by which one suicide be­
comes a compelling model for successive 
suicides or facilitates other suicides. We 
review two bodies of literature: (1) reports 
of suicide epidemics or clusters for evidence 
of contagion and possible mechanisms and
(2) research on the effects of suicide stories 
in the mass media. The term "suicide con­
tagion" has been used to describe this pat­
tern.

Lucy Davidson, M.D., EdS., Medical Epidemiologist, Division of Injury Epidemiology and 
Control, Center for Environmental Health and Injury Control, Centers for Disease Control 
and. Clinical Assistant Professor in Psychiatry, Emory University School of Medicine,

Until recently, contagion as a risk factor for 
youth suicide had not stimulated much public 
awareness or research interest. However, 
widely publicized clusters of youth suicides in 
places such as Plano, Texas; Westchester 
County, New York; and Omaha, Nebraska, 
have focused attention on the possible role 
of contagion in suicides that occur close 
together in time and space.

Suicide contagion is a hybrid term that ap­
pends to suicide the medical meaning of con­
tagion as the transmission of a disease 
through direct or indirect contact. Although 
suicide is not a disease, per se, applying the 
infectious disease model to suicide contagion 
can clarify for whom and through what sorts 
of contact the likelihood of suicide is in­
creased. Components of the infectious dis­
ease model that illustrate analogous factors 
in suicide contagion are host susceptibility, 
modes of transmission, degree of virulence, 
and dose dependency.

Host susceptibility measures an individual’s 
intrinsic ability to ward offer resist an illness. 
For example, an immunized child would not 
be very susceptible to measles, even if ex­
posed to an outbreak of measles at school.

* f
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. Evidence of Suicide Epidemics or 

Clusters
If contagion does play a role in suicidal be­
havior, one might expect clusters of suicides 
to occur. That is, an excessive number of 
suicides would occur in close temporal and 
geographic proximity. Evidence for suicide 
contagion has been reported in accounts of 
epidemic suicides from ancient times 
through the 20th century. In England in 665, 
distraught persons crowded to the seaside 
cliffs and threw themselves over. They 
prefened a speedy death to the lingering tor­
ture from the plague which was rampant at 
that time. In 1190 in York, over 500 Jews 
committed suicide to avoid religious persecu­
tion. In 1928, an epidemic of 150 suicidal 
drownings in the Danube occuned during 2 
months. The epidemic was finally controlled 
by establishing a "suicidal flotilla," a boat 
squadron to patrol the river (1). Youth have 
not been immune to epidemic suicide. Bet­
ween May 1908 and October 1910, 70 
children in one school district in Moscow 
killed themselves (5).

More detailed accounts of epidemic or 
cluster suicides can be examined for charac­
teristics that suggest that suicide contagion 
may be part of the etiology. Table 1 sum­
marizes the reports that we have compiled 
from the literature, newspaper accounts, and 
our personal knowledge. There is no sys-

inapparent infection to severe clinical illness 
or death (4). Persons susceptible to suicide 
contagion may have an "inapparent infec­
tion" and not be registered among suicides or 
suicide attempters. The consequences of 
suicide contagion may be inapparent, either 
because the illness was arrested before the 
appearance of effects (suicides or suicide at­
tempts) or because the apparent effect was 
unobserved, ignored, misclassified or un­
reported (an actual suicide recorded on the 
death certificate as an accident). Inapparent 
infections are not available for study and 
their absence.may result in an under­
statement of the significance of contagion as 
a risk factor for youth suicide.

For adolescents, host susceptibility to suicide 
is multidetermined. Genetics play a part-we 
know that depression is a common antece­
dent to suicide and that some forms of 
depression have a strong genetic component 
Good baseline emotional health might be 
like an effective immune system in being 
highly capable of warding off challenges. 
Finally, the cognitive and affective ability to 
identify and speak about feelings may make 
an individual less susceptible to suicide.

Infectious agents have different modes of 
transmission. We can classify routes as direct 
(person-to-person) or indirect Person-to- 
person spread may be implicated in sub­
sequent teen deaths following the suicide of 
another member of the same social network. 
The suicide of someone famous, such as 
Marilyn Monroe, may be an indirect ex­
posure to suicide for millions of people. 
Thus,, various suicide contagion pathways 
may exist: direct contact or friendship with a 
victim, word-of-mouth knowledge, and in­
direct propagation through the media.

Infective agents differ in their degree of 
virulence. Beta-hemolytic streptococci are 
more virulent than other types of streptococ­
ci. Similarly, for youth suicide, the virulence 
of the agent may be greater when the first 
death in a potential cluster is that of a highly 
esteemed role model, such as the class presi­
dent, rather than a loner who was always per­
ceived as odd or disturbed.

The likelihood of an infection is dose de­
pendent Not all persons who consume salad 
contaminated with staphlococci will get food 
poisoning, but those who had two helpings 
are much more likely to become ill than the 
ones who only tasted the salad. The risk to 
an individual youth for suicide may increase 
as the number of suicides increases'in his or 
her peer group or in the community. The 
seventh youth suicide in a widely publicized 
series of seven is likely to have been more ex­
posed to suicide than his predecessors and, in 
effect, to have received a higher dose.

Infectious processes, though, can result in a 
wide variety of clinical effects ranging from
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tematic surveillance or reporting system for 
suicide clusters. These accounts have selec­
t ion  biases  that  af fect  their  repre­
sentativeness. They are merely descriptive 
studies. No comparison groups or statistical 
analyses are included. Furthermore, most of 
these studies descnbe suicides among adults. 
Youth may be differentially exposed and sus­
ceptible to the characteristics of suicide con­
tagion presented in these reports. 

A number of studies highlight the choice of 
identical methods among suicides in a cluster 
(6-12). Most striking is Walton's report of an 
unintentional death by antifreeze poisoning, 
which was headlined in the evening pa�r. 
Five suicides from antifreeze poisoning en­
sued. One decedent was found on the bed 
next to the newspaper featuring the article; 
another told her husband before here death 
that she drank the antifreeze because she 
read about it in the paper (6). Seiden 
described five cases of suicide by jumping 
that occurred within a month on a college 
campus. Each successive case was given ex­
tensive news coverage (7). In these two 
series, as in a report of suicides in Great 
Britain by burning (9), decedents were not 
acquaintances, and the route of contagion 
was presumed to be indirect via the mass 
media or word-of-mouth. 

Subsequent suicides in clusters in which the 
victims use flamboyant methods automatical­
ly access a degree of celebrity. This notoriety 
may convey the illusion of immortality in a 
way that counteracts the potential suicide's 
more realistic appreciation of the finality of 
death. Nalin bas descnbed the •aura• that a 
particular method of suicide may �ume. In

Guyana, suicide by malathion insecticide 
poisoning became associated, through press 
reports, with unrequited love. Suicides, in 
this case, were making a publicly recog­
nizable statement through their choice of 
method. The potential suicide attempter 
also may have imagined that attendant 
newspaper publicity would manipulate 
others (12). 

In reviewing epidemic suicide, Forbes 
Winslow observed that "all human actions 
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are under the influence and power of ex­
ample more than precept.• He attnouted the 
outbreak of suicides to •the force of imitation 
being so great and acting prejudicially on 
w e ak-minded persons or on those 
predisposed to mental disorders• (13). 
Another 19th century writer who considered 
the role of the potential suicide's intrinsic 
vulnerability and the impact of outside events 
said that • .. .it is difficult to determine bow 
much was due to the psychopathic tendencies 
of the actors ... and how much to the external 
circumstances which probably served only as 
the spark applied to  the inflammable 
materiar {11). Contemporary researchers 
have also considered the impact of poor 
baseline emotional functioning on suscep­
tibility suicide in a cluster (6,9,14--16). Emo­
tional well-being, then, could lessen and 
emotional disability increase host suscep­
tibility. However, the proportion of non­
cluster suicides with psychiatric problems 
(17) may not differ from proportions
reported in case series of cluster suicides.

The mechanisms most often associated with 
epidemic suicides among those who are sus­
ceptible are imitation and identification (15, 
18-22). Imitation represents the action
derived from an identification with another
person's needs, the identification being con­
scious or .unconscious (23). Ward and Fox
studied a suicide epidemic on an Indian
reserve, during which 8 adolescents and
young adults died from among the 37 families
in· that community. The researchers ex­
amined the way that one suicidal youth can
serve as a role model to be imitated: --rhe
stimulus of one suicide could suggest to
others a similar mode of escaping an in­

toierable life situation• (14). The role model
also may be an unintentional death, as in the
series of antifreeze suicides reported by Wal­
ton (6). Sacks and Eth explored the idea of
pathological identification in a cluster of
suicides among hospitalized patients. They
held that these pathological identifications
were •rostered by the individual's past history
that may contain many points of common ex­
perience• (19).
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Although imitation and identification may be 
powerful mechanisms, emphasizing these 
components exclusively, as in the term "copy­
cat suicides," trivializes the many other fac­
tors contnouting to suicide. The simplistic 
notion that one person merely copied 
another's suicide does not explain why the 
suicide was copied by that particular. in­
dividual and not be hundreds of others who 
were similarly exposed. Suicides· remain mul­
tidetermined events even when they occur in 
clusters. Explaining cluster suicides by imita­
tion alone does not take each decedent's sus­
ceptibility and stresses into account 

Some researchers have considered the social 
environment and the ways in which disrup­
tions in that environment or negative social 
expectations within the milieu may foster 
cluster suicides. Rubenstein looks at rapid 
sociocultural change as an environmental 
setting that fostered clusters of youth 
suicides (20). Cluster suicides in hospital set­
tings have been attnouted to social disrup­
t ion  creat ing anomie or a sense of  
hopelessness (24-26). Hankoff felt that the 
prospect of secondary gain (i.e.; reassign­
ment or relocation) was the major environ­
mental influence for a cluster of suicide 
attempts among Marines. The environmen­
tal response to the first attempt provided sig­
nificant secondary gain; this became the 
harbinger of other attempts, which were 
finally averted by minimizing the secondary 

. gains (8). 

These accounts of epidemic suicides indicate 
that temporal and geographic clustering of 
suicide does occur. Ouster suicides appear 
to be multidetermined, as are noncluster 
suicides, but imitation and identification are 
factors h ypothesized to increase the 
likelihood of cluster suicides. Among those 
susceptible, the route of exposure to the 
model may be direct or indirect The nature 
of existing research, however, limits con­
clusions that might be drawn, and also sug­
gests areas for further clarification. 

The absence of a standard operational defini­
tion for the time and space parameters of a 
suicide cluster limits our ability to compare 

results. Without a clear and replicable 
definition for suicide clusters, we cannot un­
dertake surveillance. Surveillance could 
determine what proportion of youth suicides 
appear to occur in clusters and how repre­
sentativ� these case-series findings may be. 
Suicide clusters arc more commonly 
reported now, but without comprehensive 
surveillance, we cannot be certain that these 
episodes occur any more frequently than 
would be' expected by chance variation. 
Without reference to a comparison group, 
descriptions of the demographic and 
psychological characteristics of suicides that 
occur within the context of a cluster are 
speculative. What may appear to be a ubiq­
uitous characteristic of cluster suicides may 
not differentiate them from noncluster 
suicides or nonsuicides and, therefore, may 
be of limited value in preventing this par­
ticular type of death. 

Studies In Progress 

Researchers are currently attempting to ad­
dress the problems identified in the previous 
section. Field studies are using a psychologi­
cal autopsy protocol with several cluster out­
breaks and including comparison groups and 
detailed analyses of the relationships be­
tween the suicides in an attempt to identify 
possible mechanisms of contagion. The 
Centers for Disease Control (CDC) and the 
New York Psychiatric Institute are conduct­
ing two such studies using the psychological 
autopsy--a procedure that involves 
reconstruction of the life style and cir­
cumstances of the victim, together with 
details of behaviors and events that led to the 
death of that individual• (27). Data collec­
tion and analysis are still in progress for these 
studies. Additional suicide clusters have 
been reported to the CDC. Some recent 
kno'!'lll clusters are highlighted in Table 2. 

These recent clusters indicate that it is not 
necessary for the decedents to have had 
direct contact with each other. In the 
Westchester County outbreak, indirect. 
knowledge of the suicides appears to have 
been obtained through the news media. 
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proportion of suicides occur in clusters; (3) 
whether clustering of suicides is 
predominantly a phenomenon of youth; and 
(4) whether the proportion of cluster out­
breaks is increasing. The analyses will also 
provide guidelines on the time and space 
parameters that should define a suicide 
cluster.

A limitation of statistical time-space cluster 
analyses is that they cannot indicate whether 
clusters are due to the influence of a model 
suicide, or whether the model merely hap­
pened to be the first individual who com­
mitted suicide in response to conditions that 
then led others to die. Field studies are bet­
ter suited to identifying the mechanisms of 
the clusters. A goal of the time-space cluster 
analytic study is to identify a representative 
sample of clusters for future complementary 
Geld investigations.

Media Influence

Most of the research on imitative suicide has 
focused on the impact of suicide reporting in 
the mass media. This research strategy ex­
amines the possibility of contagion being 
transmitted indirectly through the media, in 
contrast to direct, person-to-person 
propagation. Phelps conducted a prototypic 
ecological study of media influences on 
suicide in 1911 and concluded:

The practically universal increase in the 
mortality of suicides of late years, 
however, can be demonstrated by official 
figures of at least comparative accuracy; 
and as this increase historically parallels 
that in the number and percentage of 
sensational, crime-inciting books and 
newspapers, at least a semblance of posi­
tive evidence of the relations of the two 
is thereby afforded-though not for a mo­
ment, of course, can the open-minded 
student of the painfully complex problem 
of the increase in suicide forget the fact 
that the suggestion of printers’ ink is but 
one of the many factors involved (32).

More current studies of the impact of nonfic- 
tional suicide reporting will be reviewed 

Other clusters had a mixture of members 
from one social network and individuals who 
were unknown to each other directly. 
Among those who knew another decedent, 
the degree of acquaintance varied-from 
closest friends to those in the same school or 
church who knew of each other but had little 
direct personal contact.

Methods may be similar for most deaths 
within a cluster, indicating a possible under­
lying imitative mechanism. The clearest im­
itation of method is seen in a cluster of 
suicides by jumping from an expressway over­
pass in Seattle. Jumping from overpasses 
had previously been extremely rare in that 
community. Identical methods, however, 
may not always reflect direct imitation of 
another decedent in the cluster. Although 
all of the Wind River suicides were by hang­
ing, cultural factors may have predominated 
in that choice of method. Hanging has been 
the method favored by most native American 
suicides in that community.

Time-space cluster analysis is another type of 
ongoing study in which epidemiological tech­
niques are used to detect and statistically as­
sess temporal and geographic clustering of 
suicides (Gould MS, Shaffer D: A study of 
time-space clustering of suicide. RFP #200- 
85-0834 (P), Centers for Disease Control, 
10-85-4/87). Several epidemiologic techni­
ques had been developed to examine the oc­
currence and significance of time-space 
clusters of diseases (28-30). These methods 
are being adapted to establish clustering. 
They can demonstrate an excess frequency of 
suicide in certain times and places or show a 
significant relationship between the time and 
space distances between pairs of suicides. 
These techniques are being applied to U.S. 
mortality data on suicides occurring during 
the two 5-year periods 1978 to 1982 and 1955 
to 1959, and also to data from a consecutive 
series of adolescent suicides in the Greater 
New York Metropolitan area in 1984. The 
principal aims of the study are to determine 
whether outbreaks of suicide are real; that is, 
(1) whether clusters are occurring more fre­
quently than by chance alone; (2) what 
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(Table 3A) as well as the impact of fictional 
suicide stories (Table 3B).

Nonfictional Suicide Stories

Phillips and his colleagues have provided in­
creasing evidence suggesting that imitative 
behavior follows media coverage of nonfic­
tional suicides (33-37). They reported that 
prominent newspaper coverage of a suicide 
has the effect of increasing suicidal behavior 
within the readership area of the newspaper. 
The magnitude of the increase is related to 
the "attractiveness” of the individual whose 
death is being reported and the amount of 
publicity given to the story. This finding has 
been replicated with data from the United 
States (38) and from The Netherlands (39). 
In addition, Wasserman found that a sig­
nificant rise in the national suicide rate oc­
curred only after celebrity suicides were 
covered on the front page of the New York 
Times (40).

Sex- and age-specific imitative effects have 
been noted by Barraclough, Shepherd, and 
Jennings (41), who found an association be­
tween reports of suicide inquests in a local 
paper and the subsequent suicide of men 
under 45 years of age. Further support for a 
sex- arid age-specific effect was reported by 
Motto (42), who found a reduction in 
suicides among women younger than 35 years 
of age during a newspaper strike in Detroit. 
This specific reduction was replicated in 
another city (43).

Although these investigations support the 
role of imitative behavior in suicides follow­
ing nonfictional suicide stories, results of a 
number of studies have demonstrated no ef­
fect (44-47). Baron and Reiss reported that 
the findings of Bollen and Phillips indicating 
a significant imitative effect of nonfictional 
television news stories, were due to statisti­
cal artifact and the timing of media events 
(44). Upon reanalyzing Phillips’ data, they 
reported that the media events had their ef­
fects only during periods when suicides were 
already high; the variables measuring the 
purported effects of the media events were 
actually capturing regularities in the distribu­

tion of suicides. Bollen and Phillips did 
report, however, an excess in suicides that 
could not be predicted by any day-of-the- 
week, month, year, or holiday effect and con­
firmed the excess with two analytic strategies 
(38).

Stack found no relationship between the 
monthly national suicide rate and the amount 
of television coverage per month on suicide 
stories (46). This lack of a relationship, 
however, may have been an artifact of the 
methodology used in the study. Monthly 
rates of suicide may not be sensitive enough 
to detect imitative influences, since a con­
tagion effect of the media has been reported 
not to extend beyond 10 days (35,38). 
Methodological artifacts may also account 
for Littmann’s not finding a relationship be­
tween suicide-related newspaper reports and 
the occurrence of subway suicides in Toron­
to. Littman reported that there was no sig­
nificant excess of newspaper reports before 
subway suicides in both epidemic and non­
epidemic years (47). There were overlaps, 
however, in the "before" time periods for one 
suicide with the "after" time periods for 
another suicide, making independent ex­
amination of the "before" period impossible. 
The examination was limited to subway 
suicides. An examination of all suicides 
might have yielded a different result

The core independent variable in Stack’s 
study was the number of seconds of television 
coverage of suicide stories included in the 6 
o’clock news. There is evidence that it is not 
only the amount of coverage, but also the 
type of story that has an impact on sub­
sequent suicides (37,40,45). Articles, 
reports, features, and editorials are likely to 
have differential effects. In another study, 
Stack commented on the tenor of news 
reporting that may offset imitative effects 
(45). He found no increase in U.S. suicide 
rates after widespread coverage of the Jones­
town mass suicides. He attributed the lack of 
imitation to the labeling of decedents as cul­
tists, the presentation of many deaths there 
as involuntary, and the horror conveyed by 
postmortem photos.
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Differential susceptibility to the imitative ef­
fects of the media may also reflect selective 
coverage in even routine reports. Shepherd 
and Barraclough analyzed reports of suicides 
appearing in the Portsmouth News between 
1970 and 1972. They found that longer 
reports were written on violent suicides than 
on less violent suicides and that violent 
suicides were more likely to stimulate multi­
ple reports (p<.001). Suicides of the very 
young or very old were more often reported 
than suicides of other-aged persons. They 
regarded this distortion of the news as a 
publishing commitment to entertainment 
and to the belief that violence is intrinsically 
newsworthy ( 48). 

Fictional Suicide Stories 

Very little research has been carried out on 
the impact of fictional representations of 
suicide. In the context of an epidemiological 
study of childhood suicide, Shaffer impli­
cated this mechanism as a precipitant in one 
of the 30 consecutive suicidal deaths he 
studied ( 49). A teenage victim was found 
dead with copy of Graham Greene's novel 
Brighton Rock, in which the young, central 
character commits suicide. There have been 
anecdotal reports of suicide rates increasing 
in response to the publication and popularity 
of other novels and poems. Publication of 
Goethe's The So"ows of Young Werther in 
1774 launched a fad among young �en of 
wearing blue tailcoats and yellow waistcoats 
like Werther and, in many cases, imitating his 
suicide (50,�1). 

Results of recent studies that focus on the ef­
fects of i;nedia coverage of fictional suicide 
stories are controversial Kessler and Stripp 
(52) failed to replicate Phillips' (37) finding
that fictional television suicide stories on
daytime television serials--or "soa� operas"-­
triggered imitative deaths. They attnbuted 
the discrepancy to Phillips' misspecification 
of the dates of 8 of the 13 television suicide 
stories, invalidating Phillips'.one attempt to 
examine the impact of fictional suicide 
stories. 

Holding (53,54) examined the impact of an 
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11-episode weekly series that was presented
by the BBC in Edinburgh to dramatize the
suicide prevention work of the Samaritans.
The series resulted in a significant increase in
new client referrals to the Samaritans in the
4 weeks following the programs. If the series
had produced a preventive effect, the rise in
referrals should have been associated with a
fall in completed suicides. To the contrary,
suicides did not decrease during the 10-week
period following the series. Moreover, this
period did not show the decline that was
evidenced in corresponding weeks in com­
parison years. These results suggest a
deleterious effect of fictional suicide stories
in the media.

Gould and Shaffer (55) examined the varia­
tion in youth suicide and attempted suicide 
before and after four fictional television films 
that were broadcast in the fall and winter of 
1984/1985. They reported that the observed 
number of attempted suicides after the 
broadcasts was significantly greater than ex­
pected and that there was significant excess 
of completed suicides after three broadcasts. 
Their findings are consistent with an imita­
tion mechanism. 

· Critique of Methods

The major limitation of the studies in which
investigators examined the impact of media
coverage of suicides is that all have employed
aggregate data (see Tables 3A and 3B). -A
major constraint of such a design is that it
cannot demonstrate whether the suicide vic­
tims were actually exposed to the media
events. There is always the danger of an
ecological fallacy, therefore, which involves
making spurious individual-level inferences
from aggregate relationships.

As early as 1911, Hemenway outlined a study
to detennine the effects of newspapers on
suicides. He proposed using coroners to col­
lect data in such a way as to avoid making con­
cl us ions from aggregate relationships.
Coroners would obtain the following infor­
mation:

1) Dates of prominent publication of
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details of suicides, with the method 
selected by the unfortunates. 2) Dates 
of subsequent suicides with special 
references to the grouping of cases ac­
cording to methods. 3) Direct evidence, 
by asking at inquests for information as 
to the possible relationship of the suicide 
being investigated as to previous cases 
either read about or known of (56). 

As Table 3 indicates, Hemenway's proposals 
have not been acted upon. 

Despite the limitation imposed by the use of 
aggregate data, the investigators in the 
studies taken as a whole, have employed· 
rigorous statistics, comparison periods, and 
control variables. Their findings meet a 
number of criteria that assist judgments 
about the causal significance of associations. 
Five criteria for judging causal relationships 
are time sequence of variables, consistency of 
associations on replication, strength of as­
sociation, specificity of association, and 
coherent explanation (57). 

Results of several studies (33,34,36,39,40) es­
tablished the time sequence of the variables, 
for instance, that the increase in mortality oc­
curred only after the media events. The 
suicide stories, it was shown, did not occur 
during a "suicide wave," but befor,e it 

Consistent findings in support of an imitation 
hypothesis were reported by the most inves­
tigators, despite their differences in method, 
location, and types of variables. A number of 
investigators examined an excess of deaths 
following the appearance of suicide stories 
(33,34,36,38,40,41,55). Others examined the 
decrease in deaths during the cessation of 
newspaper stories ( 42,43). Different types of 
control periods were employed, varying from 
control periods immediately before the 
suicide story (36), to control periods in dif­
ferent years (34,42), and indirect control 
periods used in time-series analyses ( 40). 
Both quasi-experimental designs (33) and 
regression analytic strategies (36) were 
employed. Despite the consistency in the 
findings, however, the possibility of con­
founding variables cannot be entirely ruled 

out. 

The strength of the association is indir.ated 
by the reports that suicide stories had larger 
effects on suicide rates than did day of the 
week, month, or holidays, which are variables 
known to affect the suicide rate (38). Fur­
thermore, reports of suicides by celebrities 
resulted in a large increase in suicides ( 40). 

The final criterion suggested for judging a 
causal association is whether it is coherent or 
consistent "with existing knowledge. Media 
coverage of suicides is associated with an in­
crease in subsequent suicides. This increase 
in suicides relates to the amount of publicity 
and is restricted to the area in which the 
stories are publicized. This is consistent with 
the consensus of laboratory findings that 
mass media violence can elicit aggression 
(58). The association is also consistent with 
a number of mechanisms of contagion, such 
as imitation and familiarity with the idea of 
suicide. These mechanisms will be discussed 
in a subsequent section. 

In summary, growing evidence forcefully 
supports the contention that imitative 
suicides follow media coverage of nonfiction­
al suicides. The effect extends to both 
newspaper and television coverage. Some of 
the inconsistencies that exist among studies 
could have arisen as a result of significant 
methodological differences among them. 
Although there is some evidence that fiction­
al suicide stories have an impact, little infor­
mation is available and the results of 
available studies are contradictory. 

Mechanisms of Suicide Contagion 
Mechanisms underlying the phenomenon of 
contagion have not been studied in the con­
text of cluster suicides. In social-learning 
theory, however, behavioral scientists have 
constructed a foundation on which many 
aspects of suicide contagion may build. Ac­
cording to this theory, most human behavior 
is learned through observation and modeling 
(59). People learn from example. Imitative 
learning is influenced by a number of factors, 
including the characteristics of the model and 
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the consequences or rewards associated with 
the observed behavior (59). Models who 
possess engaging qualities or who have high 
status are more likely to be imitated. Be­
haviors depicted as resulting in gains, includ­
i n g  notoriety, arc more effective i n  
prompting imitation. 

Consistent with these principles, Phillips and 
his colleagues have reported that the mag­
nitude of the increase in suicide behavior 
after prominent newspaper coverage is re­
lated to two factors: (1) the •attractiveness• 
of the individual whose death is being 
reported, and (2) the amount of publicity 
given to the story. Likewise, Wasserman 
found that the national suicide rate rose sig­
nificantly after suicides of celebrities were 
reported on the front page of the New York 
Tunes but not after less prominent suicides 
(40). 

People cannot learn much by observation un­
less they attend to the modeled behavior 
(59). A number of factors, some involving 
the observers' characteristics, regulate the 
amount of attention to witnessed or reported 
behavior. Research thus far has only �ough­
}y sketched the host characteristics that may 
yield a greater susceptibility to imitating 
suicide. Sacks and Eth proposed as one such 
characteristic a history of similar past ex­
periences that lead to "pathological iden­
tification" with the victim (19). 

In addition to imitative effects, the occur­
rence of suicides in the community or in the 
media may produce a familiarity with, and ac­
ceptance o� the idea of suicide. Rubinstein 
postulated this mechanism in his study of a 
suicide epidemic among Micron�ian adoles­
cents. Familiarity with suicide may eliminate 
the "taboo" of suicide. It may also lower the 
threshold point af which the behavior is 
manifested and may introduce suicide as an 
acceptable alternative response or option to 
li(e stresses (20). 

CONCLUSIONS 

A review of (1) reports of suicide epidemics, 
of ongoing studies of suicide clusters, and of 
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investigations of the news media and their 
relationship to suicide and (2) work in the be­
havioral sciences indicates four conclusions: 

• Time-space clusters of suicide occur,
have been reported among various age
groups, and are not a new phenomenon.

• Nonfictional media coverage of suicides
is associated with an increase in the ob­
served number of suicides over the num­
ber expected. The increase may not be
uniform for all age-sex groups.

• S�ptible individuals may be af!ected
by direct or indirect exposures to suicide.

• Imitative learning is fostered if the model
is held in high regard and if rewards are
expected for the behavior.

Remaining questions are legion. Only sub­
stantial research will resolve them. Some of 
the questions for future research follow: 

• What proportion of suicides occur in
clusters? Are clusters more common in
certain age groups, geograP.hic locations,
or times? Is the proportion of cluster
outbreaks increasing?

• In comparison with other age groups, in
what ways are young people exposed to
and susceptible to suicide contagion?

• Which characteristics of model suicides
are most likely to cause an increase in
suicides?

• Which combination of host susceptibility
and contagion factors arc most lethal?

• What sorts of prevention and interven­
tion efforts could most effectively avert
cluster suicides?

• Docs media coverage create new suicides
or accelerate suicides that would have oc­
curred anyway?

Youth suicjde clusters are a particularly 
grie�ous loss of life and are potentially more 
preventable than single suicides. Interim 
recommendations arc needed even though 
our knowledge base has sobering gaps. Five 
basic recommendations follow: 



L.Davidson:Contagion as a Risk Factor for Youth Suicide ..

• News media representatives should be
encouraged to avoid romanticizing
suicide, emphasizing violent aspects, and
making celebrities of persons who die by 
suicide.

• News media representatives should be
invited to collaborate in studies to iden­
tify the destructive and constructive com­
ponents of fictional accounts of suicide.
Before a decision is made to broadcast
such a story, these components should be
identified and assessed, and a warning
that the program might adversely affect
some persons should precede any such
broadcast.

• In research studies, variables should be
operationally defined, comparison
groups used, and individual rather than
aggregate- only exposures assessed.

• Surveillance for potential suicide clusters
should be established so that potential
clusters could be averted and existing
clusters kept from spreading. Suxveil­
lance would alert researchers to suicide
clusters which might be more thorough­
ly investigated.·

• Intervention efforts should be directed
toward those who are most exposed
(either directly or indirectly) to the
"model" suicide and toward those who
are most susceptible, for example, those
whose emotional health is poor and
those who strongly identify with the per­
son who bas taken his or her life.
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Nloml,1071 Ouetllonnalr9o Nnl SukldH In Jal In Finland, -ihe numbef ol tulcld" commlllod l .n the -ldenUflcallon and a •mental -• ot rMdltleM' 
(U) to pollca dhCtlc1o 1003-1007, N•21 loc\-vp .,(Chin 24 and ◄I houri coun!td hom g, lh• P"•"4out oulclde In lh• loc\•up-. 

N 
tlgnlllc&nlly grealer Chon .. pec1.c1• o·

. Q
IB Table 1. F 



Descriptive Studies of Epidemic or Cluster Suicide
8

Descrlptlon/FlndlngsReference

Interview*

Pvychlatric lnp<ll«ntsCam historic

ano<h«r.

Sulcktoe on a collaga campus

Cam raporit

Nat>va AmartcAns In Ontario

Table 1 concluded.

*

Walton, 1®7S
(8)

Rovtnatd,
09

Saldan, 1M7 
(0

Mleronaala (IbA U.S. Trva< Tar- 
rttory of lha Paclflc Islands)

—•suicide attempts may cluster among groups of young paople with risk 
factors for self-destructive behavior/

Rubinstein,
1Wt3RO)

-1 paJlenCs suicide precipitated another's 
suicide attempt and suicidal preoccupation In

Chappagua hlgh-echool stu­
dents, New York, who 
presented with suicide at­
tempt or Idealion

— Risk Is high In thoee who have formed pathological Iderrtlflcatlons with the 
victim as the result of a history of similar past experience, eepeclaJiy that of a 
suicidal or abandoning parent.'
-The schizophrenic’s Impaired obfect relations and reality testing may 
Increase •vulnerability to the partial and bizarre WentIflcalIons that might have 
contributed to their suicidal preoccupation and behavior/

—Eight suicides occurred within 12 months In 
a small rural community of 3,000.

—The stimulus of one suicide could suggest Io others a similar mode of 
escaping an Intolerable life situation/
—Contagion among vulnerable persons.

-After a widely publicized unintentional 
death from antifreeze, 5 suicides and fl at­
tempts occurred by that method. 
-All of the suicides had preexisting 
psychiatric Illness.

—The suicide ailempter used the same 
method as the suicide (Jumping). Patient with 
suicidal preoccupation had made a previous 
attempt by this method and had visited the al- 
tempter In ICU after his fall.

-fl male suicides by Jumping occurred on 
the University of California, Berkeley campus 
during 1 month In 1007.
— Subjects had histories of chronic and 
severe mental disorders.

-After 2 suicides In a high school popula­
tion, 5 students attempted and 1 was ad­
mitted with severe sutcldal Ideation within 7 
weeks. The first artempter was visited ruing 
his hospltallzallon by the other 0. They com­
prised a peer group al school.

Proposed
Mechanism

Accld.ni*! pol^xilng., 
suicides and suicide attempts 
by antifreeze In England

'Epidemic' suicides nee/ 
Odessa, Russia

Population
Studied

— Members of a religious seel committed 
suicide by being buried alive.
— Deaths occurred In groups on 4 occasions 
during a 3-month period.
— N - 9, fl, unknown, B.

roi

Case reports of 
patients seen al a
psychlalric hospital

Ward and 
Fox, 1077 (14)

Sacksand 
Elh, 1061 (10)

-Thera Is Utile doubt that the publicity attached to the first unfortunate 
accident resulted In ftve Imitative suicidal deaths.'

Hospital records, 
police reports, 
coroner's reports, 
newspapers, Inter­
views

-Over 12 years, 23 suicides occurred In 
clusters of 3 or 4 In several months, then 
none for a year or so. 
-fl-fold Increase In suicide rales since 1000 
among 1 fl- Io 24- year old maJeel

Robbins and 
Conroy. 10fl3 
(16)

Hospital and medi­
cal records, all dealh 

rKorda, church 
record.; and 250 
wml-a(rvc<ur«l Intar- 
vtawa with .ulclda al- 
t.mpl.r. and ht.nd. 
and r.latlv.. of 
.ulcld. victim.

Data
Sourca

O 

o

Interviews with fami­
ly. neighbors, police 
& coroner's reports, 
hospital records

—'as suicide grows more frequent In these communities, the Idea Itself 
acquires a certain familiarity It not fascination to young men, and the lethality 

• of the act seems to be trivialized/ 
-Prominence of role model a factor, 
-'suicides have acquired subcultural significance among male youth, giving 
use to fad-llke and ImHatlvs acts/
-The significance of the act acquires an aspect of collective Identification 
and familiarity, making It less aversive to troubled youth/

s-
CD

CD 
a
CD
S’

co' 

z1 

x-
S’
§
§
&

o’

—Th. MCI iMdOT cowdnMd h>Uow»r, that dMlh from th. Anll-Chrtrilu» wa. 
Immln.nl and unavoldabl. and that It wa. praf.mbl. Io 'dla for Chrlrt' 
volltlonally by .ulclda.
-Influanca of lha cbari.mallc laadaf on •prychopathk: landanda.1 of lha 
mambao-tha .pazX apphad Io th. InCammabla maladal.'

-Hypofha.I. of .ymbollc localion rathaf than bahavforal contagion, 
-■partlculaz location, mayba highly valuad and partlap. — n nacaaaa/y 
tor lha commlMlon of .ulcld.?



CHARACTERISTICS OF RECENT SUICIDE CLUSTERS 

Number 

of >Q• Ar1t Date Last Date of 
Location Suicides Sex Range of Death Death 

P\ano, r ..... • 7M 
IF 

14·11 2/23163 �a/14 

Wu1ci,.t1., and Pvtnam 11• OM ,:,.,e 2/4/M 3/13114 
Counlleo, Now YOfll 

O.arl..&lte, Teoa 0 OM 14•19 119/14 10/11/M 
IF 

s..itle, WuNngton :, 3M 20'•◄2 119/M 1/14/M 

Wind ""-t, W),omlng gt 9M 14•25 &/Iota, 10/1/63 

Omaha. Neb<ulta :, 2M IS.II 2/JIIO 211184 

IF 

• An unlnlentlonal hanging aloo occuned 

t\) 
I 

t 4 OIIM< wtcldo ol "1bal m.mlMrw ag .. 17.;M ouUff'ed be._.n 1/2/M and 10/18/1,. All-•• by hanging, 

..... 

0 Table 2 • ..... 

Methods 

4 Oun•hol 
4 Catbon -•!ck

:, Hanging 
, Oun,hOI 
I C&tbon ,,_,.,,dd• 

30unohol 
2Hanglng 
I C.,bon monoldde 

:I Jumping from 
eMpfelWte'f OW(p&M 

8 Hanging 

1 OunohOI 
2 O..rcloM 

Social 
Relation to 
Another In 
Clu■ter 

Som• 

Some 
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I\) A. Nonfictional Suicide Stories 0

� 
0 .... 

Period and Popula• Comparison Support of 
s Citation tlon Studied Methodology Group/Period Findings Statistics Imitation ct> 

er. Baron,andAol•, o.ny U.S. oulcklff ro, Employ,od • not of publlclr.cl Indited conlrol ,..,tod• Suicide ol- °""f had lhelr Time� reg .... lon No ct> 
1964 (44) 111n•11170 (allO H• oulckk 11011 .. urrled on n•"-11 through Ill• UN "' ellech during period• ..n,n analyllo. Moel -- () 

a.mined homlcld" for ,_ p,ogram1, • Not O<lgln•lly reg, ... 1on ana1ytl1. ,ulcklff _,. alroady high. of oloty by day ...table ct1 11173-11178-<lnly the por• uNd by Bollen & Phllllpo (ID&21. E,,:plalned the dlocrep.ncy b.- _,. not •lgnllle&nL -

lion pertaining lo lh• A dlflerenl ••I of publlclred 11011" i-en 1h11 ftndlng and Bollen & Q) 
1ulcld" 11 p<INnled w.o uNd allO (delall1 of added Phllllpo" ealller ftndlng by the '< 
hero). olotlH nol glwn), Th• otudy-. feel 11\el lh• ••Iller r.greulon 

<JJ' dHlgned lo ell1end the HIiier model did not Include • term 10 
,1uc1y by Bollen & Phlllpo. Reg,- rep<Henl an ln4erecllon be-n � ,Ion analyllc dHlgn. Ecological the dayofthe-k and hoU• 
dulgn. d•yo and 1ulclde 1loty, How- (JJ 

..,.r, Bollen & Phllllpo did ;,,;-
/ ccntrol lor main effect, of day, 

6' _.k and holiday,, In lll•lr 
r.greulon model. 0 

ct> 
Banaclough, Sulclct.e and unde<ler• H-pep« ,.po,1, abou1 oulcJde In- Oburwd10•wJMCled >-oclallonbe-..-papet c:t,Hqu.,. goodMM of Ill YM..S.W•and 

0 Shepherd, - .i.n. __ .,,.In queell _,. Identified In the local dlotrtbutlon of d•yo ,.po,1, of 1ulcld1 lnqunt1 and INC (ot blnomlal lNC, I lhl ag .. ,pecl!lc 
::, ntng,, 1817 (411 Port1mouth, England, be- dally ,-papa, In 1111 area (120 �ed by a m•n und., .,. but not lot other Hpocl.cf �uenc:y-. 

-n 3-)'Mf pellod- r•po,1• w.re ldenUfl.cl). They detet• n.w,pape,r tep0'1. oge and MW 9roup1. ChatlC• < 5). 2 d1yo beloto: bl-
6" 1/1/70 to 1v:J1/72. Thor• mined 11'1• number cl deyo thet had tell1tlc1 of tho tulcldu did not � p < .03. ◄ dayo belo,e: 

-· 70 death• � been p,ec.cl.cl ..ithln z. ◄, and 7 COffHpond IO the tef>O'II. -1.:io,.1<.0I. 7 dayo C: 
lulcklH and 22 undeler• dayo by on• or more repo,11 lo befo,e: - 5.03 p < .05. s: 
mined). d•""' an ... peeled' dltlr1butlon. 

C/) They compared thlt lo lhe 'ob-
Nrwd' dlolllbullon cl the number c:: 

of doyo on ..nlch 11ulclde °'" / o·
cuned 11\et had been p,ec.cled by 

a a roport. Four age/Nw group• CD (•god 44 and younger; �5 Ind 
old•t) _,. Independently luted. 
l:cologlcal 1ludy-<annol dellf• 
mJne .t\•lh•t ,ulcid•• nHd lhe 
new1pa�,. 

�nthaland Pellodot-io, The ag1, "" and melhod ot eech Period ol otr1111 _. The � role during lhl WlcOIIOfl-chldpeln v ... �-

Beroner, 11173 (4J) n-,pape, 111111• In NYC: 1ulcld• dullng lh• 1trlk1 period -. compared with ldenll• period-. olgntftcantty 1-r 1'9nld ,ana tool. Mall and .... ,peclflc 
◄netr,0 lo 0/1/00 determined and 1ulcld1 ralu per cal pe,loclo In preced· lh•n th• m•an ,.,. '°' th• r-. con11der.cl 
(140 d•yo) 100,000 -•• calculated. The Ing 3 y,.,._ 2 i.1,r p,ocedlng 3 yea,-. Ho,,,wor, lo( Npatalely and each ag1 
3111,,_,_,. .... o1111i •• ..,,,, dala _,. oblalnld tor each y,.,. aloo namln.cl . "'°""n ag.cl l!>-24 and �3-4 group_. uMd 10 form 

of Ille p,ecldlng 3 yea,o. lh• 1ulcld1 ,..," during lh• malchlng pa1,- (3-year 
0.olgn.cl u repllc1tfon of Mollo blackout _,. lh• 1-1I In lh1 I ffM&I\ rale vt. rate du,tng 
(t 1170) 1tucly, Ecologlcal tludy. yea,o otudled. otrlk•I• Actual otetllllco not 

e"'"n. 

Table 3. 
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STUDIES EXAMINING MEDIA INFLUENCES ON SUBSEQUENT IMITATIVE SUICIDES* 

A. Nonfictional Suicide Stories

Period and 
Population 
Studied 

o.lly Oetroll """1.Uty 
otaUllllco lot 117:).11170 
MolOt whlclo lololllln 
con,Jd«M cow,t 
euktd", 

U.S. d&lly """1allty 
,1a11.i1ca (tukldnf, 
11172•11170. 

Methodology 

Compll.cl a 11.t ot .n 1ulcld• 
olottn -attng on lho llonl 
p.QH o( lhe 2 !.rg•II dolly 
,-pap.,. In 0.1101 (9 ,ulcldo 
1lott.o ldonllllod). E>oM>ll'l.cl 
r.lallonohlp bolwMn publlcl1.cl 
,ulcld" and molot whlcl• 
11111111 .. (MVF), Oulgnod u 
ropllcallon ot Phllttps (111711) 
tludy, Ouul .. xpellmontal 
.,,a1ys11 1lmll11 lo Ph�llp1' oludy 
and r.greulon �••· 
Ecological otudy. 

Tho Y&l'ldorblll Tol..!,lon N .... 
ll'ldoN -• Mllchod lot al 
otottn abovt 1p.clllc lndMdual 
1ulcldH uni.cl on 2 o, more 
n•twwo,11: n..,.. Pf'09t'&ml 
tp,.,.n1.c1 t,y ABC, ces, and 
N9CI • ...,.,_, pvbllcbod 
oulcld" ldontlftod, E>oamlnod 
tho rolatlonthlp bolwMn 
publlcltod 1V oulckln and 1ub­
_u,nt 1ulcldH, au .. , .... 
p.,lmenlal d.,lgn u MN u 
,.g101olon 111alyllt, Ecologk:AI 
lludy, 

Comparison 
Group/Period 

In quul, .. petlmon­
lal ""alyllt lhe ••• 
pellmonlol period 
waa tho lhlld doy 
after tho publlcliod 
oulcldo. Tho conuol 
period WU I -­
before, 

In quul◄wpellmen­
tal anolyll1 the ••• 
pellm•nlal period 
WU lh• enU,e \1¥Mk 
&lier lh• publlcbod 
oulcldo. Th• control 
period WU lho -­
b.fo,e lhe ••• 
pe�monlal period, 

Andlngs 

MoCo, whlcfo fatalftlff fn. 
crooMd 1lgnm..,,,1y on th• 
lhltd day &lier a oulcldo -• 
publlclzod In tho new1pape1. 
Thl•d doy con.,pondo to 
peak found In Pllnflp1• (11711) 
,tudy. 

Sulcldn gonor&lly lnuoaMd 
In tho ,...k aft II publlcltod 
oulddo otory. Tho off KC did 
not utond boyOl'ld IOdays. 

Statistics 

T-tooe lormaldled p.ln: 
t•:.n, Id!, p-.012. 1n 
'-ii'""'°" .,,a1yo1,, -
- IOPfeMl'lllng tho 
day ot -11. month, 
)'Ml, and nallonal 
holidays ,..,o lncluc!H 
u oapl&N,lo,y vwl-
abl ... uggod_._ 
lorn, O to 9 days ,..,, In• 
dudod lo Htlmal• dura• 
llon ot lh• effect. 
Conlrofflng for dally, 
'monlhly, and y,ollty el• 
roce,, 1nc, .... ot 1.al 
(r.g,n,lon co.fflclenl, 
t•2.20) In l.f'IF 3 days 
aftel rl.o,y. 

T -Int lot maldled .,.in: 
l•l.�,lldl, 
!allod, p•.oN' In 
r.gr• .. lon analylbo c«>­
lloClod lot day ot -11. 
month, y.11, holldays. 
AegraHlon co.lllclenl1 
IOPfeMnlll'IQ o/lac:1 Ol'I 
thoNIMdayand 1,9, 

and 7 days after,..,. 
rl.atllllcally olgnlllcanL 
Tho oulcldo llot1H had 
lllgor ollacu lhao the 
oC h« Vllllablff con­
aldorod. Tho<• wu no 
IICalf.llluJly llgnlllcanlly 
lnc1emonl In oxplalnod 
,,_ boyOl'ld a'"" 
ot 10 dayo. To tori. lot 
opurtou.,_ ot '""""· 
owamin.d affac:11 bofora 
,1o,y-no 1lgnlllca.nt fn. 
c.reue betfor• •to,y. 

Table 3 continued. 

Support 
of Imita­
tion 

v .. 

v .. 
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STUDIES EXAMINING MEDIA INFLUENCES ON SUBSEQUENT IMITATIVE SUICIDES* 

A. Nonllctlonal Suicide Stories

Period and Popula• Comparison 
tion Studied Methodology Group/Period Findings Statistics 

To,onto •u-y oulcklH, E,carnlM<t th• temporal rolotlon- 8-/0N and .,,., No olgnlnc:ant dlf!.- i- No•-"""O'-" 
IINl6-l8n, £pldomlc ol thlp bo-.n •u-y oulcldot and po,lod1 (ranging lrom I -.., lhe number ol oulcld..-
•u-y oulclde■ In 1871 all 1ulcldo-1olaled roport1 (1oport1, lo 21 day,) 10< Nch lated n._-, roporto bolot• 
(N - 80 oubw,iy oulcldoo). artlcloo, loolurot and edKor1a11) In ,u_y oulclde, An an- and ollor oubw,iy oulcldH, 

T0<onto Sta, nowo-r. Ecologl• nual t>.for. and •ft•r �,. u authot r•po,t1, 
cal 111udy, •wrage waa calculat.-d lh•r• w.re owr1ap• of befo,e 

fo, each lnl•rval. p.rtod, of a,orne tukkt•• ¥ftlh 
lh• ana, pertod, of other 
1ulctd••• 

Suicide roloo In 7 dlH Comp&red lncldonc. ol 1ulclde BlockO<II period com- No •lgnlllcanl dlttoronc- i- Wllcoiron IMIC:t..d palro 
lhal had c:ompl .. • UIO&• during n .... J><II'« blackO<ll lo In- p&red "41h oamo tw..n lhe lncldonco during lhe olgn.d tank» 1"1 noc •lg· 
llon ol n_.._r publlu• clc;l.nce durtng th• Mme monlh• month, In 6 p,lot � blackOUI and lh• ,....,. ol lhe nlllc&n� 
llon during 111r1koo ol llwl II yoaro bolo,. tho (VM ol p,lot II yoa,. u pr10f fS yaan. Ho.wwr, lh•r• 
(s.itlmoto: 4& doyo In nowopopor blackout, An lmNollon c:omparloon period In• wu • ttand fot the lneldanca lo 
IIIM; N-YOfl<: 100 hypochotlo would p<edlct the reduc• troducat po11lbl• con• bo low.r during lho blackout In 11 
day, In 10$3; OolroN: 1� lion ol oulcldot during a founding ol MCula, eNIH. In Oolrott, lho po-.louo 
doyo In 10$3; P011land: n-■J)<lper blockovt. !rondo.) riolng trond ol oulcldo •nompl1 
� deyo In I IMO: S.anlo: appea1ed lo bo lnlemipled by 
llO d•y. In I D-45; th• blackout, Atl•mpb ..... ,. ••· 
Honolulu: 03 doy. In a,nlnod only In !hi• ctty. 
I 0$3). E�oglul 111udy. 

P•tiod ol __ , th. ag•, Mx, and m•thod ot Bl■ockOUI period com• 80% drop In lncldonce durli,v Wllcollon matct..d pair, 
blockOUI In Oolroff, oulcldeo during lh• ntw9J)<lper p&rod ..tlh oamo period blackout from women'• p,lot elgM<t tank» Iott per• 
11/t7/e7 lhrougl, 1/10,'98 blackout w.,e d•t•rmlned and the In 4 prior yearo and I moan, Sp.c:Hlc ago groupo lotmod Np&raloly lot men 
(20a day.), tulckf• r■I•• of •g• and .. ., •vb.-quent yeai, th°"""9d con1l1t•nt decfln• In In- and -n (4•Y,, m-,, 

1pe,clftc g,oupe ..,...,. calcvleled, cldenc• dut1ng blactlout �th ••• Cotnp&red wllh blockOUI 
Th• Mme dala ...,.,. obtained tot coptlon ol 116 lo 1M you group, mHll)-•lgnlflc&nl dll• 
tho oarne period ol lho procedlng 4 Womon aged 15 lo 24 and 25 to terence for women at .Ot 
y.ara. and lhl Y•&t .n., lh• bJack• 35 ,h.,...., lho motl ma1kod .... ,. 
out y .. ,. Ecological otudy, d.c.Une, 

Monlhly U,S, tulclde Complied • not ol oulcldo otO<lot In quul,uperlmonlal SUlcldot lnctouod aftor 25 lronl• Probablllly o11ncroue •"•r 
ttollollco lot UM7 lo 1807. � on tho ltonl ""9• ol lh• analy,1• Ill• .. po,lmon• page 1tof1e1, E,cceH 1ulcJd11 28 ol 33 ltonl P"II• otorlH 

N- YOfl< Timot. Tho N-Yorll lal por1od WU 1h41 oc:cur,ed only aftor etotl••• noc , • • C>OOM (binomial 10111, 
Dally N....,, Chicago Tribune, and month ol lh• oulcldo bol0<• olorlu. Tho mote p • .5, n • 33): renlc o,der or 
London Dally Mltl'Ot -r• uMd lo olory. Tho control publlctty, the largo Ill• r1M In 11llclde etotlot ac:c0<dlng to 
••amine 1h• ert.ct ot lh• amounl period WU lho awrogo •uboequonl oulcldot, Th• rlw le amount ol publlctty (0 to 4 
ol publlctty, 35 Iron! ""9• 1ulcldo ol 11,• oamo month, In rotlrlclod lo tho a,oa ol publlca• day,) In ptOCIN prodlclod 
11101101 -r• ldonllftod; 3 pair, Ille p,lot and oub- lion. BerH.,.m•nt, oNocl ol otdor (P•.0063 [1/1:ZO)); 
shat.cl Mme dat-■, Ova1l◄M• oequonl Y•"'"· Fo, p,10< condlllono, and mltclu- Wllco•on motchod pair, 
pertmonlal dHlgn, Ecological oulclde tlOllot lolo In a tlffcallon -r• ruled OUI u ••· olgnod rank lotl on rlM In 
oludy, monlh [o/101 lhe 23rd), planallono, publlclred ., ..... Dlho, 

lh• ••por1monlal aroa olgnlllcant (.005), 
period w•• the monlh 
ollor lho lloty, Tho 
23rd wu an a,bNra,y 
c.ulotf; hov.oev.r1 

re1uf11 
w.,e con1l1tent when 
OCh•r cutotf1 w.,• uMd. 

Table 3 continued. 
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STUDIES EXAMINING MEDIA INFLUENCES ON SUBSEQUENT IMITATIVE SUICIDES* 

A. Nontlctlonal Suicide Stories

Period and Popul•• 
tlon Studied 

Dally molo, "'hide 
fal&lhlH In C&lttotnl• 
, __ 73, 

Monthly U.S. 1ulclde ,., .. 
fo, Jan. 11177..June 111&0 
and unemploym•nl ,atu. 

Monthly U.S. 1uldd• 
olall11k1 fo, I 972 through 
IIHICI. 

Methodology 

Compltecl n.1 o! front-page 1ulcld• 
otOtlu from lh• loo Angel•• limn 
and San Francl,c;o Chronicle. 23 
Iron! peg• 1ulcldn ld•nllflecl; 2 
and 2 1uldde1 oc.cuned Mlhln 1 
W'IMk of ••ch other and th•r•fo,• 
NCh ll""'P lt•&lecl u I 1lo,y. To 
examine the effed of pvbflclly, 111• 
D largeot pap.rt In C.lttomta _,. 
examlt\ecl. Ecological 1tudy. 

r- ,,_,.,,, o! media -••g• 
¥w1ere Ml at a KOf'e of 1 lo be a 
dummy vllllabl•. 

r- lndkff o1 ,.i..1,1on of ,uldtk 
... n1, ..,.,. d.wtoped:. Th• nm 
Ind•• repteMnt.d lh• numbet' ol 
_,,., ,,_, monlh on lh• -nine 
n- (AOC, NEC, CBS). TIM 
1ocond Ind .. -. lhe -ond1 of 
co,erog• per month. TIM dale 
w.r• lakon lrom lh• Vandorblft 
Telovl1lon N_.. Alchlva1. Time 
..-In anolywl• lo oumlllo lhe 
rolallon1hlp barw..n lV cowrag• 
and monthly 1ukldo r•l•. Addition• 
al vatW>ln In nwlll•vllllato model 
y.,er• monlhty dhlo,c• r•I•, un• 
omploym•nl r&lo, and du1ollon ol 
amploymonl, Ecological 1tucty. 

Comparison 
Group/Period 

Th• oxpa�monl&I 
pallod WU lhe -­
aftot lh• 11o,y. Tho 
conltol pa/lod wu tho 
Mme perlod In rameJn. 
Ing (ptlot o.nd 1ub­
Mquonl) y1an ol 
1ludy, A teg,utloft 
""• -.. nn..i to th• 
numbat ol MVf In lht 
cont,ol pefiod, ao ••· 
ltmalo lho .. pac1ec1 
numbet of doath1 In 
the period. fo, Iha 
o.nalytl1 ol lho durollon 
ol lho off eel, Iha 
perloch vatlecl lrom 2 
do.yo baloto to 11 doyt 
o.llor tho lloty, 

Pr .. and pool◄xpo•u,. 
Um• p,e'1od1 wrr.aara com­
po.recl. 

Indited conlrol ptrlodl 
1/vough Iha UM ol 
regru1lon o.noly>l1, 

Andlngs 

Tho number o! MVF lncrouecl 
an awr•g• ol 8,C. tn lh• 'Welt 
•�•r ooch 1uklde 1to,y. lho 
great Ht lncreu• occurred 3 
doyo o.llor llo,y (31 ")• lho 
mote pubf1clty, lhe greal-, kl• 
ct•••• ln MVF. Th• •g• o1 th• 
drMn wu con•lated to U,• •g• 
ol tho par-.on ducrlbod In tho 
1lo,y. Slnglo car occld•nll In• 
croo.Md mote than Olhor type 1, 
FalalKI•• mot• h•qu•nt In area 
wh•r• 1to,y wu publlchecl. 
l.ut. c.ruh•• al'ler aulcld• alOftH 
w.re mo,• 1•1h&I than era.ah.a at 
other llmn, u ll'ldleo.tecl by limo 
bai-.n U&1h and death, 

Th•t• wu no relallon1htp be­
-.n ropotllng ol tho Jonu• 
'°"'" 1ulcldu ond U.S. 1utcldo 
ral••· Th• grealer the unemploy­
m•nt 1al•, though, lh• 9re&.1er 
lh• ,ulcld• , •••. 

Amounl ol lote\A1lon co,ero.ga 
WU UNololecl lo monthly 
•u1clde rete. Ourelk>n ot un­
omploym•nl o.nd 1prlngtlmo 
w.te r•t..tM lo lnc1eu.e In 
1uklde rate. 

Statistics 

Walth Int, p • ,010 I loll.ii 
(uNd lot •••mlnotlon ol ln­
c,e&.M), Peanon correfa• 
lion ba-•n amount ol 
publklty o.nd change In 
"4VF-.�. p<.-. flatlo 
of' dealh ftom 1lngl1 whlcle 
o.ccldonl1 lo oth., lypt1 o! 
death le .U tor ••P.rlffl•n-
1&1 pt�od and .o fo, con• 
llol period. Tho dlffor•nc• 
-n lhe 2 ralloo 11 Ilg• 
nlllunl al .0213 (hyper• 
11-111c. I 1.U,. 
Conole.lion bai-.n o.g .. ol 
publk:l1ecl 1ulcldo and o.;• 

, ol d,two lo .48 /p • .02, I· 
IHI, I lolled, lllcft), 

Cochro.no-OrcUII Umt 
"'1" lachroqu": bo1a 
• -.1711,F•t.4,,p>.� 
lo, Jonott°""' ... n1. and 
!Mia • .J27, F • 4.13, 
p < .� 10< unomploymont 
rat•. 

/ 

Cochr.,,.-0,cUII proc .. 
duro, • lorn, of g•n•1o.Jl1ecl 
---•-n utlmo.llon 
(mvll"'-'1•1• time Nlln 
o.no,ty,110). Slandatdl1ecl 
.-fflclonl lot Ind .. top, .. 
Mnllng num� of IKOll<I• 
ol lV nOW'I cowrogo wu 
-.01 • 

Table 3 continued. 

Support of 
Imitation 

Yu 

No 

No. 



I\.) 
I 

.... 

@ 
STUDIES EXAMINING MEDIA INFLUENCES ON SUBSEQUENT IMITATIVE SUICIDES* 

A. Nomflctlonal Suicide Stories

Citation 
Period and Popula­
tion Studied 

Monthly U.S. oulckl• ralH 
10< IM7 lh,ough 10n. 

/ 

Methodology 

Extond-.1 Phllllpe' (107�) Psi ot 
front ,..ge oulcldH In the N-Yo<k 
llmff (N--4ll eaM•I• IJeo lndl• 
c.at.cf M'lettMr th• 1ukldH lWte ra• 
llonal coleb<ttleo, 
0Ja.tl--e11Cp.f1menl•I dHlgn u wetl 
.. muNlvatlale Um• Mrl•• a.naty,r,. 
Uo..i month, u lho un" o/ 
t.nalyolo, lncludod dutollon ot un­
•mploym•nt .., anoth.r •JC• 
planal<><y Y&1lablo, conlrolllng lo< 
MuonoJ atlec11 and _,.., Ecologf. 
cal tludy, 

Comparison 
Group/Period 

Fo< quul .. •perlmental 
analyol• tho o•perlmen• 
lal parlod wu lhe 
month an.r lh• oulcldo 
,tory; lh• control 
p.rlod WU th• Mfl'I• 
month In prlo, and oub­
oequ.nl y .. 11. lndlrlCI 
conlrol period, llm .. 
Mrlu anary.1,. 

Flndlngs 

Thero -. a rlM In oulcklH alter 
� o1 the •a c .... ,. Th• Inc,_

wu due to lh• celebdty 
1ulclde1. There wu a mean rlM 
ol 13J.& ,ulcldu """ tho 
1uJdde1 o( •ntertalnment 
colob<ttlu, a,, .. o/ oa lo< notion• 
al polttle&J colobrlllu, and a rlM 
o/ 35.a •�or tho 1ulcld• o/ an In• 
tomallonoJ col•brlty. 

•A,_ II� on •• ...,.,, 1ulcklH' are lnelud-.1 (Bollen & Phl1ttpe, 1001: Phillipe, 10711). A llucly Iha! ••amln-.1 th• lmpoct o/ murdor•1ulcld, s10<te1 
on 1ubMqu1nt alrplan, cruhoo (Phllllpe, 1oao, -- not lncludod. The nndlng1 from th• IOIIO 1tucly do 1Uppor1 a lhoo<y ol lmhallon and 1uggHtlon. 

Table 3 continued. 

Statistics 

Prob&bltlty ol Inc--. allor 
)4 ol 4e e&MO lo .00027 (bl· 
nomlal '"Q• In Um• M<1M 
analyolo, lh• ,lope coeffl• 
clont rop,111nllng tho 
colobrtty 1t<><y-, ,◄7 
P•:l.N, p<.01), 
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Imitation 



I'\) 
I 

...... 

0 
"" 

Citation 

Gould and Shall•r, 
1860 ,�1 

STUDIES EXAMINING MEDIA INFLUENCES ON SUBSEQUENT IMITATIVE SUICIDES 

B. Fictional Suicide Stories

Period and Popula­
tlon Studied 

l,dol• .. •nl oulcldu and 
anemptN 1ulckle1 ag.cf 
It yHn and youngor 
dutln9 lh• period 8/111,/M 
lhrough 3111/85 In lh• 
0, .. 1., N.,,, Yo,tc 
MelroP<>!ftan Alea. 

c:-,pieled ,uldd .. and 
und•l•rmlned dHlhl In 
Edlnbufgh dutln9 lh• 
..,,,. »-k period In 
,_111:1. 

Methodology 

Th• v'"'1allon In suicide and ••· 
t•mP4.cf 1ukld• bef0t• and •h•t 4 
mede,f01•t•l•�1lon ,n,o,AH bfo.d• 
<£>I In the loll ol IINM and ..inter ol 
IDUwu •nmlned. Ecologlul 
11udy. 

T>M \lallallon In dHIM belo,e, 
durlng, and an., "The Belll•nd•n,' 
an I I .. p11oc1e -lily .. r1 .. on 
BBC In 1812 wu u.....anect. ,-. 
de .. rtbed In Ho/ding (181•1, th• 
Nrl•• dramallzed lhe tuklck 
prewn11on worlC ol th• S&matllan1. 
Conupondlng --- In com, 
perl-, yHn (111e1M811, •nd 
181ll -•• •••mined. Ecologlcal 
1lud),, 

Comparison 
Group/Period 

2-.k pe11od1 beloro 
-.nd 41.ft•r ••th moiAe 
.,,...,. compa,ed. In •d· 
dHlon. ob••� num• 
bero ol tulcldu and 
attompl, during lho 
'•It•,.. putoch ¥14fe 
com�•.cf ll'Wt1h ••· 
pec1od numbero 
do.....,lrom lho 
.... ,.g. o( a.JI ...... 1cs. 

The 4 --- bolo,• the 
Nrln broadC£>1 d•I• 
each yea, w.11 uMd u 
lh• be.Mllnu, Hum• 
bero ol rolor1al1 and 
1ulcld• a.nompt, during 
and aftor lh• Nrlu 
dal11 were compared 
..tlh baulln• numben 
fot ••ch)'••'• 

Findings 

Tho obH<Yod numbet ol al• 
lomplod ,ulcldot lotlowlng lho 
t•l•...t•'°'1 ,no,Ae1 w•• •.tgntftc.enl• 
� greater than e,cp.c.ted, and a 
olgnlllcanl uc•n ol complolod 
tulcld., -• round anor 3 broad• 
u,1,,. R.f•"M blu. wn,.11ha• 
tlon ol m.dlcaJ eMamlnen, o, 
ho1p11a, p.nonnel ....,.,. unllkety 
lo a,ecounc '°' UM 1nc, • ..,. Jn • •· 
t•mpled and completed 1uJckJet. 

Awr•g• weekly tukld• an empt 
adrnlnlon1 lnc1eaNd by ll" 
du1lng lho 'B•lrlondo<1' 001101 
and by� du�ng tho lotlowlng 
,. w.ekl. S.ma,han nei¥t c.Nent 
r•feu&.11 lncr•&:Md by 112% 
duflng lho HrlOI and ,_ In 
lh• neJC't ◄ weeks. 

Statistics 

Tho moan numbet of al• 
tempt• after lh• two.dc.ut.1 
en. td - •.21 _. •'9· 
twflc.anlty gr••t•r than lh• 
m•an befor• th• broad­
cull (I◄, 1d•3,8) P•2.II, 
di•�. p,05), Tho obMIYod 
propo<llon of attempted 
1ulclde1 lo occu, durlng 
!he◄ 2-k period, aftor 
th• ..-01, - (n•M) 
WU 1lgnlllcanOy gr•alor 
than owp.ciod 132", 

· n • 10) IP• ,001, baMd on 
tho blnoml.i dloltlbullon), 
Th• Mean numb.I or con,. 
plelod 1ulcldo1 aft♦r l 
-· (◄.33. od-.�, 

-. tlgnlllcanlly g,Nlor 
lhan tho mean be/0<0 lh• 3 
broadu.111 (1, od•I) 
�. ,.1111, di• 4, p,01), Tho 
obNIYod number ol com­
plotod •ulclclo, (13) aftor 
lhe l broed<Ml1-. •lg· 
nlllcanlly g<Mlor lhan Ille 
Hp.clod numbet (7.44) 
IP • ,0:2, baaed on lhe blno, 
rnlal dltll1bullon), 

Table 3 continued. 
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STUDIES EXAMINING MEDIA INFLUENCES ON SUBSEQUENT IMITATIVE SUICIDES 

8. Flctlonal Suicide Stories

Citation 
Period and Popula• 
tlon Studied 

Knole< and Slrlpp, &,,,. • Phlnlpo (t 942). 
1DM('2) 

/ 

Table.3 continued. 

Methodology 

0..lgn.d u • ,.plleallon and •11• 
l•nolon ol Phllllpo' (1942) """'1<. 
UMCI addNloNI -.re.. ol -p 
ope<• oummot1 .. and found 3 oddl• 
llonaJ tulcld• st"'1•• ..,.rloo�ed by 
Phllllpe. A sto,y uMd In Phllllp11't 
"'°'1twu delei;ed h•r• becauN ll 
""'°""°"only• dlec:uaalon ol • pea1 
eulclde &ftompt. Moot noloworthy 
waa the UN of lhe e,cact dal• of the 
sto,y. PhHllp11' ""'11er study, by 
employing -kly oummot1H, lnad• 
wrtonlly mltopeclfled IM daln ol 
I ol lh• 13 stotln. In lho prooont 
etudy, the cornet.ct data �r• 
runalyzed with • quul•••pertmon• 
lal ana/y>lt and a llm .. Mrttt 
,og,....Jon ona/y>lt. 

Comparison 
Group/Period Findings 

In quul .. •perlmentaJ Soap-o,,.... oulcldn had no 
d .. lgn, tho o•pertmer>- algnll\unl .noct on roaJ eulcldn. 
lal period-, tho 4 
doyo lnch>dlng and 
ollor lh• sto,y, The 
conlrol period -. It.. 
clooost limo lntor,al 
preceding lho olo,y 
lh•I conlalned lh• 
NfflO d•yw ol th• -
a, lh• expetlm•nlaJ 
period and did no1 con-
laln My holldoyw, roal• 
llfo celobrfly oulcldu, 
Of ,oe,p,,o�r• tulcld• 
t1orlu. In th• re,gr•t• 
•Jon onalyol•. IM COO• 
lfol \'&lioblH -·· dayo 
ol lh• _.., monlh• ol 
lho year,and2 
coleb<lly doalht. 

Statistics 

The mean dlllerone. (3.:!0) 
b.lwHn Ille OKpe<lmonlal 
and conlrol porlodt _. 
noc tlgnlt\c.nl � - .4, tOdl). 
None ol lh• oto,y coeffl• 
ct.nit In tho 11m .. oorl•• 
eq«allon• -• olgnlftcanl. 
Sop&l'Alo IJm►Mrltt OOQUA· 
llon• Hllmaled fo, 1ul>-
9rou1>9 dollned by 0011 and 
utbo.twvral toe.lion ytolded 
no algnfflcanl oto,y offoe1o. 

/ 

Support of 
Imitation 

No 
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STUDIES EXAMINING MEDIA INFLUENCES ON SUBSEQUENT IMITATIVE SUICIDES 

B. Fictional Suicide Stories

Period and Popula­
tion Studied 

u.a. ..,_ - mol«• 
'"""le'" -ho 1o, 1an, 
Ancr1dedto__,. 
6"c.lfb.du......._.••on 
ti">eCt "-lh -1N\coil"• 

Methodology 

Compll..s • Not of t.i.-hlon _. 
-• .-..1n -.nlcll • oulclcle 
o, ou� allempl oocurred. n.. 
11.c-�"'-'-•� 
column, 'nM Sc,.po,' pubChhed In 
the I.Do�'""""-· n.. pOO( 
- -11\ecf the-In 
-•--oulddeoc• 
cun-ed, b,.11 nol the� <Uy, Ex· 
amlned _,._, tUlckH and molo, 
-!ck-•� .n ... 
theM<tpllOdft.13---
..,� 1t0<1ft _,. ld.ntltled. 
Ouul◄•i-,tmenlaJ cleolgn. 
Ecologkal otudy. 

Comparison 
Group/�riod 

Al-••� 
periioc:h•,u uNd'; lhl1 
- cletlned .. the 
-... Monday•S...ndey, 
In ..t,lcl, the 1V -· 
_.. oulclde eph,ode 
�- The comrol 
period __ ,_ 
boolono the .. perun.n­
tol period •• "'•-­
�ta.I period "' • 
pa,11cvlat eploode .,..... • 
lapp.d...tthamajo, 
hollday, N-. del.ted 
from ,,.. Mmpk. " ,,.. 
comrolpe,lod-­
lapp.d ...tth • mo/« 
holldey, N-. ,-p1ac...s 
by Iha n .. ,...c -"abl• 
e,ont,ol period 111111 oc;, 
CUff9d befo,e Iha 
hollday. To compan­
oal• lor • po,albla 
Mna&1 �•nd In dMlho, 
the c«1lrol parlodo, 
-.nlch by da,slgn .-yo 
�the••· 
pa,1manlal p.,iodl, 
_,. g.,,_n "' t<tJuoC­
menl to.- lh• 
olopa o( lh• 1911'""""' 
- ..... the ••• 

Andlngs 

Whkeoulc:ldeo-olit­
nlflcAnlly on and Juot .,,., Ille 
dal" of_. auldde 
ICOl1ft. Slnga.-hlclo c1uh 
"-!ho aJoo -_,,., lhe 
oulcl<l<o .tO<lff,--. muftlpi.­
whlde dMlho did no1 Iner-. 
Thh p,o,,lcleo adldftlonal au-1 
lo, the belt.I lhel olnga.-hlclo 
Ctuh "-lho m,,y be 'co..11' 
aulcloeo. 

Statistics 

T-1..c1o,,...ui.c1,...,.-
2.◄◄D, lldl, I lall..s 1.-, • 
p< .oa. - -Ila lo, 

" analywt lhaldldnol_.... 
1otiw-ir.nc1o. 
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The daily news, especially since the advent of televi­
sion, has made us aware of both the extent of vio­
lence in our society and our tremendous tolerance for 
violence. Daily bulletins on homicides, suicides, tor­
rure, spouse abuse, and child abuse in our country are 
interspersed with news on paroxysms of human 
slaughter in Rwanda or Somalia, 30 other current con­
flicts worldwide that have already inflicted more than 
1000 battlefield deaths, and some 90 "lesser" conflicts, 
where the body counts are measured in scores or hun­
dreds. 

The phenomenon is not new. History is a bloody 
record from which pages drawn at random describe 
events that rival the recent horror in Rwanda. What is 
new is a sense that we do not have to accept this con­
dition as inevitable; we do not have to be fatalists. If, 
as public health workers, we believe that diligent 
study will elucidate causes, suggest interventions, and 
lead to changes in outcomes, then we can apply these 
principles to the problem of violence. 

The recent public health focus on violence has helped 
to define the problem in measurable terms. The cur­
rent definition of violence is "the threatened or acrual 
use of physical force or power against another person, 
against oneself, or against a group or community, that 
either results in or has a high likelihood of resulting in 
injury, death, or deprivation" [11. The resulting injuries 
may be either physical or psychological. Violence 
includes suicide or attempted suicide as well as inter­
personal violence such as rape, domestic and child 
abuse, elder abuse, or assaults. Fatal violence results in 
suicides or homicides [2] (Fig. 1). 

The continuity of violence throughout history is not a 
sign of its inevitability. Violence and infectious disease 
together have accounted for much of the world's pre­
marure mortality, yet two of the most devastating dis­
eases, smallpox and polio, have yielded to public 
health intervention in our Lifetime. Interventions can 
also be developed to interrupt the continuity of vio­
lence. Since Henry Kempe's eye-opening description 
of battered children (31, we are beginning to under­
stand the links between physical and psychological 
violence connecting the pain and suffering of the 
abused, the social patterns of abused and abusers, the 
connection between generations, and the risk factors 
involved 141. 

Another Link, only now receiving attention, is the con­
nection between violence involving individuals or 
families and violence involving cultures, societies, and 
nations. Is it possible that the 130 ethnic or religious 
conflicts now afflicting the world could be srudied and 
understood in the same way that individual acts of 
violence are srudie& Could these "epidemics" yield to 
scientific analysis, quantification, and logical interven­
tions? In the future, just as it now seems possible to 
identify persons at risk of being either abused or 
abusers, might it be possible to anticipate societal con­
flict and implement preventive measures through ratio­
nal social actions? This paper briefly examines the 
rationale for public health involvement in solving the 
problem of violence, explains the public health 
approach, describes the problem of violence in the 
United States, and provides a summary of the steps we 
must take in this country if we are to reduce violence. 

VIOLENCE IS A PUBLIC HEALTH PROBLEM 

Violence must be considered a significant public 
health problem, first, because of the extraordinary toll 
it takes on our society. Injuries took over 149,000 lives 
in 1991 and resulted in the loss of more years of 
potential life than heart disease, cancer, and stroke 
combined. Violence accounts for about 38% of all fatal 
injuries: every year, over 25,000 people die from homi­
cide and 30,000 die from suicide (5). Homicide is the 
second leading cause of death for young people aged 
15 to 24 years and the leading cause of death for l;>oth 
black men and women 15 to 24 years of age (Table 1). 
The suicide rate among young people 15 to 24 years 
of age has more than tripled in the past 30 years. 

In the past, the size of the injury and violence problem 
has been difficult to determine in the past. However, 
Disability Adjusted Life Years (DALYs), a new method 
of measurement developed by the World Bank in 1993 
[6], represents a major step forward in rationally quan-
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tifying suffering and death. This approach combines 
the number of years of life lost from premarure death 
due to a single cause or group of health problems in a 
given year with the corresponding loss of health from 
disability in that year, the latter expressed as a percent­
age of years lost from death. For example, the total 
burden of disease in 1990 was calculated co be 1.4 bil­
lion DAL Ys, or 259 DAL Ys/1000 population. This 
method now provides a rational way to compare the 
burden of different conditions, to compare different 
population groups, and to compare a disease problem 
in different periods. Two dozen conditions each 
accounted for more than 1% (14 million DALYs lost), 
of the total burden for 1990. lbree of these conditions 
were due to violence: suicide (17.5 million DALYs), 
homicide (18.3 million DALYs), and war (14.3 million 
DAL Ys). These three intentional violence categories 
cause more suffering than AIDS, malaria, ruberculosis, 
or ischemic hean disease. As surveillance of violence 
improves, this percentage will undoubtedly grow. 

Disability Adjusted Life Years provide many useful 
insights into the impact of violence. For example, it is 
significant that DAL Ys attributable to suicide and 
homicide taken together and individually are greater 
than those attributable to war. Although the impact of 
war on human suffering is well understood, the health 
burden of the acts of self-directed and interpersonal 
violence that occur in the context of unormaln human 
interaction is often ignored and underappreciated. 
Violence also accounts for approximately 3% of our 
total health care expenditure, suggesting that effective 
violence prevention and control could create major 
savings in health care costs [71. 

In the United States, violence among young people is 
currently an epidemic out of control, and in most pan:s 
of the country, it is probably youth-related violence 
that accounts for increased public concern with and 
fear of violence. Over the past 10 years, the perpetra-
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Fig. 1. Interrelationships of vari­
ous types of violence. 

tors and the victims of violence have become younger 
and younger. In fact, the most rapid increases in homi­
cide victimization rates have occurred among young 
men 15 to 24 years of age (8]. Young people aged 12 
co 24 years of age murdered more than 48,000 people 
in the United States during the 1980s and were the 
perpetrators of almost 3.2 million, or about 50%, of the 
nonfatal violent crimes committed in 1991 19,101. 

Adolescents and young adults face an extremely high 
risk of violent death and injury. For Americans aged 15 
to 34 years, homicide is the second leading cause of 
death, and for young African Americans, 15 to 24 
years, homicide is the leading cause of death [11]. The 
homicide rates for young men in the United States are 
so much higher than rates for other industrialized 
countries that US rates would not even fit on a graph 
scaled to represent the homicide rates of other coun­
tries [12,131 (Fig. 2). The United States has never 
before experienced an epidemic of children killing 
children. It is not dear that there has ever been such 
an epidemic anywhere on earth. 

Violence should also be considered in the purview of 
public health because public health complements !he 
criminal justice approach to the problem. Where crimi­
nal justice emphasizes punishment, deterrence, and 
incapacitation, public health focuses on primary pre­
vention. Public health also balances law enforcement, 
judicial, and penal personnel with the people, 
resources, and organization of the physical and mental 
health care systems. Asserting that violence is a public 
health problem does not mean, however, that public 
health can solve the problem alone. Toe criminal jus­
tice sector is absolutely essential Lo solving this prob­
lem, but public health also has something Lo offer. 

It is important to note the difference between saying 
that violence is a public health problem and that vio­
lence is a medical problem. Violence is certainly a 
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Table 1. Ten leading causes of death by age group in 1991 •

Age groups, y

Rank <1 1-4 5-9 10-14 15-24 25-34 35-44 45-54 55-64 65+ Total+

1

2

3

4

5

6

7

8

9

10

*

HIV
69

HIV
35

HIV
613

HIV
155

Heart disease 
153

Heart disease 
332

Homicide
138

Septicemia
91

Cerebrovascular
disease 

52

HIV
9488

HIV
12,259

HIV
4728

SIDS
5349

HIV
29,555

•Data from National Center for Health Statistics, National Vital Statistics System [5). 
♦Total represents the 10 leading causes of death for the entire US population. 
SIDS—sudden infant death syndrome.
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CONTRIBUTIONS OF THE 
PUBLIC HEALTH APPROACH

problem to which the medical community must 
respond, but the origin of most violence is not based 
in biologic or medical conditions. The most important 
causes of violence are social and economic, and the 
search for solutions must focus on these factors rather 
than on purely medical and physiologic factors.

-j
40

Switzerland 
Germany- 

France ■ 
Canada-

Fig. 2. International homicide 
rates in males 15 to 24 years of 
age from 1988 to 1991. (Data 
from National Center for Health 
Statistics 1990, and World Health 
Organization Statistics Annuals, 
1990 and 1991 [12,13].)

15 20

Second, the public health approach uses the data- 
based, clear, common sense that is at the heart of sci­
ence to understand the problems underlying violence 
and identify solutions that work. Four simple scientific 
steps characterize this approach. In the first step, we 
ask the question, “What is the problem’” and answer it 
by using epidemiologic analysis of large numbers of ‘ 
cases to look for the underlying patterns (who, when, 

First, the public health approach to violence focuses 
on prevention rather than treatment. Although we 
must be ready to provide care for those persons who 
are injured by violence, we must find ways to prevent 
violent injuries from occurring in the first place. Our 
prisons have never before been so filled with young 
people, yet we now have the highest youth homicide 
rates we have seen in our country’s history. We need 
to look harder for ways to break the cycle of violence 
and stop a pattern that often begins in infancy and 
childhood and carries over into adulthood. To move 
beyond locking up perpetrators of violence and patch­
ing up their victims will require a radical shift in the 
way we think about violence in our society. We 
should not be surprised if this simple idea—the impor­
tance of prevention—takes a long time to take hold.

and where) that help to characterize the problem. In 
the second step, we ask, “What is the cause of the 
problem’” and proceed to answer by looking for caus­
es and risk factors, answering the questions of why 
and how. For the third step, we ask, “What works to 
prevent this problem?” and try, by combining what we 
have learned about the patterns and causes, to identify 
and evaluate interventions that could prevent the 
problem. The fourth step asks, “How do we do it?” 
and proceeds to place interventions that work in com­
munity, state, and national prevention programs and 
measure their effectiveness. This simple, four-step 
approach has led to dramatic successes, from smallpox 
eradication to the prevention of motor vehicle injuries 
and the reduction in cigarette smoking and its serious 
health consequences. It can have an equally impres­
sive impact in preventing injuries and deaths from vio­
lence.

4
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Third, the public health approach stresses the impor­
tance of bridging many different disciplines, different 
parts of government, the private and public sectors, 
practitioners and researchers, racial and ethnic groups, 
and conservative and liberal ideas. The prevention of 
violence will require input from a broad array of disci­
plines within medicine and medical care institutions 
and beyond, including education, sociology, criminol­
ogy, psychology, law, economics, and engineering. In 
addition, effective solutions will have to bring together 
academics and practitioners and bridge the gap that 
exists between those researchers who want to study 
the problem first to find out what works, and those 
community members and practitioners who sense the 
urgency to do something now. One way to bridge this 
gap is to start some programs now and evaluate them 
intensively, adopting a learn-as-we-go approach. 
Effective prevention programs will also have to be 
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THE FUTURE

Shaping the future begins with the ability to envision 
it. The experience of recent decades provides hope for 
a future with much lower violence levels. The country 
is beginning to apply public health principles in the 
areas of law enforcement, the judicial system, educa­
tion, religion, and elsewhere for a long-term approach 
to social change [14], What are some of the elements 
of this long-term approach?

community based, because the success of a program 
may be as much a function of how well that program 
is connected to the community as of how well it is 
designed. Perhaps the toughest integration is to bring 
together the best ideas of liberals and conservatives so 
that all good intervention strategies might be tested 
and the best of both camps—those interventions that 
science actually shows to work—can be selected and 
implemented. Public health professionals have tradi­
tionally joined together and coordinated these types of 
team efforts.

It is now clear that these fundamental societal issues 
must be addressed, as well as understood by public 
health, and they can only be addressed at the societal 
level. The broader public health community has 
important contributions to make to understanding 
and addressing these issues. Public health can incor­
porate indicators of social and economic status into 
surveillance systems and research studies designed to 
collect information on violent behavior, injury, or 
death. Public health can also develop further under­
standing of the impact on violent behavior of social 
and economic inequities and can identify and evalu­
ate the effectiveness of policies, programs, or inter­
ventions in reducing that impact. Finally, we can 
develop strategies for communicating violence pre­
vention information to populations affected by social 
and economic disparities (Roberts and Mercy, 
Personal communication.)

Find out what works
Violence prevention programs must ultimately be eval­
uated. Unlike many other public health problem areas, 
we know little about what works in violence preven­
tion. A scientifically grounded approach will more 
clearly establish the potential effectiveness of interven­
tions in reducing violence-related morbidity and mor­
tality. We must acknowledge the importance of finding 
out how communities can participate most effectively 
in implementing violence prevention programs as well 
as the importance of finding out which interventions 
or combinations of interventions are most effective 
[151. Finally, we must avoid the temptation to start with 
a program so big that we can’t recognize our success­
es or learn from our mistakes.

Use science to guide action
Effective solutions to the problems of violence will be 
forthcoming when we start to understand the prob­
lems more clearly, define risks, determine what works, 
and find out how to implement effectively those pro­
grams that work to prevent violence. Describing the 
problem must begin with clear definitions, placing 
boundaries on what is included in a problem. We also 
need better ways to quantify violence. DALYs provide 
an avenue to quantification that needs to be exploited 
in order to compare various types of violence, to com­
pare violence to other health problems, to compare 
societies, and to measure the impact of interventions.

Address economic and social causes of violence 
including societal as well as individual factors
Sociologists and criminologists have long been telling 
us that structural or large-scale social and economic 
factors like poverty; racial and sexual discrimination; 
unequal access to the education, health care, and 
criminal justice systems; and lack of jobs or training 
opportunities for jobs contribute significantly to vio­
lence. For at least 11 years public health researchers 
have acknowledged the important role these social 
and economic factors play, even though the develop­
ment of public health interventions initially focused 
on individual behavioral determinants and changes 
in the physical environment.

Adopt a learn-as-we-go approach
The pressure for quick responses to the violence 
quandary and the desire to spend all resources on 
response could result in unscientific evaluations or 

Invest in primary prevention
Special emphasis should be placed on primary pre­
vention, which aims to prevent violence from occur­
ring in the first place, rather than to focus only on 
perpetrators or victims after violence has occurred. 
This approach broadens the target audience beyond 
those groups whose high-risk status is already 
demonstrated. Primary prevention aims to save the 
lives of potential perpetrators as well as potential vic­
tims. Primary prevention efforts might include adult 
mentoring of youth, social skills education, and pro­
grams aimed at educating and supporting parents in 
raising children.

even the absence of any evaluation. In order to pre­
vent violence, we must act. However, because we 
know so little about what works in preventing vio­
lence, it is very important that we rigorously evaluate 
these actions. We must develop programs that 
acknowledge both the importance of doing some­
thing now so that we can deal with the urgency of 
the problem, as well as the importance of measuring 
the impact of the program as it is implemented so 
that we will know whether it had its desired effect.
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A scientific approach can be used to identify and eval­
uate a wide array of strategies and interventions to 
prevent firearm injuries, focusing both on changing 
the ways we resolve conflict and on changing the 
ways we use firearms. There are four strategies focus­
ing on firearms: we can affect how guns are used or 
stored; we can affect who has guns; we can reduce 
the lethality of guns; and we can affect how many 
guns there are [21], Within each of these strategies 
there are many interventions, only a few of which— 
like Washington DC’s restrictive licensing law—have 
been rigorously evaluated and proven effective [22]. 
Many of the interventions being advocated today—like 
gun buy-backs, metal detectors, or waiting periods— 
have not yet been evaluated.

Firearm homicides and firearm suicides have been 
responsible for almost all of the recent increases in 
youth violence, but it is exciting to look at the many 
opportunities we have for really turning this problem 
around. There is great potential for preventing firearm 
injuries by applying the scientific public health method 
to this field. First, we need better information about 
firearm injuries, especially nonfatal injuries. We need 
to establish the risks and benefits of firearm ownership 
and access, not only the risks of having firearms in the 
hands of “criminals,” but the risks of firearms in the 
hands of law-abiding citizens, in the hands of children, 
in our communities, and in our homes. Recent studies 
have shown, for example, that the risks of suicide and 
homicide to a household member increases almost 
fivefold and threefold, respectively, when a firearm is 

kept in the home [17,18]; when a couple fights and a 
gun is used, the risk of death to one of them, when 
compared with the risk with the use of any other 
weapon, rises 12 times [19]; and for every time a 
firearm kept in the home is used to kill an intruder, it 
is used 43 times to commit suicide, criminal homicide, 
or unintentional homicide [20], When we have this 
information, we can document the significant health 
risks that firearms pose to our children, and concerned 
parents and communities can take steps to protect 
their health and reduce those risks.

Focus on firearms
Preventing firearm injuries is central to preventing the 
injuries that result from interpersonal violence. For one 
thing, firearms are involved in a high proportion of 
homicides (65% of the more than 24,000 homicides 
that occurred in 1990) and have played a key role in 
increasing rates of violent death among youth [16], 
Firearms are also associated with a substantial number 
of nonfatal injuries and, in some communities, gunshot 
wounds are an important cause of disability resulting 
from spinal cord injuries (Graham PM and Weingarden 
SI, Paper presented at the 14th Annual Scientific 
Meeting of the American Spinal Cord Injury 
Association, San Diego, CA, 1988). In addition, it has 
been firmly established that guns are more lethal than 
other weapons and recent studies have indicated that 
access to firearms poses significant health risks to 
owners and their families [17-19]- For these reasons 
community violence prevention programs should give 
explicit attention to addressing the role of firearms in 
violence. Communities might, for example, undertake 
campaigns to educate residents about the safe storage 
of firearms and promote legislative efforts to limit 
access to or acquisition of firearms by children.

Finally we need to reframe the public discussion about 
firearm injuries, from a political or philosophical 
debate on “gun control” as an all-or-none binary inter­
vention to a discussion based on scientifically docu­
mented risks and benefits of firearm access and rigor­
ously evaluated policy options. We need to let people 
know that progress in preventing firearm injuries will 
come just as the great progress we made in reducing 
motor vehicle deaths came not by banning cars, but 
by building safer cars and safer roads, getting drunk 
drivers off the roads, and enforcing licensing require­
ments. This same multifaceted approach holds great 
potential for preventing firearm injuries [23]. We must 
build consensus and support for this public health 
approach, and we need to realize that no matter what 
one’s political philosophy, there are very few people 
who would argue that children should have access to 
guns.

Address the cultural acceptance of violence and 
change the social norm
The cultural climate is changing. The reduction of 
unintentional injuries on our highways is a refreshing 
example of what can be done to control unintentional 
injury and it may be an indication of the public’s 
growing intolerance for violence. The public health 
community must add to this hope the belief that it is 
possible to change. Public health continues to change 
the definition of what is acceptable by defining prob­
lems, intervening, and reducing those problems. We 
must now show that the reduction of violence will be 
inevitable if we can understand the patterns, causes, 
vectors, interactions, interventions, successes, failures, 
and possibilities of a complex adaptive system. Public 
health workers need to be activists for the possible 
and believers that differences in violence rates are not 
the random results of chance.

Integrate our efforts and emphasize coordinated 
action
The complexity of violent behavior defies a single, 
simple solution. Multiple complementary activities are 
required to prevent violence effectively, and they will 
demand the involvement of a broad spectrum of par­
ticipants, including local citizens, officials, businesses, 
grass-roots organizations, and a variety of governmen­
tal agencies, including justice, education, and health. 
Communities that can effectively coordinate their 
diverse resources and perspectives will have a great 
advantage in addressing this problem. One advantage 
will be their ability to better focus their efforts, which 
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CONCLUSIONS

Everyone agrees that the shooting death of a child is 
totally unacceptable. Is it possible to focus our atten­
tion by developing sentinel surveillance systems that 
would investigate every such death, much as maternal 
mortality committees investigated every maternal death 
in the past? This would not be a criminal investigation 
but a public health investigation, done with the help 
of community groups, local community leaders, faith 
groups, and education leaders, all seeking to identify 
steps that could be taken to avoid a similar tragedy in 
the future [24].

Improving surveillance for specific risk factors, such as 
the understanding of firearm injuries, provides a mech­
anism for taking specific action to reduce the risks of 
certain kinds of firearms or to identify individuals who 
constitute unacceptable risks to society. Are there envi­
ronmental conditions that are especially hazardous? 
What is the role of alcohol and other drugs?

should be done in several ways. First, we should 
attempt to simultaneously understand all the factors 
leading to violent environments. Second, we should 
integrate all interventions and concentrate resources 
on those specific actions that may yield the highest 
dividends. For example, other public health work 
teaches the value of attention to surveillance. Finding 
ways to collect relevant information to define the 
problem is a powerful precursor to appropriate politi­
cal action.

Make the prevention of violence against women an 
important priority
We need to address the problem of both physical and 
sexual assaults against women by partners and 
acquaintances. Most of these assaults result in severe

Intervene early
In the long run, interventions that focus on very young 
children and those individuals who can influence 
these children may be the most effective preventive 
approaches. Programs that help to shape attitudes, 
knowledge, and behaviors while children are still 
open to positive influences may be felt over the 
course of a life-time and passed on to successive gen­
erations. Because children grow and develop under 
the influence of parents, teachers, and the media, early 
intervention programs focused on children should 
include components that address these important 
influences as well (Farrington D, Paper presented at 
the Fourth European Conference on Law and 
Psychology, Barcelona, Spain, April 1994).

Creating the future that we desire will require tena­
cious advocates who are willing to commit diemselves 
and their resources for the long term. This is not a 
program that will be completed in 1 year or a decade, 
but a goal that will yield slowly to a lifetime of effort. 
International health leaders of the 1960s expected to 
see few changes in health in their lifetimes [18], They 
believed they would start changes that would provide 
a foundation for the next generation. They were sur­
prised to see major improvements in health indices 
within decades. Workers in violence can hope for 
major changes in a decade but should not be discour­
aged if it takes longer to change patterns of behavior 
that are ancient in origin but accentuated by modem 
conditions. A less violent world is a legacy within our 
grasp.

William H. Foege, MD, Executive Director, The Task Force for 
Child Survival and Development, The Carter Center, One CopenhiU 
Avenue, Atlanta, GA 30307, USA.

emotional distress and nonfatal physical injury, but 
many of these assaults are also fatal. Attempted sui­
cide, alcohol and drug abuse, depression, and child 
abuse are also frequent consequences. We need to 
identify effective measures for reducing the threat that 
women face of being physically abused or sexually 
assaulted by partners, acquaintances, and strangers. 
We need to change the way people think about the 
prevention of violence against women by shifting from 
an approach limited to interventions designed to iden­
tify and assist victims to one that also addresses the 
societal norms and factors contributing to the occur­
rence of violence. We also need to develop a stronger 
scientific basis for preventing violence against women 
by using the public health model of monitoring, epi­
demiologic analysis, intervention design, implementa­
tion, and evaluation.

Understand the global significance
Violence is a global problem, with interpersonal vio­
lence, ethnic violence, and national conflict being 
interrelated. The solutions are also interrelated, not 
only from the standpoint of the issues, such as health, 
economic development, education, enfranchisement, 
and democracy, but also from the standpoint of our 
approach. A global approach to the problem of vio­
lence is far more likely to change the social climate, 
the political interest, and the likelihood of identifying 
solutions.
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CDC
National Center for Injury Prevention and Control

Suicide in the United States
The Problem

iSuicide took the lives of 30,484 Americans in 1992 (11.1 per 100,000 population).

More people die from suicide than from homicide in the United States.

Nearly 60% of all suicides are committed with a firearm.

Suicide Among the Elderly

From 1980-1992, the largest relative increases in suicide rates occurred among those 80-84

Page 1 of 3

On an average day, 84 people die from suicide and an estimated 1,900 adults attempt 
suicide.

Males are at least four times more likely to die from suicide than are females. However, 
females are more likely to attempt suicide than are males.

Suicide rates are generally higher than the national average in the western states and lower 
in the eastern and midwestern states.

Men accounted for 81% of suicides among persons aged 65 years and older. From 1980- 
1992, the rate for men in this age group increased 10% (from 34.8 per 100,000 to 38.4). 
The rate for women was unchanged (6.0).

CENTERS FOR DISEASE CONTROL 
AND PREVENTION

Suicide rates increase with age and are highest among Americans aged 65 years and older. 
The ten-year period, 1980-1990, was the first decade since the 1940s that the suicide rate 
for older residents rose instead of declined.

In 1992, white males accounted for 73% of all suicides. Together, white males and white 
females account for almost 91 % of all suicides. Suicide rates are higher than the national 
average for some groups of Asian and Native Americans.

’Suicide data were obtained from vital statistics on the underlying causes of death prepared annually by 

the National Center for Health Statistics at the Centers for Disease Control and Prevention.



Suicide Among the Young
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For young people 15 to 24 years old, suicide is the third leading cause of death, behind 
unintentional injury and homicide. In 1992 more teenagers and young adults died from 
suicide than died from cancer, heart disease, AIDS, birth defects, stroke, pneumonia and 
influenza, and chronic lung disease combined.

Risk factors for suicide among older persons differ from those among the young. Older 
persons have a higher prevalence of alcohol abuse, depression, a greater use of highly 
lethal mehods, and social isolation. They also make fewer attempts per completed suicide, 
have a higher male-to-female ratio than other groups, have often visited a health-care 
provider before their suicide, and have more physical illnesses.

Among persons aged 15-19 years, firearm-related suicides accounted for 81% of the 
increase in the overall rate of suicide from 1980-1992.

The risk for suicide among young people is greatest among young white males; however, 
from 1980 through 1992, suicide rates increased most rapidly among young black males. 
Although suicide among children is a rare event, the dramatic increase in the rate among 
persons aged 10-14 years underscores the urgent need for intensifying efforts to prevent 
suicide among persons in this age group.

Persons under age 25 years accounted for 16.4% of all suicides in 1992. From 1952-1992, 
the incidence of suicide among adolescents and young adults nearly tripled. From 1980- 
1992, the rate of suicide among persons aged 15-19 years increased by 28.3% and among 
persons aged 10-14 years by 120%. For African American males aged 15-19, the rate 
increased 165.3%.

Suicide rates among the elderly are highest for those who are divorced or widowed. In 
1992, the rate for divorced or widowed men in this age group was 2.7 times that for 
married men, 1.4 times that for never-married men, and over 17 times that for married 
women. The rate for divorced or widowed women was 1.8 times that for married women 
and 1.4 times that for never-married women.

People living in a household where a firearm is kept are almost five times more likely to 
die by suicide than people who live in gun-free homes. (Ref: Kellerman et al, Suicide in 
the home in relation to gun ownership. New England Journal of Medicine 1992;327;467- 
72)

Firearms were the most common method of suicide used by both men (74%) and women 
(31%).

years of age. The rate for men in this age group increased 35% (from 43.5 per 100,000 to 
58.6).



CDC’s Program in Suicide Prevention
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Centers for Disease Control and Prevention. Programs for the prevention of suicide among 
adolescents and young adults; and Suicide contagion and the reporting of suicide: 
recommendations from a national workshop. MMWR 1994; 43 (No.RR-6).

The National Center for Injury Prevention and Control (NCIPC) is working to raise awareness 
of suicide as a serious pubic health problem and of science-based prevention strategy as an 
effective means of reducing injuries and deaths due to suicide. NCIPC conducts surveillance 
and research, including a study of environmental factors influencing suicide attempts among 
persons age 13-34 years, developing ways to screen and identify youth at risk of suicide, 
evaluating prevention programs in Native American communities, developing guidelines for 
spokespersons and news media to describe and report suicides responsibly, and making 
information available to communities interested in carrying out prevention programs (Youth 
Suicide Prevention Programs: A Resource Guide, 1992).

Centers for Disease Control. Youth Suicide Prevention Programs: A Resource Guide. 
Atlanta: Centers for Disease Control, 1992.

Kellerman AL, Rivara FP, Somes G., Reay DT, Francisco J, Banton JG, Prodzinski J, Fligner 
C, Hackman BB. Suicide in the home in relation to gun ownership. New England Journal of 
Medicine 1992;327;467-72.

Suicide prevention resource materials available from CDC :
Kachur SP, Potter LB, James SP, Powell KE. Suicide in the United States, 1980-1992. 
Atlanta: Centers for Disease Control and Prevention, National Center for Injury Prevention 
and Control, 1995. Violence Surveillance Summary, No.l.

Centers for Disease Control and Prevention. Suicide Surveillance Summary Report, 1980- 
1990. Atlanta, GA: Centers for Disease Control and Prevention, 1994.

For more information, write or call: 770-488-4362 
National Center for Injury Prevention and Control 
Division of Violence Prevention
Centers for Disease Control and Prevention
Mailstop K60
4770 Buford Highway
Atlanta, Georgia 30341-3724

Potter LB, Powell KP, Kachur SP. Suicide prevention from a public health perspective. 
Suicide and Life-Threatening Behavior. 1995; 25(1):82-91.

CDC. Suicide among Children, Adolescents, and Young Adults-United States, 1980-1992. 
MMWR 1995; 44 (No. 15); 289-291.
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Youth Violence in the United States

• Of all homicide victims in 1993, 38% were younger than 24 years old.

• Nearly 20% of all violent crime arrests in 1992 involved a juvenile under 18 years of age.

CENTERS FOR DISEASE COMTROL 
AND PREVENTION

• Homicide is the second leading cause of death for persons 15-24 years of age and is the 
leading cause of death for African-American and Hispanic youth in this age-group.

The Public Health Approach
• Violence is a public health problem because of its tremendous impact on the health and well­

being of our youth. Over the last 15 years, CDC has used science to understand the problem of 
violence in America and to determine what works to prevent it.

• The homicide rate among males, 15-24 years old, in the United States is 10 times higher than 
in Canada, 15 times higher than in Australia and 28 times higher than the same rate in France 
or in Germany.

• In 1990, 4.1% or 1 in 24 students in a national survey reported carrying a firearm for fighting 
or self-defense at least once in the previous 30 days. In 1993, this was true of 8% or 1 in 12 
students.

• The number of arrests for murder among youth under 18 years of age increased 51% between 
1988 and 1992, compared to 9% for adults.

Youth as Victims
• In 1993, 8,424 young people 15-24 years old were victims of homicide. This amounts to an 

average of 23 youth homicide victims per day in the United States.

Youth as Perpetrators
• Arrest rates for homicide, rape, robbery, and aggravated assault are consistently and 

substantially higher for young people 15-34 years of age than for all other age groups.

Youth and Firearms
• Annual rates of firearm homicide for youth 15-19 years of age increased 158% between 1987 

and 1993.

• In each year since 1987, more than 80% of homicide victims 15 to 19 years of age were shot to 
death.



• Other CDC activities include:

Extramural research on injury topics including violence

For more information, call (770) 488-4362

Data collection and analysis, including the preparation of surveillance summaries on homicide, 
suicide, and firearm injury and mortality in the United States; research on risk and protective 
factors; training; and developing public awareness of the problem and solutions.

The Prevention of Youth Violence: A Framework for Community Action', a manual for 
community organizations on organizing activities to prevent youth violence.

• The public health approach, which identifies patterns and risk factors and implements 
interventions and evaluates effectiveness, has worked with many health problems and will also 
work with violence.

• Poverty, discrimination, and lack of opportunities for education and employment are important 
risk factors for violence and must be addressed as part of any comprehensive solution to youth 
violence. Strategies for reducing violence should also begin early in life, before young people 
adopt violent beliefs and behavioral patterns.

CDC’s Program to Prevent Youth Violence
• As the lead agency in injury control, CDC plays a key role in coordinating activities and 

programs in the Public Health Service to prevent youth violence.

• The public health approach is multidisciplinary and enlists many strategies and approaches that 
are necessary in dealing with such a complex issue as violence.

• CDC is also supporting the development of surveillance systems in seven states to monitor 
firearm injuries and related risk behaviors (e.g., safe storage, carrying weapons). The 
information generated from these surveillance systems will help states to assess the magnitude 
of the firearm injury problem and evaluate programs and policies designed to prevent firearm 
injuries.

• The central focus of CDC’s activities is on intervention and evaluation research. Fourteen 
evaluation projects are currently underway in eleven cities in the United States. The primary 
goal of these projects is to determine which interventions are effective in preventing and 
reducing aggressive and violent behavior. The majority of the projects emphasize primary 
prevention and are cooperative efforts between schools, health departments and community 
partners.



r

CDC
LTSA.

Firearm Injuries and Fatalities

The Problem

In 1993 there were 39,595 firearm-related deaths. These included:

Homicide

More than 60% of homicides are committed with a firearm.

Firearms and Adolescents and Young Adults

In 1992-93, there were about 100,000 nonfatal firearm injuries treated in hospital 
emergency departments in the United States.

In 1990, firearm injuries cost over $20.4 billion in direct costs for hospital and other 
medical care and in indirect costs for long-term disability and premature death.

Firearm assaults on family members and other intimate acquaintances are 12 times more 
likely to result in death than are assaults using other weapons.

- over 18,500 firearm-related homicides
- over 18,900 firearm-related suicides
- over 1,500 unintentional deaths related to firearms

At least 80% of the economic costs of treating firearm injuries are paid for by taxpayer 
dollars.

In 1992, firearm injuries were the second leading cause of death for young people, 10 to 
24 years of age and the third leading cause of death for persons aged 25 to 34.

Since the mid-1980s, homicide rates have increased by 41% in Americans 15 to 24 years 
of age. Over 90% of the increased number of homicides was committed with firearms.

In 1992, 5,373 women were murdered. Firearms, usually handguns, were the weapon 
most commonly used.

CENTERS FOR DISEASE CONTROL
AND PREVENTION

National Center for Injury Prevention and Control



Over 25% of those who died from firearm injuries in 1990 were 15 to 24 years old.

Suicide

Unintentional Firearm Injuries

For more information, write or call:

770-488-4362

Firearm injuries are responsible for more deaths to U.S. teenagers than all natural 
diseases combined.

People living in households in which guns are kept have a risk of suicide that is 5 times 
greater than people living in households without guns.

In 1992, there were 779 unintended firearm deaths among persons aged 10 to 29, 
accounting for 55% of all unintentional firearm deaths in the nation that year. 
Unintentional firearm deaths are those that occur when the person firing the gun does not 
intend to harm another.

Since 1985, the risk of dying from a firearm injury has increased at least 77% for 
teenagers 15 to 19 years of age.

In 1992, 3,073 persons aged 15-24 committed suicide using a firearm, representing 
almost 17% of all suicides by firearm that year.

National Center for Injury Prevention and Control 
Division of Violence Prevention
Centers for Disease Control and Prevention
Mailstop K60
4770 Buford Highway
Atlanta, Georgia 30341-3724

The 1990 CDC Youth Risk Behavior Survey showed that 4.1%, or 1 in 24 students, 
carried a firearm for fighting or self-defense during the 30 days preceding the survey. In 
the 1991 survey, this percentage increased to 5.5%, or 1 in 18 students. In 1993, the 
percentage of students reporting they had carried a gun went up to 8%, or 1 in 12.
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ometimes it’s hard to cope with good news. In New
York, the crime rate has been falling faster than 
anyone ever hoped or dreamed, but city residents 

are having trouble digesting the news. Andrew Karmen, a 
sociologist at John Jay College who studies crime, says 
some of his students are from Brownsville, one of the 
roughest neighborhoods in Brooklyn. When he tells them 
how far the crime rate has fallen, they are astonished.

Amazingly, the numbers are down in every precinct of 
every borough. In 1990, 2,245 people were murdered in 
the city. This year the total may be 1,000 or less. Rates of 
assault, robbery and rape are plummeting, too. “It’s a 
totally different city,” says journalist Pete Hamill. “It’s 
like a siege has been lifted.”

Hamill says he now sees women coming
out of the subway in Brooklyn carrying __ -
Macy’s shopping bags. Until recently,
he says, no Brooklyn woman reason- 
ably could expect to make it home 
from Manhattan on the subway still in 
possession of her packages. But now 
the subways are safe and clean. Al­
most all the derelicts and panhan­
dlers are gone. Graffiti, too. No
train is allowed to leave the yards
if it has a single graffiti mark on
it. To get an idea of what the
subways were like in the 1950s,
drop a token and take a ride
now. Crime is falling in other
cities: Los Angeles, Houston,
Wichita. But no city has New
York’s dramatic numbers.
Richard Brown, the district at­
torney in Queens, says he has nev­
er seen anything as extraordinary as
this in his 40 years in government.

What is going on? Answer: Nobody really 
knows. Criminologists talk about “simultaneity” —many 
things are happening at once, and it’s hard to sort them 
out. Prison building is paying off, taking the most danger­
ous criminals off the streets. The crack epidemic may be 
fading, partly because kids have seen what it did to their 
parents. Turf wars among drug dealers are declining— 
most of the losers have already been shot, so killing is 
down. The police department has been shaken up, beefed 
up, decentralized and modernized. And a terrific wave of 
immigration, particularly Asian, has breathed new life 
and hope into the city, solidifying many dicey neighbor­
hoods and reclaiming some decaying ones.

Changed behavior. Whatever the reasons, the falling 
crime rate is a severe blow to the “root causes” theory of 
crime —that crime won’t fall until we erase poverty and 
despair. No root cause has changed since 1990. Demo­
graphics and the city economy haven’t changed much in 
five or six years either. It’s behavior that’s changed.

Police say fewer people are packing guns now. In 1993, 
one out of every 438 fare beaters jumping the subway

fl
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turnstiles was arrested for carrying a loaded gun. By early 
1995, transit police had to search 1,034 fare beaters to find 
one loaded gun. More than half the guns seem to have 
vanished in less than two years. Why? Police have stop- 
and-frisk powers they lacked a few years ago. But atti­
tudes on guns are changing, too.

This shows up in a surprising statistic on youth mur­
ders. Nationally, violence by adults over age 25 has been 
dropping, at least since the start of the 1980s, while vio­
lence by the under-25s has soared. But New York is dif­
ferent. The number of murders committed by youngsters 
16 to 24 has declined steadily since 1991. A report on city 

murder rates by Andrew Karmen suggests that gun­
slinging is no longer hip and cool among 
city kids. “As this subcultural shift in val­

ues spreads among youngsters,” he 
writes, “it brings about a decline in 

gun toting, which in turn contrib­
utes to a drop in the murder rate.” 

But the largest factor in New 
York’s new climate appears to be 
the triumph of the “broken win­
dows” theory. That theory was 
announced by political scientist 
James Q. Wilson and criminol­
ogist George Kelling in a fa­
mous 1982 Atlantic Monthly ar­
ticle. It says that the best way to 
fight serious crime is to fight 
the disorder that precedes it 
and weakens a neighborhood — 
panhandling, graffiti, drunks 

sleeping on the sidewalks, 
wrecked cars that remain un­
towed, a street population taking 

over a park.
The transit authority turned the 

subways around by bringing in Kelling as 
an adviser in 1989, and William Bratton as transit police 
chief in 1990. They installed zero-tolerance policies for 
graffiti and panhandling. Many thousands of turnstile 
jumpers were arrested in vast sweeps. With symbols of 
social control returning, riders began to trust the subways 
again, and crime rates fell.

The same theory was applied to parks. Bryant Park, an 
open-air drug den near Grand Central Station, was con­
verted into a derelict-free jewel of a space with fresh flow­
ers placed each day on the sinks of immaculate rest 
rooms. Most of all, “quality of life” issues have been part 
of the police shake-up. The old image of police as a reac­
tive warrior caste waiting in police cars for word of new 
felons to chase is fading. In the new view, the core func­
tion of police is the prevention of crime by maintaining 
order. The broken-windows theory is ascendant over 
Manhattan’s traditional liberal culture of root causes and 
of untrumpable individual rights for troubled street peo­
ple. This is happening in other cities too, and it’s very 
good news for us all. ■

■ __
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A GUIDE TO THIS BOOK

8 “Violence is the leading cause of lost life in this 

country today. If it’s not a public health problem, 

why are all those people dying from it?"

Dr. David Sotcher, director, 

U.S. Centers for Disease Control 

and Prevention, 1994
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stroke 

chronic liver disease

In 1977, a group of physicians in the U.S. Public Health Service met to draw 

up a list of the 12 most important steps to prevent deaths in the United 

States. Instead of looking only at the leading causes of death, they consid­

ered the leading causes of premature death, before age 65. At that time the 

top five induded injuries, homicide and suicide. The research also revealed 

that the rate of violence was rising rapidly, particularly among the young.

6

7

I Years of potential life lost before age 65 
I per 100,000 population under 65 years of age

human immunodeficiency virus

Centers for Disease Control and Prevention, National Center for 

Health Statistics: Vital Statistics of the United States, Vol. II. Mortality. 

Table 31 Years of potential life lost before age 65 for selected causes 

of death, according to sex and race: United States, selected years 

1970-1992.

335.5

625.3

509.3

386.0

378.8

355.9

301.2

107.3

97.9

73.7

69.4

59.5

8

9

10 i pneumonia and flu

11 diabetes

pulmonary diseases

United States

1992

4 j
c i

other unintentional injuries
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1 cancer

2 I heart disease
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10 Out of this meeting emerged a new development: a medical 
and scientific specialty that tracks violence as an epi­
demic, which is defined as anything that affects great numbers of people.

These specialists put violence in the same category and apply the same sci­

entific tools as those that are being used to reduce and control other epi­

demics, such as lung cancer and motor vehicle crashes. They use a public 

healtr1 model that studies the interaction among the host or person who is 

injured or killed , the agent of injury or death , and the environment in which 

that injury or death takes place. They define risk factors, then develop and 

evaluate methods to prevent violent incidents. 

Few would argue that violence in the United States is epidemic. The coun­

try ranks first among industnalized nations in its rate of violent deaths. 

Already, more children die from violence than from disease. Homcide and 

suicide account for more than one-third of the country's 1415,000 annual 

VIOient deaths, wh1cn include car crashes and other incidents. If firearm 

death rates continue on their present course. more Americans will die from 

gunshots than car crashes within IO years. Already, it is the case in California, 

the District of Columbia and six other states. 

Violence-prevention proponents note that the challenge to change attitudes 

toward violence - to convince Americans that violence is 
predictable and preventable - is no different from the atti­

tudes public health experts faced when they suggested in the 1950s that lung 

cancer could be avoided by not smoking, and m the I 960s that automobile 

deaths and injuries could be reduced by, among other things. weanng seat 

belts and not drinking alcohol. 
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For example, until the 1960s, traffic deaths and injuries were typically 

blamed on "the nut behind the wheel." Prevention approaches were limited 

to admonitions to drive safely. Then, public health experts, law enforcement 

agencies, transportation departments, injury control scientists, consumer 

advocates, public policy makers and vehicle manufacturers began looking at 

auto deaths and injuries as a public health issue. Instead of studying only how 

the human factor contributed to crashes, they also investigated the vehicle 

itself and the environment. In I9xx Congress authorized the National 

Highway Traffic Safety Administration, which accumulated data through its 

Fatal Accident Reporting System (FARS). FARS uses police records and 

death certificates to accumulate data on the driver (age, sex, blood alcohol 

level and fault), the vehicle (vehicle identification number that reveals make, 

manufacturer and product characteristics), and the environment (weather, 

location, and roadway conditions). Researchers used FARS data to identify 

unsafe conditions in driver behavior, vehicles, and the environment to rec­

ommend specific safety improvements.

As a result, over the last 30 years, often amid great controversy, car manu­

facturers added to their vehicles collapsible steering columns, seat belts, 

shoulder harnesses, roil bars, padded dashboards, anti-lock braking systems, 

airbags, and safety glass. States passed laws requiring seat belts and car seats 

for children. Stiff penalties were created for people driving under the influ­

ence of alcohol. Highway engineers improved the safety of roadways and 

intersections. If the death rate from auto crashes remained the same as it 

was 30 years ago, instead of 40,000 people killed every year, an estimated 

80,000 would be dying annually on the nation's highways.
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12 When public health researchers began identifying the risk factors that con­

tributed to auto crashes, journalists began reporting breaking news of traf­

fic injuries and fatalities differently. They began including the type of car and 

its manufacturer, whether people were driving drunk or wearing seat belts, 

the conditions of the road or intersection and whether stop lights were 

functioning or stop signs were in place. Feature articles focused on issues of 

automobile safety design, laws to prevent drinking and driving, recalls to cor­

rect safety problems and court cases that addressed auto safety issues.

similarly, since the 1980s, a silent stampede of violence pre­
vention research and programs have been instituted on a 

national, state and local level. Physicians, public health experts, epidemiolo­

gists and social scientists are using the public health model to study violence. 

They analyze the relationship among the person who is killed or injured, the 

weapon, and the physical, economic and social environments in which vio­

lence occurs. In 1983, the Centers for Disease Control and Prevention initi­

ated a program to study the causes of violence, and founded the Center for 

Injury Control and Prevention. In 1984, U.S. Surgeon General C. Everett 

Koop declared that violence was as much a public-health issue for today's 

physicians as smallpox was for previous generations. In 1988, Deborah 

Prothrow-Stith, now an assistant dean at the Harvard School of Public 

Health, established in Massachusetts the first office of violence prevention in 

a state department of public health. Schools of public health at universities 

across the nation are pursuing epidemiological research into risk factors such 

as firearm and alcohol use.
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Violence is a difficult epidemic to understand and control because DO One 
factor — elimination or redesign of guns, decrease in availability of alco­

hol, or reduction of media violence — will prevent all violence. 
Each type of violence in a particular community comprises a unique combi­

nation of soda!, cultural, biological, and economic risk factors. Therefore 

prevention approaches must involve a unique combination of people who 

attempt to solve the problem: doctors, researchers, community organizers, 

lawmakers, police, judges, social workers, teachers, parents, and citizens.

Traditionally, journalists have reported violent incidents as only a law 

enforcement and criminal justice issue. But now that an epidemiological 

approach to violence has been established, the media Can expand 

their reporting of violence, in breaking news and features to 

identify factors that contribute to violence.

Identifying the risk factors of violence is a complex undertaking. There 

are many different types of violence — violence against 

women in their homes, child abuse, youth violence, violence against men, 

violence by soouses, violence by acquaintances, violence by strangers, etc. 

Risk factors vary with different types of violence, and often, from communi­

ty to community. Some of the risk factors that have been identified as con­

tributing to high levels of the many types of violence include: poverty, radal 

segregation and discrimination, unemployment, the ready availability of alco­

hol, the ready availability of handguns, media violence, being male, being 

young, a lack of education in child rearing, childhood exposure to lead, 

abuse as a cniid, witnessing violent acts in the home or neighborhood, the 

belief in masculine dominance over females, and isolation of the nuclear 

family.



DRAFT COPY: NOT FOR PUBLICATION

14 Breaking news of violent incidents, which ordinarily includes information 

about the victim, the alleged assailant, the weapon, and the immediate cir­

cumstances of the incident can also now expand upon or include informa­

tion about an identified risk factor. Were the people involved drinking alco­

hol? How many alcohol outlets exist in that community? What is the rela­

tionship of the people involved — are they friends, family, acquaintances or 

strangers? Do the people involved have jobs? If a gun was involved, what 

type is it? Who is the manufacturer? Where was it obtained? How much did 

it cost? In addition, the consequences and costs to families and society of this 

violent incident can be identified. Does the victim have health insurance? 

How much does hospitalization cost and who pays for it? Did the children 

of the victim or perpetrator witness the violent incident, and if so, are they 

receiving counseling? What happens to the families and the homes of the 

people involved as a result of this incident? And. with the ready availability 

of data, violent incidents can be put into perspective to answer the follow­

ing question: how common is this crime in this community?

Feature articles can focus on types of violence in the community, and what 

community groups are doing — or not doing — to decrease the inddence. 

If community groups are not doing anything, reporters can find a similar 

community that is incorporating prevention strategies to reduce violent inci­

dents. There are thousands of organizations across the United States that 

have taken actions to reduce all types of violence in their towns and cities, 

with varying degrees of success.
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I developed this approach over several years of thinking and reporting about 

violence. It is my belief- that with the current wealth of available epidemio­

logical data and prevention strategies that are being offered and implement­

ed on a daily basis in this country, OUT traditional methods Of 
reporting violence are now archaic, and, more important, 

irresponsible to our readers, who derive their picture of the world from

This briefing book comprises four sections. The first 

presents newspaper articles exemplifying the traditional way of reporting 

incidents of violence, and rewrites of those articles that incorporate infor­

mation based on current data and research as well as the consequences of 

the violent incidents. The second section highlights different types of vio­

lence, provides basic information and primary resources to obtain updates 

and further information. These data are designed to be used in articles as 

needed. Attribution to this publication Is not necessary. The third section 

offers several case studies in which communities have applied prevention 

strategies. The last section lists resources for basic data, research and advo­

cacy groups.

This briefing book is not a blueprint, but a guide, it 
does not provide a complete list of resources, but it does provide a new and 

necessary perspective on reporting violent inddents. Although national and 

state figures provide an overall perspective of trends of violent incidents, 

each community has its own unique problems, and it is the responsibility of 

journaiists in each community to identify problems of violence and strategies 

that people in that community are taking to prevent violent incidents.
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This new method of reporting violent incidents and issues helps put violence 

in perspective, so that people in our communities have enough information 

to know whether they want to make changes in their behavior, in the behav­

ior of manufacturers or sellers of products, or in how their local govern­

ments respond to issues related to violence.

jane Bien Stevens

Davis, California 1996

what we present to them. The old way provides only enough information to 

increase fear of violence and a fatalistic attitude toward preventing violence. 

We owe it to our readers to point out the identi­
fied factors that contribute to violence, to help them 
make informed decisions.
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MADELYN S. GOULD,1X3 SYLVAN WALLENSTEIN,1 and 

MARJORIE KLEINMAN3

Gould M. S. (Div. of Child Psychiatry, College of Physicians & Surgeons, 
Columbia U., New York, NY 10032), S. Wallenstein, and M. Kleinman. Time-space 
clustering of teenage suicide. Am J Epidemiol 1990;131:71-8.

The occurrence of time-space clusters was examined in national mortality data 
on suicide among adolescents aged 15-19 years obtained from the National 
Center for Health Statistics Mortality Detail Files for 1978-1984. The analyses 
indicated that overall significant time-space clustering occurred among 15-19 
year olds. The authors thus believe that they have documented for the first time 
that outbreaks of suicide occur more frequently than expected by chance alone. 
The occurrence of suicide clusters among teenagers appeared to vary consid­
erably by state and year of investigation. There is some indication that there has 
been an increase in teenage clusters in more recent years.

among those aged 15-19 years to the second 
leading cause of death in 1985. Increasing 
concern about the problem of teenage sui­
cide has also been associated with a number 
of highly publicized suicide outbreaks in 
teenagers (2-4).

Accounts of suicide epidemics, referring 
to unusually high numbers of suicides oc­
curring in a small area within a limited 
time period, have been reported from an­
cient times to the 20th century (5-7). Di­
verse populations, including psychiatric in­
patients (8-12), high school and college stu­
dents (13,14), community samples (15-18), 
Native Americans (19), marine troops (20), 
prison inmates (21), and religious sects (22) 
have been the focus of reports of cluster 
suicides. It has been suggested that psychi­
atric problems increase susceptibility to 
commit suicide in a cluster (13, 15, 18, 19, 
21); however, the proportion of sporadic 
noncluster suicides with psychiatric prob­
lems may not differ from proportions re­
ported in the case series of cluster suicides.

The reports of suicide outbreaks are dif­
ficult to interpret There is no systematic 
surveillance or reporting system of suicide.■
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Suicidal behavior in adolescents is a ma­
jor public health problem. Approximately 
2,000 persons under age 20 years killed 
themselves in 1985 in the United States, 
representing a rate of 10 per 100,000 of the 
adolescent population (1). The suicide rate 
among teenagers has increased approxi­
mately 200 percent since 1960, moving sui­
cide from the fifth leading cause of.death

••

Received for publication January 23, 1989, and in 
final form June 5,1989.

1 Department of Psychiatry, College of Physicians 
& Surgeons, Columbia University, New York, NY.

’ School of Public Health, College of Physicians & 
Surgeons, Columbia University, New York, NY.

’ New York State Psychiatric Institute, New York, 
NY.

Reprint requests to Dr. Madelyn S. Gould, Division 
of Child Psychiatry, College of Physicians & Surgeons, 
Columbia University, 722 West 168th Street, New 
York, NY 10032.

This work was supported by research contract 200- 
85-0834(P) from the Centers for Disease Control and 
a Faculty Scholars Award from the William T. Grant 
Foundation.

Portions of this paper were presented at the annual 
meeting of the American Academy of Child and Ado­
lescent Psychiatry, Washington, DC, October 1987.

The authors thank Patrick O’Carroll and James 
Mercy of the Centers for Disease Control for their 
advice and comments on the research project.

-■ '*'•

• •

./--MW

1 - .•

...

.■■S'.

■ ■■■

. • - I

7?;



. , . 

. .. ., 
.;; . .;. .. . 

• � 
• 

• 
• 

I;�•• (,•,-(,1

· r-; :-< : /.:t_t:1
•· ·· · t. . ... /.• ,, I,: .... ;_�·, , 

I.:: _: .. ::· :. ·:.)�!..::·. :i

- _{- -· • -·' :}Y . :1
: :: .. :{/t};/: 

72 GOULD ET AL. 

clusters. Therefore, these case series have 
selection biases that may affect their rep­
resentativeness. In such descriptive studies, 
no comparison groups or statistical anal­
yses have been included. Without reference 
to a comparison group, descriptions of the 
demographic and psychologic characteris­
tics of suicides that occur within the con­
text of a cluster are speculative. What may 
appear to be a ubiquitous characteristic of 
cluster suicides may not differentiate those 
suicides from sporadic noncluster suicides 
and, therefore, knowledge of this charac­
teristic may be of limited value in under­
standing and preventing this particular 
type of death. Moreover, to the authors' 
knowledge, there has been no research that 
has applied statistical techniques for the 
detection of clusters of suicides in time and 
space, although a substantial number of 
studies have examined temporal clustering 
after suicide stories (see references 7 and 
23 for reviews). Few studies have examined 
temporal fluctuations in general (24-27) or 
spatial patterns (27). It is suicide clusters 
occurring in temporal and geographic prox­
imity that most closely approximate the 
concept of an outbreak in a particular com­
munity. However, some clustering of sui­
cide is bound to occur by chance alone even 
if suicides occur essentially at random. 
What is necessary to determine is wbether 
or not outbreaks are occurring to an extent 
greater than would be expected by chance 
variation. The extent to which such time­
space clustering occurs among adolescents 
is the focus of the present paper. 

MATERlALS AND METHODS 

Data sources 

Vital Statistics Mortality Detail Tapes 
for 1978-1984 from the National Center for 
Health Statistics were employed in the 
time-space cluster analysis of suicide 
among those aged 15-19 years. (Five years 
of data, 1978 through 1982, were originally 
contracted for study by the Centers for 
Disease Control (28). During the course of 

the study, data for 1983 and 1984 became 
available and were included in the anal­
yses.) Information on the place of occur­
rence and residence on the Mortality Detail 
Tapes from the National Center for Health 
Statistics is available at the state and 
county level and for city of residence for 
cities of 100,000 persons or more. Mortality 
data for 1978-1985 was also requested from 
state vital statistics offices from 12 states, 
representing at least one state within each 
of the nine regions of the United States 
(Colorado, Connecticut, Illinois, Massa­
chusetts, Missouri, Nebraska, New York, 
North Carolina, Ohio, Tennessee, Texas, 
and Washington State) because informa­
tion on the town of occurrence and resi­
dence was available from the states' vital 
statistics data. 

A suicide was defined as any person 
�hose cause of death had been listed as 
codes E950-959 of the Ninth Revision of 
the International Classification of Diseases 
(ICD-9). The late effects of a self-inflicted 
injury (E959) were included in the analyses 
because the timing of the death, in addition 
to the initial suicidal act, may influence a 
subsequent suicide. However, this classifi­
cation of death only accounted for up to 0.1 
percent of the total number of suicides and, 
therefore, it is unlikely that it had an im­
pact on the analyses. 

Statistical methods 

Several statistical methods have been de­
vised to detect and statistically assess time­
space clustering, or outbreaks, of disease 
(29-33). The three most commonly used 
techniques are the methods of Ederer et al. 
(29), Knox (30), and Mantel (31). These 
techniques have been applied to the study 
of clustering of leukemia, Hodgkin's dis­
ease, Burkitt's tumor, and other lympho­
mas (32). Chen et al. (34) have found 
little difference between the methods of 
Knox, Ederer et al and Mantel; however, 
they also reported that the methods were 
weak in detecting clustering in their sim­
ulated data on Hodgkin's diseas.e. The 
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Mantel procedure, based on actual dis­
tances in space and time between all pairs
of cases, was not suitable for the present
analyses because of the nature of the avail­
able data (e.g., discrete units of geographic
areas). The Ederer-Myers-Mantel method,
as usually applied, is based on the maxi­
mum number of cases within a given geo­
graphic area in a calendar year. The stan­
da.rd time parameter of one year did not
seem appropriate for a model -of suicide
outbreaks. Moreover, the Ederer-Myers­
Mantel method is sensitive to temporal
clustering as well as time-space clustering
(31). Therefore, the Knox procedure was
employed in the present analysis. The Knox procedure considers all possi­
ble pairs of cases and the time and space
distances between them. It seeks to estab­
lish clustering by demonstrating a positive
relation between the time and space dis­
tances of a pair. The Knox method requires
the specification of critical values for time
and space to define closeness. In the origi­
nal formulation of the Knox procedure, the
precise time and place of occurrence of each
case was employed. The procedure was
modified (32) so that cases were regarded
as close in space if they had occurred within
the same geographic area (defined in a sub­
sequent section). The test statistic involves
a comparison of the observed number of
pairs close in time and space with the ex­
pected number, which is the product of the
proportion of pairs that are close in time
with the number of pairs close in space.
The variance of the statistic was based on
the method of David and Barton (35) and
the significance of the statistic was evalu­
ated using the ratio,

Z = (0 - 'E)/Jvariance,
which approximately follows a normal dis­
tribution.
Definition of cluster: critical values in time 

and space 

There are no explicit definitions of a
suicide cluster in the literature. Therefore,

initial operational definitions and limits for
time and space parameters were examined:
in an exploratory analysis of National Cen­
ter for Health Statistics data for 1978 and
mortality data for 1978 through 1985 pro­
vided by state vital statistics offices from
the 12 states previously noted. 

Two space units, county of residence and
occurrence, were compared in the National
Center for Health Statistics data. County
is the smallest unit of space that is available
on the total population of deaths recorded
in the National Center for Health Statistics
data. The analyses indicated extensive
overlap between the residence at the time
of death and the place of occurrence for
teenage suicides (85 percent concordance
in the 1978 National Center for Health
Statistics data}. To assess whether county
'units of space were as adequate as smaller
units of space, such as town units, four
space units were compared in the state
data-the county of residence and occur­
rence and town of residence and occur­
rence. The exploratory time-space cluster
analyses of the state vital statistics data
indicated that county of residence yielded
a more sensitive space unit to define a
cluster (28). 

Five critical time units to define close­
ness between pairs of cases were exam­
ined-3, 7, 14, 30, and 60 days-covering a
broad range of values that correspond to
common units of time (i.e., 1 week, 2 weeks,
1 month, and 2 months}. There was little
difference between the five time units in
the exploratory examination. Therefore,
the analyses of the National Center for
Health Statistics data are here reported. for
7, 14, and 30 days.

Attributable risk 

It is of value to determine the proportion
of all suicides that occur in clusters because­
the practical significance of clusters should
be taken into account along with the statis­
tical significance. A precise method to es­
timate this proportion is not avail.able.
However, an approximation is given as fol-
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lows. The Knox method identifies the num­
ber of observed and expected pairs within 
a given county and "contagious" time 
period (e.g, the critical time units). The 
expected and observed numbers of pairs 
(not cases), E and 0, respectively, are cal­
culated routinely in the Knox method. If 
there was no overlap among pairs, the num­
ber of cases would be simply twice the 
number of pairs. However, for time units of 
7 through 30 days it is likely that there 
would be some overlap among the pairs, in 
other words, the same person could be close 
in time and space to two different people. 
Therefore, the number of individuals would 
be less than twice the number of pairs. A 
listing of the close-close pairs was exam­
ined to determine the number of unique 
cases among the pairs. The ratio of the 
number of observed cases within a conta-
gious period to the maximum number of 
cases (twice the number of pairs) will 
be called Q. Q can be empioyed to trans­
late the excess number of pairs into the 
number of excess individual suicides, using 
2Q (0 - E). Thus, an index of the propor­
tion of cluster suicides, accounting for 
chance, is 

I= 2Q(0 - E)/N,

where N is the total number of teenage 
suicides. Negative values indicate that the 
observed number of close-close pairs is less 
than the expected number. The value of 
100 percent is unattainable in this frame­
work. This index must be interpreted with 
caution because the magnitude of the index 
might vary depending on the sampling unit. 
Moreover, while the approximation is suit­
able for this data set, the assumptions un­
derlying the utilization of the index may 
not be applicable wh�n (0 - E)/N is large. 

RESULTS 
For purposes of strict data analysis (no 

contamination of results with exploratory 
1978 analysis), the Knox procedure was 
applied to the National Center for Health 
Statistics mortality data for 1979-1984 
combined (see table 1). (The analyses re-

mained essentially unchanged by the inclu­
sion of 1978.) The analyses indicated that 
overall significant tim�space clustering oc­
curred among adolescents aged 15-19 years. 
The analysis represents the total extent to 
which suicides cluster in time and space, 
i.e., both simultaneous suicides that oc­
curred on the same day and sequential sui­
cides that occurred at least' 1 day apart
within the critical time period are included.
The simultaneous suicides may represent
suicide pacts. Several anectodal reports of
clusters indicate that suicide pacts have
occurred as part of a cluster of suicides
(reference 6 and James Mercy, Centers for
Disease Control, personal communication,
1988). A pact can both precipitate a subse­
quent cluster and. likewise, have been in­
fluenced by an earlier suicide. Neverthe­
less, suicide pacts do occur outside the con­
text of an outbreak, and it is of interest to
attempt to separate the significance of se­
quential time-space clustering from simul­
taneous time-space clustering. The Knox
procedure was appli�d to the National Cen­
ter for Health Statistics data redefining the
critical time periods so that close suicides
occurred at least 1 day apart. The signifi­
cance and effect size, as measured by the
observed/expected number of close-close
pairs, remained largely unchanged. Both
analyses indicated significance in two out
of three window sizes (see table 1). Al­
though the analyses relating to the 14-day
time unit were not significant at the 0.05
level, the pattern of results is qualitatively
similar.

Each year was examined separately to 
identify any differential pattern per year 
and to determine whether clustering of sui­
cides bas increased (see table 2). The at­
tributable risk percent statistic showed a 
tendency to increase in the later years in 
the analyses of the 14- and 30-day time 
units. The largest deviations from the ex-· 
pected number of close-close pairs of sui­
cide, indicative of the most substantial 
clustering, occurted in 1984; noticeable, 
though smaller, deviations also occurred in 
1983. 
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TABLE l 

Result& of Knox procedun on 1979--1984 National �nu�for Health Statistics Mortauty Detail File 

Critical time Claae-cloM pain 

Oburved Variance p value

Simultaneous and sequential suicides• 
7 days 

14 days 
30 days 

1,121.4 
2,323.0 
5,048.7 

1,196 
2,399 
5,220 

1,121.5 
2,321.2 
5,060.3 

0.012 
0.05i 
0.008 

Sequential suicides only 
7 days 

14 days 
30 days 

1,033.4 
2,235.0 
4,960.7 

1,094 
2,297 
5,118 

1,033.6 
2,233.7 
4,973.7 

0.029 
0.094 
0.012 

• wSi.multaneousR suicides occurred on the same day. Sequential suicides occurred at least l day apart (see
text). 

TABLE 2 

NumMr of expected and observed "close-close" poirs and percentage of "cwster• ,uicides within cowtties, 
accounting for chance (attributable risk percent (JtR%)): National Center for Heallh Statistic, Mortality Detail 

File, 1979--1984 

Critical Lime 
7 days 14 days 30 days 

Close-close pain Close•clou pain �pain 
Year 

1979 
1980 
1981 
1982 
1983 
1984 

223.5 
208.3 
174.5 
207.6 
173.2 
147.5 

Observed 
228 
193 
194 
225 
185 
169 

0.2 
0 
1.8 
1.3 
1.0 
L9 

� 

461.1 
422.6 
354.3 
423.4 
352.9 
304.6 

Observed 
456 
400 
365 
434 
375 
350 

-0.3·
0 
0.6 
0.5
1.1 
3.3

985.5 
894.2 
751.6 
902.7 
754.5 
639.2 

Obse,-,·td 
998 
883 
752 
914 
803 
702 

AR% 

0.1 
0.2 

-0.4" 
0.3
2.0
3.7

• Negative values indicate that the observed number of wclose-close" pairs is less than the expected number.

The percentage of all suicides that oc­
curred in clusters, an approximation of the 
attributable risk percentage, was estimated 
using National Center for Health Statistics 
data (table 2) and state vital statistics data 
(table 3). The magnitude of this index 
might vary depending on the sampling unit; 
therefore, the estimates were determined 
for clusters defined by a county unit of 
space using National Center for Health 
Statistics data and for clusters defined by 
town of residence using the state vital sta­
tistics .data. Based on an average of the 
national data for all the years, the percent­
age of suicides that occurred in clustl!rs 
within counties appears to be approxi­
mately 1 percent, but in 1984 the percent­
age varied between 1.9 and 3.7 percent. 
From the state data, the percentage of clus­
ters within towns averaged 2.3 percent, 

with estimates ranging from less than 1 
percent to 13 percent. Estimates for indi­
vidual states based on expected values of 
less than five close-close pairs should be 
interpreted with caution. The 11 states em­
ployed in the latter analysis are not neces­
sarily representative of the United States 
as a whole and are presented merely to give 
an indication of the variability by state and 
to provide an estimate for clusters defined 
by town of residence in addition to those 
defined by a county unit of space. 

DISCUSSION 

Clustering of teenage suicides is occur-. 
ring to an extent that is significantly 
greater than would be expected by chance 
variation. There is no clear-cut pattern, but 
it appears that teenage clusters are more 
common in recent years. The ex"tent to 
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AR« AR%AR%State
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0.2
0.7
1.3
3.3
0.5

- 0.3t 

2.8

2.1
2.7
0.1
6.7

8.4
1.0 

73.1 
2.6
7.2
2.2
3.8 

29.3 
11.6

161.2
6.6

1.8
0.0
0.9 
2.0 

-0.lt 
5.8
3.1 
1.5
0.5 

-1.2t

4.3

■BilBslSBliB

18.9
2.1

157.3 
5.6 

17.2
4.1
8.8

63.4
26.9

348.7
12.4

i •

-> r> i f.i

Colorado

Connecticut 
Illinois 
Massachusetts 
Missouri
Nebraska 
North Carolina
Ohio 
Tennessee
Texas 
Washington

■“*• f S'

5*;«'

. i'S>-.• 
**• ’ !.

3.8
0.5

34.8

1.1
3.2
1.1
1.9

13.6
5.7

78.3
3.5

• New York State is not included because town of residence was not available in the New York State vital 

statistics data set.
t Negative values indicate that the observed number of “close-close” pairs is less than the expected number.
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Table 3

Number of expected and observed ‘close-close’ pairs and percentage of ‘cluster’ suicides within towns of 
residence, accounting for chance (attributable risk percent (AR%)): state vital statistics data*, 1978-1985

Critical time

14 days

Close-close pairs

Expected Observed

10
1

78

5
7
4
6

33
12

154 
10

7 days

Close-close pairs

Expected Observed

4
1

40
5 
4
1
4 

19
8

79
9

w
;.V

30 days

Close-close pairs

Expected Observed

20
3

162
9

19
10

14
68
26

335
16

■/A.-'

- \ . •>
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which clustering of suicides occurs among employment of mortality data. There is also 
other age groups is the focus of another a potential bias that would yield the oppo­
report by the investigators (41). The per- site effect on estimates of clustering. There 
centage of teen suicides that occurred exists the possibility that the occurrence of 
within a cluster period, accounting for one or two suicides in a community may 
chance, was approximately 1 to 2 percent, induce medical examiners to classify some 
with considerable variation by state, sam- additional ambiguous deaths, such as motor 
pling unit, and year of investigation. The vehicle accidents, as suicides. However, in 
discrepancy between the present estimate examinations of the validity and reliability 
of suicides that occurred within a cluster of suicide statistics, it has been concluded 
and the impression given by media coverage that overreporting is negligible (it is pri- 
of clusters may be accounted for by the marily underreporting that needs to be con- 
large number of clusters that are expected sidered) and that the misclassification of 
by chance. For example, in 1979 through accidents or undetermined deaths has not 
1984 for a 7-day window, the estimate of been able to explain changes in suicide 
suicides that occurred within a cluster rates over time and has little impact on 
would rise to 24 percent if the number of epidemiologic research or studies of social 
expected occurrences was not taken into correlates of suicide (24, 36-38). Therefore, 
account. The estimates of the effect size it seems unlikely that this bias could ex- 
are approximate because they do not reflect plain the finding of significant time-space 
clusters that do not conform to the time clustering of suicide.
and space parameters employed in -the The demonstration of time-space clus- 
study. Moreover, these estimates do not tering of teenage suicide is consistent with 
reflect clusters of attempted suicides. It is a mechanism of contagion. However, it does 
not possible to enumerate suicide attempts not necessarily identify it as the underlying 
adequately because no registry of attempts mechanism. The analytic techniques to de­
exists. Therefore, the estimates of cluster- tect time-space clustering are not designed 
ing may represent a lower bound due to the to identify the mechanisms underlying a 
set definitions of a cluster and the sole cluster. For example, it is not possible to
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for a substantial reduction of the suicide 12’ Sacks identification

rate among teenagers. However, the rela-
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occurrence of a suicide within a community 
appears to increase the risk of a subsequent

guidelines will have to await the systematic 
ascertainment of the mechanisms that un­
derlie a cluster situation.

portion of cluster suicides, the sole focus 
on suicides that occur within a cluster 
would be an inadequate prevention strategy

population. An interim set of guidelines for 
such communities’ responses to a suicide 
has recently been developed by the Centers
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Suicide: Epidemiology, 
Prevention, Treatment

In 1992, a total of 1,847 American adolescents 
(15-19 years old) took their own lives (suicide rate = 
10.82/100,000). Although the highest suicide rates 
generally occur among older adults and elderly per­
sons, the number of adolescent and young adult sui­
cides is quite substantial and increasing. In 1992, 
more than 15% of all suicides in the United States oc­
curred among adolescents and young adults between 
the ages of 15 and 24. Suicide rates for these groups 
have nearly tripled in the last 30 years (Fig. 1). One 
of the nation’s public health objectives for the Year 
2000 is to reverse this disturbing trend and reduce the 
adolescent suicide rate to less than 8.2/100.000.60 We 
hope that the epidemiology of youth suicide may sug­
gest effective science-based preventive interventions.

1
I

EPIDEMIOLOGY

Suicide is the third leading cause of death in the 
15- to 19-yearage group, behind unintentional injury 
and homicide. Overall, it is the ninth leading cause 
of death and the sixth leading cause of years of po­
tential life lost before age 65 (YPLL-65).18 Before 
describing the epidemiology of suicide among 
young persons, it is important to consider the origins 
of the data that support our scientific understanding 
of adolescent suicide. Suicidal behavior ranges in 
severity from merely thinking about self-destruction 
(suicidal ideation), through developing a plan and 
obtaining the means, to attempting, and finally to 
completing the fatal act (Fig. 2).

ADOLESCENT MEDICINE: State of the Art Reviews—Vol. 6, No. 2, June 1995
Philadelphia, Hanley & Belfus, Inc.
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FIGURE 1. Age-specific suicide rate,* 15-24 year olds, U.S., 1900-1990. 
Source: NCHS mortality files.
‘Rates = deaths per 100,000 population per year.
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FIGURE 2. Continuum of suicidal behavior and opportunities for preventive inter­
vention.

Important differences exist between people at different stages along this contin­
uum; most individuals who experience suicidal ideation or make a single suicide attempt 
do not go on to kill themselves. Thus, the epidemiology of completed suicide differs 
from the epidemiology of attempted suicide, which, in turn, differs from the epidemi­
ology of suicidal ideation. Furthermore, data on each of these activities are collected 
from various sources, and the quality of information available on the different forms of 
suicidal behavior can differ substantially.49

Suicide fatalities are tracked through a national system of vital statistics compiled 
by the National Center for Health Statistics. This system is based on death certificate 
data and considered reasonably complete, but it includes only limited information on 
the risk factors and personal characteristics of the deceased. There are several other lim­
itations inherent in the vital statistics data. Suicides may be slightly underreported,54 and 
there is usually a 3-year lag between the time of an event and the availability of the rel­
evant vital statistics. Nevertheless, mortality data are useful for describing general 
trends in suicide nationwide.

For each suicide death, it is estimated that there are as many as 25 attempted sui­
cides.40 Unfortunately, there is no national system and few, if any, local and statewide 
systems for reporting nonlethal suicidal behaviors. To characterize trends in suicidal
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TABLE 1. Risk Markers and Risk Factors Associated with Suicide in Adolescents

Association with Elevated RiskRisk Markers & Risk FactorsCategory of Risk

Demographic

Psychiatric

Biologic

i Social/Environmental

I
tive inter-

i

Older adolescents, young adults 
Males
Whites, Native Americans 
Non-Hispanics
Depression, bipolar disorder 
Alcohol, drug abuse 
History of suicide attempt 
Anxiety, conduct, personality 
Family history of suicide 
Altered serotonin metabolism 
Western states, rural areas 
Suicide of friend or peer
Discipline, relationship problems 
Firearm in the home

compiled 
certificate 
mation on 
other lim- 
rted,54 and 
of the rel- 

ig general

tis contin- 
de attempt 
ide differs 
e epidemi- 
: collected 
it forms of

!000
IT]

Compteted
•uicide (Death)

Age
Gender
Race
Ethnicity
Affective disorders
Substance abuse
Prior suicidal behavior 
Other psychiatric conditions 
Genetic predisposition
Neurobiologic factors 
Geographic location
Exposure to completed suicide 
Predisposing circumstances
Availability of means

mpted sui- 
statewide 

tn suicidal

Demographic Characteristics

One of the most apparent demographic markers of suicide risk is age. Suicide rates 
vary considerably, even within the adolescent and young adult population. In recent 
decades, suicide has increasingly affected younger and younger age groups. During the 
1960s, suicide rates rose most dramatically for young adults in the 20- to 24-year age 
group. The young adult suicide rate peaked and began to level off in the 1970s and 
1980s. At the same time, the adolescent (15-19 years) suicide rate continued to climb. 
Suicides before age 15 years have always been rare. In 1992, for example, there were 
only 314 suicides reported among children less than 15 years old. However, this mod­
est total belies a 100% increase in suicide rate among children 10-14 years old that oc­
curred between 1980 and 1992.18

Gender, race, and ethnicity also feature importantly in the epidemiology of suicidal 
behavior. Suicide rates are higher than the national average among white teens, lower 
among African-Americans, and intermediate among young persons of other races.18 This 
other race category combines a heterogeneous assortment of many cultures—including

ideation and attempted suicide, public health officials rely on systematic reviews of hos­
pital records, population surveys, and special studies. These data sources often include 
meaningful detail that is lacking in the mortality data. Many of these special studies have 
been limited to adult populations. Academic research specifically focused on adolescent 

suicide is a relatively recent endeavor.
Some young people are at greater risk for self-inflicted death than others. Epi­

demiologists and suicidologists have described specific characteristics that are most 
closely associated with an elevated incidence of suicidal behavior. These include de­
mographic, psychiatric, biologic, and social or environmental features. Some charac­
teristics—such as gender, race, and family histon -are permanent markers. Recogniz­
ing them can help identify individuals and populations at greatest risk of suicide and 
most in need of preventive services. Other features-including mental health status and 
living conditions — are amenable to change. Such modifiable risk factors often suggest 
specific intervention strategies. Table 1 summarizes the identified characteristics and 
risk factors that have been associated with suicide in adolescents. Even with our present 
understanding of the multiple features that may predispose individuals to suicidal be­
havior, it is not possible to predict with confidence which young people will eventually 

take their own lives.

IK
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reported consistently by all 50 states and the District of Columbia. Consequently.not

race,

Hanging

1.95

* Adolescent aged 15-19 years. All rates are per 100,000 population per year.

3.39 
1.72 
4.78

0.65 
0.15 
1.76

i
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uals who attempt suicide by highly lethal methods such as firearm or hanging are suc­
cessful 90% of the time.40 Therefore, uncompleted suicide attempts by these means are
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the most prevalent method of suicide, hanging second, and firearm injury third. For all 
groups of males, hanging was the second most common method of completed suicide

Behavior Survey, 10% of female and 6% of male high school students reported that they 
had attempted suicide at least once in the 12 months preceding the study.17 The highest 
rates of attempted suicide were reported by Hispanic students (12%), followed by white 
(8%) and black (6.5%) students. In other studies Native-American youth are reported to

_ Some of the variation in the rates of attempted and completed suicide amon« the 
*rr*nf rm___  t i . t . .
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Native Americans, Alaska Natives, Asian-Americans, and Pacific Islanders-which are 
not reported consistently by all 50 states and the District of Columbia. Consequently, 
these rates may not accurately reflect the experience of any one of the component groups 
Likewise, Hispanic ethnicity actually represents a number of distinct cultural groups and 
is not consistently recorded on death certificates. In states where these data are well re­
ported, the highest suicide rates of all occur among Native Americans. Hispanic popula­
tions demonstrate suicide rates only slightly below the national average.1841

Completed suicides among males outnumber those among females in every age race 
and ethnic group.18 For the total U.S. population, the male to female ratio is roughly 4-1 ’ 
Among white teens, male suicides outnumber female suicides 5:1; for teens of other races, 
the ratio is 4:1; but among African-Americans, the ratio approaches 8:1. From 1980 to

TABLE 2. Adolescent Suicide Rates* by Method, Race and Gender, U.S., 1991 

Race/Gender
Group

Total
Males

white
black
other

Females
white
black
other

1992, the overall adolescent suicide rate rose 27%. At the same time, the suicide rate for 
male African-American youth more than doubled. Although males are much more likely 
to complete suicide, females have more nonfatal suicide attempts. In the 1990 Youth Risk

relatively rare.

Psychiatric Risk Factors

Much of what is known about suicide risk is derived from retrospective studies

All

Methods

10.82

18.39 
14.83 
17.45

3.66 
1.92 
5.03

suicide were reported by Hispanic students (12%), followed by white

have attempted suicide up to 65% more frequently than white youth.4’38
Some of the variation in the rates of attempted and completed suicide amono the 

different race and gender groups may be related to their choices of method. The total 
and method-specific suicide rates for teens in each of the race and gender groups are 
provided in Table 2. Overall, firearms accounted for the majority (68%) of suicides 
among 15-19 year olds in 1992.18 Firearms were the leading method of suicide for all 
race and gender groups except for females of other races, among whom poisoning was

and poisoning was third. Among females, poisoning deaths were more common than 
hangings. Poisoning is the most common method of attempted suicide overall. Individ-

____________

where researchers interview a surviving parent, friend, or other close proxy to identify

Firearms

7.33

12.85 
12.58 
10.99

1.72 
1.30 
1.26

Poisoning

1.12

1.40 
0.22 
1.20

1.10 
0.38 
2.01

Cutting

0.04

0.09 
0.00 
0.00

0.00 
0.00 
0.00

Other

0.37

0.66
0.30 
0.48

0.17 
0.08 
0.00

is not consistently recorded on death certificates. In states where these data are well

tions demonstrate suicide rates only slightly below the national average.1841
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as many as 40% of adolescent suicide attempters will make a repeat attempt, and as 
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many as 14% will eventually go on to die by suicide.27

Biologic Markers

Family history is also a recognized marker of increased risk for suicide.27-54 To 
some researchers, this suggests that there may be a biologic trait passed from genera­
tion to generation which predisposes some people to suicidal behavior. In addition to 
genetic factors, social and environmental forces almost certainly contribute to this ten­
dency for an increased risk of suicide in the families of suicide victims.

More direct evidence suggesting a biologic basis for suicide has become available 
in recent years as considerable progress has been made toward understanding the neu­
robiologic processes that underlie many psychiatric conditions, including those that pre­
dispose to suicide. A number of studies have shown altered levels of serotonin metabo­
lites in the cerebrospinal fluid of adult psychiatric patients who completed suicide.23-42

Other

0.37
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specific life events and psychiatric symptoms that a suicide victim experienced before 
death. Case-control studies using this psychological autopsy technique have shown that 
nearly all adults who complete suicide had evidence of a specific psychiatric condition 
that could be diagnosed retrospectively.5 Similar findings have been reported in studies 
of adolescent suicide victims. In their New York study, Shaffer and colleagues noted that 
at least half of all adolescent suicide victims had prior contact with a mental health pro­
fessional.54 In more recent work from Southwestern Pennsylvania, Brent and his research 
team identified psychiatric symptoms in all but 10.5% of youthful suicide completers.9-11

Among the conditions most commonly recognized in these and similar studies were 
affective disorders, alcohol and other drug abuse, and conduct, personality, and anxiety 
disorders. Substance abuse appears to be particularly important in young populations.51 
All of these conditions were far more common among suicide victims than in a control 
group of demographically matched adolescents from the same community. In almost 
every case, psychological autopsy revealed that psychiatric symptoms and disorders ex­
isted for months or years before the suicide, although many conditions went undiag­
nosed until after death. These retrospective findings are supported by some early 
prospective evidence. Rao and colleagues followed a cohort of more than 400 de­
pressed, anxious, and normal adolescents into adulthood. Seven of the subjects com­
pleted suicide during the follow-up period. All seven belonged to the group diagnosed 
with depression in childhood.51

Not surprisingly, some of the strongest risk factors for completed suicide are pre­
vious nonfatal suicidal behaviors. Psychological autopsy studies have concluded that, 
compared with adolescents in the community, suicide victims showed higher rates of 
suicidal ideation as well as prior suicide attempts.9-48-54 Among young persons with 
identified psychiatric risk factors, a history of suicidal behavior may help identify those 
at greatest risk of subsequent suicidal activity. In a small prospective study of adoles­
cent psychiatric inpatients, those who did not show evidence of suicidal inclinations on 
admission were far less likely to make a suicide attempt during a 6-month follow-up pe­
riod, than were those patients originally admitted for either suicidal ideation or directly 
following a suicide attempt.7

Although they are important risk factors, suicidal ideation and attempted suicide 
can be difficult to detect in adolescents. Furthermore, some suicidal behavior is very 
prevalent among otherwise healthy young people —but completed suicide remains un­
common. Not every suicidal ideator or attempter goes on to complete suicide. Thoughts 
of suicide, in particular, are so widespread that they may not be a useful indicator of 
which adolescents are most in need of preventive services.54 Attempted suicide is a more 
serious suicidal behavior and a better predictor of future suicidality. Studies indicate that
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young people.- Relatively few (5%) adolescent and young adult suicides occur in the com 

combination of the two. In case-control studies, Brent and colleagues found increased 
rates of depression and suicidal ideation among the surviving siblings14 and friends10 of 
adolescent suicide victims. Despite these interesting findings, preventing the process of 
contagion would reduce the number of adolescent slides by only a small fracZ

PREVENTION

Based on recognizing-and, where possible, modifying-risk factors for adoles- 
' ■. <*. a wide vanety of prevention programs has been developed and imple- 

cidal behav^X^T 31 0[m°re P°SitiOnS aIong the C011tincum of sui­
cidal behavior (Fig. 2). For the most part, these programs were developed and operated
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More recent work has also identified peripheral markers of impaired neurotransmitter 
sive l^ut'as5^ r mT' ^V^5510'1-47'51 This early evidence is far from conclu-

in a community attempt or complete suicide 
icre is often evidence that knowledge of the

chemical marker for suicidal risk.29 ' ‘

Social and Environmental Risk Factors

A number of social and environmental conditions can influence suicidal behavior 
High levels of divorce, migration, unemployment, abuse of alcohol and other drugs, as 

we as more general indicators of limited socioeconomic opportunity and an unstable so­
cial environment have been noted in communities w ith higher rates of youth suicide 27-22

™ ■' ■'oun8 •** ,h°“ ”ith

cipItaOng events in the pathogenesis of adolescent suicide and adolescent suicide at­
tempts. 2; 15.39 Among the most frequently recognized precipitating life CvCIlls art 
personal loss interpersonal conflict, disruption of a romantic attachment, inadequate fam­
ily support, difficulties in school, and impending legal or disciplinary problems A his- 

i°r SeXUa.1 ab^Se6'7 ’n childliood also contributes to suicide risk in adoles- 
nts Still largely unexplored is the role of emerging sexual orientation in youth suicide.19 
i ng^neraI’sulclde rates are higher in western states, while southern, northeasternl StatCS Sh°W relatiVely l0Wer rates- This regional variation can belargely attributed to an excessively high rate of firearm-related suicide.1* Ecologic stud­

ies have shown that communities where firearms are more readily available have hioher 
rates of suicide-particularly among young people-than similar communities where 
gun are more carefully restneted.s2 The availability of handguns appears to be partic­
ularly important.61 Case-control studies have determined that individuals who live in 
homes where a firearm is kept are as much as 5 times more likely to die by suicide 

hmwn riskX rip P^S;Sted "Ven af‘er ^"trolling for psychiatric symptoms and other 
riskZmr a addl'1011’the ^liability of a firearm was the most important
hii.I wd HCd in 3 StUdy of su,cides in adolescents without evidence of mental



177

out

a
i

■ i

themselves or for others. Evaluative research indicates that these measures can improve

RiJ

ar adoles- 
nd imple- 
im of sui- 
1 operated

transmitter
om conclu- 
a practical

risk groups, young people learn about suicide, its risk factors, and how to seek help for 
themselves or for others. Evaluative research indicates that these measures can improve 
students’ knowledge about suicide, at least in the short term.46-58 Studies that have
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munity membere (e.g., clergy, police, recreation staff), or health care providers to iden- 
- - • • ■ - ■ c- - ----1—uh services. The ex-

tent of training provided varies from program to program. One essential feature ot 
gatekeeper training programs in general is a strong link to local mental health service 
providers In evaluation studies, participants of school gatekeeper training programs 
demonstrated improved knowledge of suicide and willingness to refer students for ap-

that providing information about suicide to large numbers of adolescents might actually 
encourage some students to attempt it. There are no studies that demonstrate any mea­
surable effect—positive or negative—on rates of completed suicide.

sought to evaluate the effect of general suicide education on students’ attitudes toward 
seeking help have failed to show a significant positive impact.-'’ There is some concern

General Suicide Education

General suicide education is the most common of the suicide prevention strategies. 
Through these programs, usually conducted in schools and only rarely targeted at high-

fective disorders, have considerable merit in their own right, whether or not they achieve 

a measurable reduction in suicide rates.

School and Community Gatekeeper Training

These programs train school staff (e.g., teachers, coaches, counselors^ other com- 

tify young persons at risk for suicide and refer them for mental health services. The ex­

it behavior, 
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Screening
In these programs, a standardized questionnaire is used to identify high-risk young 

persons who are then referred for further evaluation and treatment or other assistance. 
Potentially, screening could be an effective strategy to reach large numbers of individ­
uals and concentrate services on those most in need. Although numerous instruments 
have been developed, a sensitive and reliable screening protocol has not yet been es­
tablished.28 Therefore, this intervention strategy has not been widely employed.

providers. In evaluation studies, participants of school gatekeeper training programs 

propriate help.2-26 One Swedish sludy showed a very promising reduction in the local 

suicide rate for all ages after a community gatekeeper training program.53 No such eval­
uation has been attempted for programs specific to adolescents and young adults.

Suicide: Epidemiology, Prevention, Treatment

in relative isolation from one another. In 1992, the U.S. Centers for Disease Control and 
Prevention (CDC) compiled information on youth suicide prevention activities through- 
„ut North America and identified eight basic prevention strategies:20 (1) school gate­
keeper training; (2) community gatekeeper training; (3) general suicide education; (4) 
screening and referral programs; (5) peer support programs; (6) crisis centers and hot­
lines; (7) restriction of access to lethal means; (8) intervention after a suicide.

There is no consensus as to which of these specific measures is most effective. 
Indeed, there is very little scientific evidence either to support or refute the effective­
ness of these individual preventive strategies at reducing the rate of suicide among ado­
lescents and young adults. Establishing such an outcome would require prospective 
evaluation studies with very large sample sizes and long terms of follow-up—efforts 
that are well beyond the means of the local agencies that administer most teen suicide 

toward suicide are measured. However, some interventions have documented promis-
prevention programs. Too often, only changes in mental health knowledge or attitudes

ing reductions in rates of suicide risk factors and nonfatal suicidal behaviors. Moreover, 
certain interventions, such as early diagnosis and treatment of substance abuse or af-
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taken to identify underlying depressive, affective, or personality disorders as well as 
substance abuse. These diagnoses may frequently be difficult to make because depres­
sion in childhood and adolescence may frequently differ from the more classic presen­
tation of depression in adults. Assessment data can be used to guide decisions about im- 

[tll/Uiaiv munu^viuvi.v —r--------- i ... iij i j
treatment plan. Because suicidal intent is not static, clinicians should assess and docu-

to residents in that household almost five-fold.” It is critically important, then, to make 
sure that suicidal adolescents do not have access to firearms. Other measures include es-

Assessment
When suicidal thoughts or behaviors are identified, the first step is evaluating the 

risk of self-harm. Awareness of established risk factors is essential to an informed as­
sessment. Clinicians should inquire about the persistence, duration, and intensity ol the 
adolescent's suicidal urges, predisposing and precipitating conditions, and the extent 
and strength of interpersonal supports available to the young person. Care should be

Crisis Intervention
The immediate goal of any therapeutic plan is to protect the adolescent from self­

harm. In some cases the seriousness of the intent, the lack of adequate support, or both 
may require that the patient be hospitalized. Measures that can protect against self-harm 
begin with restricting access to firearms, medications, or other means of suicide. It has 
been documented that the presence of a firearm in the home increases the risk of suicide

lethal means-should be included wherever possible. Furthermore, CDC re“mmended

cents. Finally, they urged that suicide prevention planners incorporate evaluation ettorts 

into their developing programs.

Suicide: Epidemiology, Prevention, Treatment

However, suicide prevention experts agree that the crisis intervention model is a rea­
sonable approach and recommend specific steps for developing and implementing such 

a program."

Recommendations
The continued high rate of suicide among adolescents and young adults has inspired 

the effectiveness of these interventions, it is not possible to recommend one interven­
tion over another. In a review of youth suicide prevention efforts throughout North 
America, the Centers for Disease Control and Prevention (CDC) issued general recom­
mendations for youth suicide prevention.20 First, they noted that suicide prevention ef­
forts should be linked as closely as possible with professional mental health recov-"' 
in the community. Second, they suggested incorporating multiple interventions 
each program. Promising, but underutilized strategies-such as restricting access to 

lethal means—Snv/v*iv* -------------- i , .
expanding suicide prevention initiatives to young adult populations as well as adoles-

TREATMENT
Treatment of the suicidal adolescent can take many forms, including: hospitaliza­

tion, medical management of predisposing conditions, cognitive and behavioral psy­
chotherapy, and family counseling. In most cases the style and orientation of the thera­
peutic plan are determined by the needs of the patient and the skills of the therapist. Like 
prevention, there is a dearth of empirical evidence to support any one of the many treat­

ment options that are available.

1

mediate management (such as inpatient or outpatient care) and to develop an appropriate

ment the risk of suicide on several occasions throughout the duration of treatment.
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tn Casts: Seeking Solutions to Self-Destructive Behavior. Longmont, CO, Sopris

3. Berman AL, Jobes DA: Adolescent Suicide Assessment and Intervention.

port. Ongoing treatment must include appropriate therapy for affective disorders, suu- 
stance abuse, or any other condition which might predispose an individual to suicidal 
ideation or behavior. Therapy should also orient the client to the time limits of suicidal 
cr^es enabling him or her to recall better times in the past and to hope for a less trou­
bled future. Social skills training and interventions to alleviate loneliness can help the 
young person develop stronger and more positive social bonds beyond the therapeutic 
relationship. Cognitive-behavioral therapy, other behavioral approaches, further train­
ing m problem-solving skills, and techniques of anger and aggression management can 
all be applied to this phase of treatment.

Berman and Jobes3 describe two overriding issues that must be considered in the 
reatment of suicidal young persons. The first of these is the role that attachment plays 

in both the problem and its resolution. Because the therapist often belongs to the same 
generation as the client’s parents—from whom the adolescent is often rebelling—de- 
velopmg a therapeutic attachment can be challenging, but it is centra] to the process of 
recovery. Once solidified, the therapist should work toward generalizing this attachment 
to the client s relationships wnh family, peers, and others in the community at lar«e 
Second, regardless of the theoretical approach, the therapist should consider the unique 
circumstances of each case and involve the client in developing a plan of treatment 
Three critical steps in the treatment process are an assessment of suicidal risk

.^ardlefss of,the theoretical approach, the therapist should consider the unique
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CONCLUSION

Suicidologists and epidemiologists have identified many risk factors for suicidal 
behavior in adolescents and young adults. However, it is still not possible to predict with 
confidence which young persons will take their own lives. Additional research to better 
cha-ac enze modifiable risk factors is needed. Nevertheless, the predisposing condi­
tions already identified have helped to guide the development of preventive and thera­
peutic interventions. Although many such strategies have been implemented, there is 
ittle scientific evidence to suggest that any single intervention can successfully reduce 

hU‘C 7CCeSS in the Prevention a"d treatment of adolescent suicide
will depend on careful evaluation of ongoing efforts and a concerted effort to put the 
most effective prevention and treatment programs into place.
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SUICIDE CONTAGION AMONG 
ADOLESCENTS

Suicidal behavior in adolescents is a major public health problem. Suicide ac­

counts for 7.95% of all deaths in late adolescence (Shaffer & Fisher, 1981) and is 

among the top three leading causes of death for 15 to 24 years olds (Centers for 

Disease Control, 1985). For every completed suicide, there appears to be an 

overwhelming number of adolescents who attempt suicide, with estimates rang­

ing from 8 to 100 attempts to every completed suicide (Jacobziner, 1965; 

Kennedy, Kreitman, & Orcnstonc, 1974; Shncidman & Farbcrow, 1961).

One risk factor for youth suicide that has attracted considerable attention in 

recent years has been the role of imitation and contagion which is presumed to 

play a role in so-called suicide “epidemics” or "clusters” (Blonston, 1985; 

Doan, 1985; Fox, Manitowabi, & Ward, 1984; Gelman & Gangelhoff, 1983; 

McCain, 1984; Robbins & Conroy, 1983; Taylor, 1984; Ward & Fox, 1977). 

The importance of suicide contagion, the process by which one suicide becomes
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a compelling model for successive suicides or facilitates other suicides, has been 

suggested by two diverse literatures—the reports of suicide “epidemics” or 

“cluster outbreaks” and research on the effects of suicide stories in the mass 

media. A critical review of these two bodies of literature (published through 

1986) is the focus of this chapter.
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If contagion does play a role in suicidal behavior one would expect “outbreaks” 

of suicide. That is, an excessive number of suicides would occur in close tempo­

ral and geographic proximity. Evidence for suicide contagion has been reported 

in accounts of epidemic suicides from ancient times through the twentieth cen­

tury (Bakwin, 1957; Popow, 1911). Detailed accounts of epidemic or cluster sui­

cides can be examined for characteristics which suggest that suicide contagion 

may be part of the etiology. Table I summarizes these reports.

A number of studies highlight the choice of identical methods among suicides 

in a cluster (Ashton & Donnan, 1981; Crawford & Willis, 1966; Hankoff, 1961; 

Nalin, 1973; Rovinsky, 1898; Seiden, 1967; Walton, 1978). Most striking is 

Walton’s report of an unintentional death by antifreeze poisoning which was 

headlined in the evening paper. Five suicides from antifreeze poisoning ensued. 

One decedent was found on the bed next to the newspaper featuring the article, 

while another told her husband before her death that she drank the antifreeze 

because she read about it in the paper (Walton, 1978). Seiden (1967) described 

five cases of suicide by jumping that occurred within a month on a college cam­

pus. Each successive case was given extensive news coverage. In these two 

series, as in a report of suicides by burning in Great Britain (Ashton & Donnan, 

1981), decedents were not acquaintances and the route of contagion was pre­

sumed to be indirect via the mass media or word-of-mouth.

In reviewing epidemic suicide, Winslow (1895) observed, “All human ac­

tions are under the influence and power of example more than precept.” He at­

tributed the outbreak of suicides to “the force of imitation being so great and 

acting prejudicially on weak-minded persons or on those pre-disposed to mental 

disorders." Another ninctccnth-ccntury writer, in considering the role of the po­

tential suicide's intrinsic vulnerability and the impact of outside events, said that 

“it is difficult to determine how much was due to the psychopathic tendencies of 

the actors . . . and how much to the external circumstances which probably 

served only as the spark applied to the inflammable material” (Rovinsky, 1898). 

Contemporary researchers have also considered the impact of poor baseline emo­

tional functioning on susceptibility to suicide in a cluster (Ashton & Donnan, 

1981; Niemi, 1978; Robbins & Conroy, 1983; Walton, 1978; Ward & Fox, 

1977). Emotional well-being, then, could be viewed as a determinant of host 

susceptibility. However, the proportion of noncluster suicides with psychiatric
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Table 1. (continued)
s.

«

Ciiaiion DescriptionlFindings Proposed Mechanism

Hankoff, 1961 Case histones

process. . . .

8

Kahne, 1968 Psychiatric inpatients • An “epidemic” of 8 suicides
occurred.

Nalin. 1973

Niemi. 1978

school.

Population
Studied

Questionnaires sent to 
police districts

Questionnaires and 
interviews

12.000 U.S. Marine Corps 
troops stationed in a 
remote, isolated place

• “[SJuicide attempts may cluster 
among groups of young people 
with risk factors for self­
destructive behavior."

Hospital records, 
interviews

Suicides in jail in Fudand 
1963-1967. N = 28.

Data
Source

Chappagua high school 
students. New York, who 
presented with suicide 
attempt or ideation.

Psychiatric inpatienu,
average census = 26

Kobler & Stotland, 
1964

Case reports of patients 
seen at a psychiatric 
hospital

Hospital records, and case 
reports

• Sixteen suicide attempts and one 
suicide occurred in 12 months.

• Seven of the attempts occurred in 
July and August and were knife 
wounds. The suicide occurred 
during this span.

Robbins & Conroy, 
1983

Suicides and suicide 
attempts by malathion 
poisoning in Guyana

• Social expectations among 
hospital staff of helplessness and 
hopelessness were communicated • 
to the patients as an implicit or 
explicit expectation of suicide.

• Malathion was introduced to 
Guyana between 1960 and 1962 
and Malathion poisoning cases 
increased from 16 in 1962 to 100 
in 1964.

• From hospital records the 
malathion suicide attempt rate was 
31 per 100,000 and increasing.

• Identification and a “mental state 
of readiness ..."

• "Retroflexed rage, impulsively 
expressed and without obvious 
depression . .

• Uncontrolled availability of 
Malathion.

• “Widespread press publicity 
exploiting the dramatic aspects of 
cases in which rejected love is the 
motivation for poisoning has 
helped to give [Mjalathion an 
aura of lethality."

• Anempters may expect newspaper 
publicity of their act to affect 
their families.

• "[TJhe number of suicides 
committed in the lock-up within 
24 and 48 hours counted from the 
previous suicide in the lock-up 
was significandy greater than 
expected. . .

* Following 2 suicides in a high 
school population, 5 students 
attempted and 1 was admitted 
with severe suicidal ideation 
within 7 weeks. The first 
attcmpter was visited during his 
hospitalization by the other 5. 
They comprised a peer group at

• The suicide attempts represented 
infectious acting-out. the 
epidemic being "an emergent 
event of a shared group 
process. . . ."

• Choice of method seemed "more 
a matter of suggestion or 
conformity than of specific 
motivational significance."

• July-August attempts were 
“inaugurated by an attempt which 
attained 'maximum' secondary 
gains (evacuation) and terminated 
by an attempt which received 
'minimum' secondary gains (no 
hospitalization)."

• “(Ajll eight suicide cases 
occurred during a period of 
marked social disorganization 
within the hospital, a period 
which is most appropriately 
described as anomic."

• One patient attempted suicide 
12/23/59 and three others 
committed suicide between 1/1/60 
and 1/19/60. Another suicide 
occurred 6/60.



Table 1. (continued)

■
Population

Citation Studied Description/Findings Proposed Mechanism

Rovinski. 1898 Interviews

Rubinstein. 1983

males.

Psychiatric inpatientsSacks & Eth, 1981 Case histories

Seiden, 1967 Hospital records, police

8

Walton, 1978 Case reports

Ward & Fox, 1977

3,000.

• "There is little doubt that the 
publicity attached to the first 
unfortunate accident resulted in 
five imitative suicidal deaths."

Micronesia (the U.S. Trust
Territory of the Pacific 
Islands)

Suicides on a college 
campus

Native Americans in
Ontario

• Risk is high in "those who have 
formed pathological identifications 
with the victim as the result of a 
history of similar past experience, 
especially that of a suicidal or 
abandoning parent. . .

• The schizophrenic's impaired 
object relations and reality testing 
may increase “vulnerability to the 
partial and bizarre identifications 
that might have contributed to 
their suicidal preoccupation and 
behavior."

Data
Source

reports, coroner’s reports, 
newspapers, interviews

• Hypothesis of symbolic location 
rather than behavioral contagion.

• "(PJarticular locations may be 
highly valued and perhaps even 
necessary for the commission of 
suicide."

• Five male suicides by jumping 
occurred on the University of 
California, Berkeley campus 
during one month in 1967.

• Subjects had histories of chronic 
and severe mental disorders.

• Following a widely publicized 
unintentional death from 
antifreeze. 5 suicides and 6 
attempts occurred by that method.

• All of the suicides had preexisting 
psychiatric illness.

• Eight suicides within 12 months 
in a small rural community of

• Over 12 years. 25 suicides 
occurred in clusters of 3 or 4 
cases in several months, then 
none for a year or so.

* Eightfold increase in suicide rates 
since 1960 among 15-24 year old

Interviews with family and 
neighbors, police reports, 
coroner's reports, hospital 
records

Hospital and medical 
records, all death 
certificates, police records, 
church records; and 250 
semistructured interviews 
with suicide attempters and 
friends and relatives of 
suicide victims

Accidental poisonings, 
suicides and suicide 
attempts by antifreeze in 
England

• "[A]s suicide grows more 
frequent in these communities, 
the idea itself acquires a certain 
familiarity if not fascination to 
young men, and the lethality of 
the act seems to be trivialized."

• Prominence of role model a 
factor.

• “(SJuicides have acquired 
subcultural significance among 
male youth, giving use to fad-like 
and imitative acts."

• “mhe significance of the act 
acquires an aspect of collective 
identification and familiarity, 
making it less aversive to troubled 
youth."

• Members of a religious sect 
committed suicide by being 
buried alive.

• Deaths occurred in groups on 4 
occasions during a 3-month 
period.

• N = 9, unknown. 5.

• One patient's suicide precipitated 
another’s suicide attempt and 
suicidal preoccupation in another.

• The suicide attempter used the 
same method as the suicide 
(jumping). Patient with suicidal 
preoccupation had a previous 
attempt by this method and had 
visited the attempter in intensive 
care unit after his fall.

"Epidemic" suicides near 
Odessa. Russia

• “(TJhe stimulus of one suicide 
could suggest to others a similar 
mode of escaping an intolerable 
life situation.

• Contagion among vulnerable 

persons.

• The sect leader convinced 
followers that deaths from the 
Anti-Christians was imminent and 
unavoidable and that it was 
preferable to "die for Christ" 
volitionally by suicide.

• Influence of the charismatic leader 
on "psychopathic tendencies" of 
the members—"the spark applied 
to the inflammable material."
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suicide clusters. Therefore, these case series have selection biases that affect

their representativeness. As descriptive studies, no comparison groups or statisti-

a

cluster outbreaks occur. Sporadic reports of “outbreaks" are virtually impossi-

a

Studies in Progress

Critique of Methods

me-
Most of what is currently known about suicide clustering is based on anecdotal 

reports of case studies. There is no systematic surveillance or reporting system of 

“outbreaks” f ' _
chance variation. Such lime-space clustering would be suggestive of contagion*

problems (Robins, 1981) may not differ from proportions reported in case series 

of cluster suicides.

The mechanisms most often associated with epidemic suicides among suscep- 

tibles are imitation and identification (Bunch & Barraclough, 1971; Crawford & 

Willis, 1966; Niemi, 1978; Rosenbaum, 1983; Rubinstein, 1983; Sacks & Eth, 

1981). Ward and Fox (1977) studied a suicide epidemic on an Indian reserve 

during which 8 adolescents and young adults died from among the 37 families in 

that community. The researchers examined the way that one suicidal youth can 

serve as a role model to be imitated. “The stimulus of one suicide could suggest 

to others a similar mode of escaping an intolerable life situation.” The model 

also may be an unintentional death, as in the series of antifreeze suicides reported 

by Walton (1978). Sacks and Eth (1981) explored the idea of pathological 

identification in a cluster of suicides among hospitalized patients. They felt that 

these pathological identifications are “fostered by the individual's past history 

that may contain many points of common experience.”

Although imitation and identification may be powerful mechanisms, empha­

sizing these components exclusively, as in the (erm “copycat suicides," trivial­

izes the many other factors contributing to suicide. Suicides remain multideter­

mined events even when they occur in clusters. Imitation alone cannot account 

for the susceptibility and stresses each decedent brings to that final pathway.

Some researchers have considered the social environment and the ways in 

which disruptions in that environment or negative social expectations within the 

milieu may foster epidemic suicides. Rubinstein (1983) viewed rapid sociocul­

tural change as a precipitant for youth suicide, and cluster suicides in hospital 

settings have been attributed to social disruptions creating anomie or a sense of 

hopelessness (Anonymous, 1977; Kahne, 1968; Kobler & Stotland, 1964). 

Hankoff (1961) felt that the prospect of secondary gain was the major environ­

mental influence for a cluster of suicide attempts among U.S. Marines. The envi­

ronmental response to the first attempt provided significant secondary gains and 

became the harbinger of other attempts, which were finally averted by minimiz­

ing secondary gains.

These accounts of epidemic suicides indicate that temporal and geographic 

clustering of suicides does occur. Cluster suicides appear to be multidetermined, 

as are noncluster suicides, but imitation and identification are factors hypothe­

sized to increase the likelihood ofcluster suicides. Among susceptibles, the route 

of exposure to the model may be direct or indirect.

The nature of the existing research on suicide clusters limits conclusions that 

might be drawn. A critique of the research and areas recommended for further 

clarification will be presented in the next sections.

cal analyses have been included. Without reference to a comparison group, de­

scriptions of the demographic and psychological characteristics of suicides that 

occur within the context of a cluster are speculative. What may appear to be a 

ubiquitous characteristic of cluster suicides may not differentiate them from 

noncluster suicides and, therefore, be of limited value in preventing this particu­

lar type of death. Furthermore, most of the studies describe suicides amonglar type of death. Furthermore, most of the studies describe suicides e.-c-g 

adults. Youth may be differentially exposed and susceptible to the characteristics 

of suicide contagion presented in these case reports.

Until recently there has been no systematic research on the extent to which 

cluster outbreaks occur. Sporadic reports of “outbreaks" are virtually impossi­

ble to interpret. Even if the suicides are occurring essentially “at random,” some 

clustering is bound to arise by chance alone, and if enough people are looking for 

it, some are bound to find it. What is necessary to determine is whether or not 

“outbreaks” are occurring to an extent greater than would be expected by 

chance variation. Such lime-space clustering would be suggestive of contagion.

The absence of a standard operational definition for the time and space param­

eters of a suicide cluster limits our ability to conduct research, compare results 

from the existing case studies, or develop surveillance procedures. Without a 

clear and replicable definition for suicide clusters, surveillance cannot be under­

taken. A systematic surveillance procedure could determine what proportion of 

youth suicides appear to occur in clusters and how representative the case-series 

findings may be.

Ongoing studies are attempting to address the problems identified in the previ­

ous section. Field studies applying a “psychological autopsy" protocol Io sev­

eral cluster outbreaks include comparison groups and detailed analyses of the re­

lationships between the suicides in an attempt to identify possible mechanisms of 

suicide outbreaks. The Centers for Disease Control and the New York State Psy­

chiatric Institute are conducting two such studies. “The term ‘psychological au­

topsy’ was coined to describe a procedure that involves reconstruction of the life 

style and circumstances of the victim, together with details of behaviors and 

events that led to the death of that individual" (Farbcrow & Neuringcr, 1971). 

Data collection and analysis are still in progress for these studies. Additional sui­

cide clusters have been reported to the Centers for Disease Control in Atlanta. 

Table 2 highlights some recent known clusters.

These recent clusters indicate that it is not necessary for the decedents to have 

had direct contact with each other. In the Westchester County outbreak, indirect 

knowledge of the suicides appears to have been obtained through the news .... 

dia. Other clusters have a mixture of members from one social network plus indi­

viduals unknown to each other directly. Among those who knew another dece-
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dent, the degree of acquaintance varied from closest friends to those in the same 

school or church who knew of each other but had little direct personal contact.

Methods may be similar for the majority of deaths within a cluster, indicating 

a possible underlying imitative mechanism. The clearest imitation of method is 

seen in the Seattle expressway overpass jumpings, a method which had previ­

ously been extremely rare in that community. However, identical methods may 

not always reflect direct imitation of another decedent in the cluster. Although all 

of the Wind River suicides were by hanging, cultural factors may have predomi­

nated in that choice of method.

Time-space cluster analysis is another type of ongoing study that uses epide­

miological techniques to detect and statistically assess temporal and geographic 

clustering of suicides (Gould & Wallenstein, 1985). Several epidemiological 

techniques have been developed to examine the occurrence and significance of 

time-space clusters of disease (e.g., Ederer, Meyers & Mantel, 1964; Knox, 

1964; Mantel, 1967; Wallenstein, 1980; see Mantel, 1967, and Smith, 1982 for 

reviews). These methods seek to establish clustering by demonstrating an excess 

frequency of disease in certain times and places or a significant relationship be­

tween the time and space distances between pairs of suicides. These techniques 

are currently being applied to U.S. mortality data on suicides occurring during 

the period 1978 to 1984 and to a consecutive series of adolescent suicides in the 

Greater New York Metropolitan Area whose deaths occurred during the period 

June 1, 1984 through May 31, 1986. The principal aims of the study are to deter­

mine whether “outbreaks” of suicide are “real,” in other words, whether clus­

ters are occurring more frequently than by chance alone; what proportion of sui­

cides occur in clusters; whether clustering of suicides is predominantly a 

phenomenon of youth; and whether the proportion of cluster outbreaks is increas­

ing. The analyses will also provide guidelines on the time and space parameters 

that should define a suicide “outbreak.”

A limitation of statistical time-space cluster analyses is that they cannot indi­

cate whether clusters are due to the influence of a model suicide or whether the 

presumed model merely happened to be the first individual who committed sui­

cide in response to conditions that then led others to kill themselves. Field stud­

ies are better suited to identify the mechanisms of the clusters. A goal of the 

time-space cluster analytic study is to identify a representative sample of clusters 

for future complementary field investigations.

MEDIA INFLUENCES
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ii Most of the research of imitative suicide has focused on the impact of the report­

ing of suicides in the mass media. This research strategy examines the possibility 

of indirect transmission of contagion through the media, in contrast to direct 

person-to-person propagation. Studies on the impact of nonfictional suicide sto­
ries will first be reviewed (see Table 3), followed by a review of the studies on 

fictional suicide stories (see Table 4).
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Table 3. Studies Examining Media Influences on Subsequent Imiutive Suicides':

Nonfictional Suicide Stories

FindingsMethodologyCitation

No.

s

the “observed"

Period and
Population Studied

Yes—sex- and 
age-specific.

Support of
Imitation

Suicides and undetermined 
deaths in Portsmouth, 
England, in 3-year period, 
1/1/70 to 12A3I/72. -There 
were 76 deaths (54 suicides 
and 22 undetermined).

Barraclough.
Shepherd, &
Jennings, 1977

Association between 
newspaper reports of 
suicide inquests and men 
under 45 years, but not 
for other age and sex 
groups. Characteristics of 
the suicides did not 
correspond to the 
reports.

Comparison
CrouplPeriod

Baron & Reiss,
1985

Daily U.S. suicides for
1972-1976 (also examined 
homicides for 1973-1978; 
only the portion pertaining 
to the suicides is presented 
here).

Observed-to-expected
distribution of days 
preceded by a newspaper 
report.

distribution of the 
number of days on which 
a suicide occurred that 
had been preceded by a 
report. Four age/sex 
groups (aged 44 and 
younger, 45 and older) 
were independently 
tested. Ecological 
study—cannot determine 
whether suicides read the 
newspaper.

Indirect control periods 
through the use of 
regression analysis.

Newspaper reports about 
suicide inquests were 
identified in the local 
daily newspaper in the 
area (128 reports were 
identified). They 
determined the number 
of days which had been 
preceded within 2, 4, 
and 7 days by one or 
more reports to derive an 
“expected” distribution. 
They compared this to

Employed a list of 
publicized suicide stories 
carried on network news 
programs, a list 
originally used by Bollen 
& Phillips (1982). A 
different set of 
publicized stories was 
employed also (details of 
added stories not given). 
The study was designed 
to extend the earlier 
study by Bollen & 
Phillips. Regression 
analytic design; 
ecological study.

Suicides stories only had 
their effects during 
periods when suicides 
were already high. 
Explained the 
discrepancy between this 
finding and Bollen & 
Phillips’s earlier finding 
by the fact that the 
earlier regression model 
did not include a term to 
represent an interaction 
between the day of the 
week and holidays and 
suicide story. However, 
Bollen & Phillips did 
control for main effects 
of day, week, and 
holidays m their 
regression model.



Table 3. (continued)

Citation Methodology Findings

Yes.

Yes.

w

Littmann, 1985
No.

Period and
Population Studied

Toronto subway suicides.
1968-1977. Epidemic of 
subway suicides in 1971 
(N = 96 subway suicides).

Bollen &
Phillips, 1981

Support of
Imitation

Bollen &
Phillips. 1982

Period of major newspaper 
strike in New York City: 
4/24/66 to 9/11/66 (140 
days) 3/6 newspapers on 
strike.

Before and after periods 
(ranging from 1 to 21 
days) for each subway 
suicide. An annual 
before and after average 
was calculated for each 
interval.

Daily Detroit mortality 
statistics for 1973-1976. 
Motor vehicle fatalities 
considered covert suicides.

Blumenthal &
Bergner, 1973

Period of strike was 
compared to identical 
periods in preceding 3 
years; 2 later years also 
examined.

Yes—age- and
sex-specific.

In quasi-experimental 
analysis the experimental 
period was the third day 
after the publicized 
suicide. The control 
period was 1 week 
before.

Comparison
GrouplPeriod

Motor vehicle fatalities 
increased significantly on 
the third day after a 
suicide was publicized in 
the newspaper. Third day 
corresponds to peak 
found in Phillips’s 
(1979) study.

No significant difference 
between the number of 
suicide-related newspaper 
reports before and after 
subway suicides.
However, as author 
reports, there were 
overlaps of before 
periods of some suicides 
with the after period of 
other suicides.

The Vanderbilt
Television News Index 
was searched for all 
stories about specific 
individual suicides 
carried on 2 or more 
network news programs 
(presented by ABC.
CBS, and NBC). Several 
publicized suicides 
identified. Examined the 
relationship between 
publicized TV suicides 
and subsequent suicides. 
Quasi-experimental 
design as well as 
regression analysis. 
Ecological study.

Examined the temporal 
relationship between 
subway suicides and all 
suicide related reports 
(reports, articles, features 
and editorials) in the 
Toronto Star 
(newspaper). Ecological 
study.

Suicides generally 
increased in the week 
after publicized suicide 
story. The effect did not 
extend beyond 10 days.

U.S. daily mortality 
statistics (suicides), 
1972-1976.

In quasi-experimental 
analysis the experimental 
period was the entire 
week after the publicized 
suicide. The control 
period was the week 
prior to the experimental 
period.

The overall rate during 
the strike was not 
significantly lower than 
the mean rate for the 
preceding 3 years. 
However, for women 
aged 15-24 and 25-34 
the suicide rates during 
the blackout were the 
lowest in the 6 years 
studied.

The age. sex, and 
method of each suicide 
during the strike period 
was determined and 
suicide rates per 100.000 
were calculated. The 
same data were obtained 
for each of the preceding 
3 years. Design as 
replication of Motto 
(1970) study. Ecological 
study.

Compiled a list of all 
suicide stories appearing 
on the front pages of the 
2 largest daily 
newspapers in Detroit (9 
suicide stories 
identified). Examined 
relationship between 
publicized suicides and 
motor vehicle fatalities 
(MVF). Designed as 
replication of Phillips 
(1979) study. Quasi- 
experimental analysis 
similar to Phillips's study 
and regression analysis. 
Ecological study.



Table 3. (continued)

Citation Methodology Findings

Motto, 1967

study.

Motto, 1970

•>

Phillips, 1974
Yes.

<5;
Phillips. 1979

Yes.
Daily motor vehicle fatalities 
in California. 1966-1973.

Monthly U.S. suicide 
statistics for 1947 to 1967.

Period and
Population Studied

No (although trends 
in data give some 
support).

Support of
Imitation

Blackout penod 
compared to same 
months in 5 prior years. 
(Use of prior 5 years as 
comparison period 
introduces possible 
confounding of secular 
trends.)

Yes-age- and
sex-specific.

Period of newspaper 
blackout in Detroit. 11/17/67
through 8/10/68 (268 days).

Suicides increased after 
25 front page stories. 
Excess suicides occurred 
only after stories, not 
prior to stories. The 
more publicity, the larger 
the rise in subsequent 
suicides. The rise is 
restricted to the area of 
publication.
Bereavement, effect of 
prior conditions, and 
misclassification ruled 
out as explanations.

The number of MVF 
increased an average of 
9% in the week 
following each suicide 
story. The greatest 
increase occurred 3 days 
after story (31%). The 
more publicity, the 
greater increase in MVF. 
The age of the drivers 
was correlated to the age 
of the person described 
in the story. Single-car 
accidents increased more 
than other types. 
Fatalities more frequent 
in area where story was

In quasi-expenmental 
analysis the experimental 
period was the month of 
the suicide story. The 
control period was the 
average of the same 
months in the prior and 
subsequent years. For 
suicide stories late in a 
month (after the 23rd), 
the experimental period 
was the month after the 
story. The 23rd was an 
arbitrary cutoff; 
however, results were 
consistent when other 
cutoffs were used.

Compared incidence of 
suicide during newspaper 
blackout to incidence 
during the same months 
of the 5 years prior to 
the newspaper blackout. 
An imiution hypothesis 
would predict the 
reduction of suicides 
during a newspaper 
blackout.

Blackout period 
compared to same period 
in 4 prior years and 1 
subsequent year.

Comparison
GrottpiPeriod

Suicide rates in 7 cities that 
had complete cessation of 
newspaper publication 
during strikes (Baltimore: 48 
days in 1965; New York:
109 days in 1963; Detroit: 
135 days in 1963; Portland: 
25 days in 1949; Seattle: 56 
days in 1945; Honolulu: 63 
days in 1963). Ecological

The age, sex, and 
method of suicides 
during the newspaper 
blackout were 
determined and the 
suicide rates of age- and 
sex-specific groups were 
calculated. The same 
data were obtained for 
the same period of the 
preceding 4 years and 
the year subsequent to 
the blackout year. 
Ecological study.

The experimental period 
was the week after the 
story. The control period 
was the same period in 
remaining (prior and 
subsequent) years of 
study. A regression line 
was fitted to the number 
of MVF in the control 
penods to estimate the 
expected number of 
deaths in the period. For 
the analysis of the 
duration of the effect, 
the periods varied from 2 
days before to 11 days 
after the story.

No significant difference 
between the incidence 
during the blackout and 
the mean of the prior 5 
years. However, there 
was a trend for the 
incidence to be lower 
during the blackout in 5 
cities. In Detroit, the 
previous rising trend of 
suicide attempts appeared 
to be interrupted by the 
blackout. Attempts were 
examined only in this 
city.

60% drop in incidence 
during blackout from 
women's prior mean. 
Specific age groups 
showed consistent 
decline in incidence 
during blackout with 
exception of 55-64 year 
group. Women aged
15-24 and 25-35 
showed the most marked 
decline.

Compiled list of front 
page suicide stories from 
the Los Angeles Times 
and San Francisco 
Chronicle: 23 front page 
suicides identified; 3 and 
2 suicides occurred 
within 1 week of each 
other and therefore each 
group treated as one 
story. To examine the 
effect of publicity, the 5 
largest papers in 
California were 
examined. Ecological 
study.

Compiled a list of 
suicide stories appearing 
on the front page of the 
New York Times. The 
New York Daily News. 
Chicago Tribune, and 
London Daily Mirror 
were employed to 
examine the effect of the 
amount of publicity: 35 
front page suicide stories 
were identified; 3 pain 
shared same dates. 
Quasi -experimental 
design. Ecological study.



Table 3. (continued)

Citation Methodology Findings

death.

Yes.

Stack, 1983

No.

Stack, 1984

No.

Monthly U.S. suicide 
statistics for 1972-1980.

Period and
Population Studied

Indirect control periods 
through the use of 
regression analysis.

Support of 
Imitation

Amount of TV coverage 
was unrelated to monthly 
suicide rate. Duration of 
unemployment and 
springtime related to 
increase in suicide rate.

Pre- and postexposure 
time periods were 
compared.

Monthly U.S. suicide rates 
for January 1977—June
1980 and unemployment 
rates.

U.S. daily mortality 
statistics on suicide among 
10 to 19 year olds for 
1973-1979.

Compiled list of all news 
or feature stories about 
suicides televised on 
ABC, CBS, or NBC. 
Thirty eight stories were 
identified from the 
Vanderbilt Television
News Index and CBS 
News Index. News 
stories that did not 
appear on the evening 
news for ABC and NBC 
were not included 
because no index was 
available. Time-series 
regression analysis 
similar to Bollen & 
Phillips (1981) study. 
Ecological study.

There was no 
relationship between 
reporting of the 
Jonestown suicides and 
U.S. suicide rates. The 
greater the 
unemployment rate, 
though, the greater the 
suicide rate.

Two months of media 

coverage were set at a 
score of 1 to be a 
dummy variable.

Phillips &
Carstensen. 1986

Comparison
GroupIPeriod

The regression analysis 
corrected for the effects 
of day of the week, 
month of the year, yearly 
trends, and holidays by 
including dummy 
variables in the equation. 
The regression analysis 
generated estimates of 
the number of suicides 
expected on each day 
following the news 
stories; 0-7 days after 
each suicide story was 
examined.

publicized. Lastly, 
crashes after suicide 
stories were more lethal 
than crashes at other 
times, as indicated by 
time between crash and

One the average, teenage 
suicides rose by 2.91 
above the expected 
number for the 8-day 
period following the 
stories. Overall, the 
number suicides 
increased by 110.58 after 
the 38 stories. The more 
highly publicized the 
story the greater the 
increase. Alternative 
explanations of prior 
conditions, acceleration 
(not causation), 
misclassification, the 
effect of grief, seasonal 
effects and statistical 
artifacts were ruled out.

Two indices of TV 
coverage of suicide 
events were developed: 
the first represented the 
number of events per 
month on the evening 
news (ABC. NBC. 
CBS); the second was 
the number of seconds of 

coverage per month. The 
data were taken from the 
Vanderbilt Television 
News Index. Tune-series 
analysis to examine the 
relationship between TV 

coverage and monthly 
suicide rate. Additional 
variables in multivariate 
model were monthly 
divorce rate, 
unemployment rate, and 
duration of employment. 
Ecological study.



Table 3. (continued)

FindingsMethodologyCitation

Yes.Wasserman. 1984

£

Citation Methodology Findings

Yes.

Yes.

The variation in suicide 
and attempted suicide 

Period and
Population Studied

made-for-TV movies 
broadcast in the fall of 
1984 and winter of 1985 
was examined. 
Ecological study.

Adolescent suicides and
attempted suicides aged 19
years and younger during the before and after four 
period 9/16/84 through
3/9/85 in the Greater New
York Metropolitan Area.

Support of
Imitation

Support of
Imitation

Holding, 1974,
1975

Gould & Shaffer,
1986

Comparison
GroupIPeriod

Completed suicides and 
undetermined deaths in 
Edinburgh, Scotland, during 
the same 30-week period in 
1969-1973.

The 4 weeks before the 
series broadcast date 
each year were used as 
the baselines. Numbers 
of referrals and suicide 

For quasi-experimental 
analysis the experimental 
period was the month 
after the suicide story; 
the control period was 
the same month in prior 
and subsequent years. 
Indirect control periods 
time-series analysis.

Comparison
GroupIPeriod

There was a rise in 
suicides after 34 of the 
46 cases. The increase 
was due to the celebrity 
suicides. There was a 
mean rise of 133.8 
suicide after the suicides 
of entertainment 
celebrities, a rise of 98 
for national political 
celebrities, and a rise of 
35.8 after the suicide of 
an international celebrity.

•A few studies on “covert suicides" are included (Bollen & Phflhps, 1981; Phillips, 1979). A study that examined the impact of murder-suicide stories on subsequent airplane crashes 

(Phillips, 1980) was not included. The findings from the 1980 study do support a theory of imitation and suggestion.

the series dates were 
compared with baseline 
numbers for each year.

Table 4. Studies Examining Media Influences on Subsequent Imitative Suicides: 

 Fictional Suicide Stories

Period and
Population Studied

Monthly U.S. suicide rates 
for 1947-1977.

The variation in deaths 
before, during, and after 
"The Befrienders," an
11-episode weekly series 
on BBC in 1972 was 
examined. As described 
in Holding (1974), the 
series dramatized the 
suicide prevention work 
of the Samaritans. 
Corresponding weeks in 
comparison years 
(1969-1971 and 1973) 
were examined.
Ecological study.

and by 22% during the 
attempts during and after following 4 weeks. 

Samaritan new client 
referrals increased by 
112% during the series 
and 140% in the 
following 4 weeks.

Two-week periods before The observed number of 
and after each movie
were compared. In
addition, observed
numbers of suicides and
attempts during the
“after" periods were
compared with expected
numbers derived from
the average of all weeks.

Extended Phillips (1947) 
list of front-page suicides 
in the New York Times 
(N = 46 cases). Also 
indicated whether the 
suicides were national 
celebrities. Quasi- 
experimental design as 
well as multivariate time­
series analysis. Used 
months as the unit of 
analysis. Included 
duration of 
unemployment as another 
explanatory variable, 
controlling for seasonal 
effects and wars. 
Ecological study.

attempted suicides 
following the TV movies 
was significantly greater 
than expected, and a 
significant excess of 
completed suicides was 
found after three 
broadcasts. Referral bias, 
sensitization of medical 
examiners, or hospital 
personnel were unlikely 
to account for the 
increase in attempted and 
completed suicides.

Average weekly suicide 
attempt admissions in 
creased by 13% during 
the “Befrienders" series



Table 4. (continued)

*

FindingsCitation Methodology

No.Same as Phillips (1982).

8

Phillips, 1982

their death certificates.

in

Support of
Imitation

Period and
Population Studied

There was no significant 
effect of soap opera 
suicides on real suicides.

U.S. suicides and MVF for 
1977. Restricted to persons 
described as “white” on

Kessler & Stripp, 
1984

Comparison 
GroupIPeriod

Inconclusive because 
an inaccurate and 
nonexhaustive index 
of TV suicide stores 
was used. See 
Kessler & Stripp 
(1984).

In quasi-cxperimental 
design, the experimental 
period was the 4 days 
including and after the 
story. The control period 
was the closest time 
interval preceding the 
story that contained the 
same days of the week 
as the experimental 
period and did not 
contain any holidays, 
real-life celebrity 
suicides, or soap opera 
suicide stories. In the 
regression analysis, the 
control variables were 
days of the week, 
months of the year, and 
2 celebrity deaths.

White suicides increased 
significantly on and just 
after the dates of soap 
opera suicide stories. 
Single-vehicle crash 
deaths also increased 
after the suicide stories, 
whereas multiple-vehicle 
deaths did not increase. 
This provides additional 
support for the belief that 
single-vehicle crash 
deaths may be "covert" 
suicides.

Designed as a replication 
and extension of 
Phillips’s (1982) work. 
Used additional sources 
of soap opera summaries 
and found 3 additional 
suicide stories 
overlooked by Phillips. 
A story used in Phillips’s 
work was deleted here 
because it involved only 
a discussion of a past 
suicide attempt. Most 
noteworthy was the use 
of the exact date of the 
story. Phillips's earlier 
study by employing 
weekly summaries 
inadvertantly 
misspecified the dales of 
8 of the 13 stories. The 
present study reanalyzed 
the corrected data with a 
quasi-cxperimental 
analysis and a time-series 
regression analysis.

Compiled a list of TV 
soap opera episodes in 
which a suicide or 
suicide anempt occurred. 
The list was derived 
from a newspaper 
column, “The Soaps," 
published in the Los 
Angeles Times. The plot 
summaries identified the 
week in which a soap 
opera suicide occurred 
but not the specific day. 
Examined whether 
suicide and MVF 
increased after these 
episodes. Thirteen soap 
opera suicides stories 
were identified. Quasi- 
experimental design. 
Ecological study.

A 1-week experimental 
period was used; this 
was defined as the week, 
Monday-Sunday, in 
which the TV soap opera 
suicide episode occurred. 
The control period was 
1-week before the 
experimental period. If 
an experimental period 
of a particular episode 
overlapped with a major 
holiday, it was deleted 
from the sample. If the 
control period overlapped 
with a major holiday, it 
was replaced by the 
nearest available control 
period that occurred prior 
to the holiday. To 
compensate for a 
possible linear trend in 
deaths, the control 
periods, which by design 
always preceded the 
experimental periods, 
were given an adjustment 
Io reflect the slope of the 
regression line that best 
fit the data.
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Nonfictional Suicide Stories

Fictional Suicide Stories

Increasing evidence suggesting imitative behavior following media coverage 

of nonfictional suicides has been provided by Phillips and his colleagues (Bollen 

& Phillips, 1981, 1982; Phillips, 1974, 1979, 1980; 1982; Phillips & Carsten­

sen, 1986). They have reported that prominent newspaper coverage of a suicide 

has the effect of increasing suicide behavior within the readership area of the 

newspaper. The magnitude of the increase is related to the “attractiveness” of 

the individual whose death is being reported and the amount of publicity given to 

the story. This finding has been replicated with American (Bollen & Phillips, 

1982) and Dutch data (Ganzeboom & de Haan, 1982). Likewise, Wasserman 

(1984) found that a significant rise in the national suicide rate occurred only after 

celebrity suicides were covered on the front page of the New York Times.
Sex- and age-specific imitative effects have been noted by Barraclough, Shep­

herd, and Jennings (1977), who found an association between reports of suicide 

inquests in a local paper and the subsequent suicide of men under 45 years. Fur­

ther support for a sex- and age-specific effect was reported by Motto (1970), who 

found a reduction in suicides among women youngster than 35 years during a 

newspaper strike in Detroit. This specific reduction was replicated in another city 

(Blumenthal & Bergner, 1973).

Phillips (1979; see Bollen & Phillips, 1981) has also provided support for the 

notion that some imitative suicides are disguised as automobile accidents. This 

conclusion was derived from the findings that (1) fatal automobile accidents also 

increased just after publicized suicide stories, with single-car accidents increas­

ing more than other types of accidents, and (2) the age of drivers crashing in 

single-car accidents after the suicide story was correlated with the age of the per­

son described in the suicide story.

Despite substantial support for the role of imitative behavior following nonfic­

tional suicide stories, there are a number of studies that have been contradictory 

(Baron & Reiss, 1985; Stack, 1984; Littmann, 1985).

Baron and Reiss (1985) reported that Bollen and Phillips’s (1982) finding of a 

significant imitative effect for nonfictional television news stories was due to sta­

tistical artifacts and the timing of media events. In a reanalysis of Phillips’s data, 

Baron and Reiss (1984) reported that the media events only had their effects dur­

ing periods when suicides were already high and that the variables measuring the 

“effects” of the media events were actually capturing regularities in the distribu­

tion of suicides. However, Bollen and Phillips (1982) did report an excess in 

suicides that could not be predicted by any day-of-the-week, month, year, or 

holiday effect, and established the excess with two analytic strategies.

Stack (1984) failed to find a relationship between the monthly national suicide 

rate and the amount of television coverage per month on suicide stories. How­

ever, this lack of a relationship may have been an artifact of the methodology 

used in the study. The core independent variable in Stack’s study was the number 

*• i

Very little research has been carried out on the impact of the fictional represen­

tation of suicide. In the context of an epidemiological study of childhood suicide, 

Shaffer (1974) implicated this mechanism as a precipitant in one of thirty consec­

utive suicidal deaths (the teenage victim was found dead with a copy of Graham 

Greene s novel Brighton Rock, in which the young central character commits 
suicide), and there have been anecdotal reports of suicide rates increasing in re­

sponse to the publication and popularity of other novels and poems. For exam­

ple, in the late eighteenth century Goethe’s The Sorrows of Young Werther was 
banned in various parts of Europe because young people were killing themselves 

in the same manner as the story’s hero (Spender, 1962; Goethe, 1962).

Recent studies focusing on the effects of media coverage of fictional suicide 

stories prove to be controversial. Inconsistent with an imitation hypothesis, 

Kessler and Stripp (1984) failed to replicate Phillips’s (1982) finding that 

fictional television suicide stories on daytime TV serials, or "soap operas,” trig­

gered imitative deaths. Kessler and Stripp (1984) explained the discrepancy as 

due to Phillips's misspecification of the dates of 8 of 13 TV suicide stories, 

invalidating Phillips’s one attempt to examine the impact of fictional suicide sto­

ries.

Holding (1974, 1975) examined the impact of an 11-episode weekly scries on 

the BBC in Edinburgh that dramatized the suicide prevention work of the Samar­

itans. The series resulted in a significant increase in new client referrals in the 

four weeks following the programs. If the series had produced a preventive effect 

then the rise in referrals should have been associated with a fall in completed

t
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of seconds of television coverage of suicide stories covered in the six o’clock 

news. There is evidence that the type of story, not only the amount of coverage, 

has an impact on subsequent suicides (Phillips, 1982; Wasserman, 1984). More­

over, monthly rates of suicide may not be sensitive enough to detect imitative 

influences since a “contagion” effect has been reported not to extend beyond 10 

days (Phillips, 1980; Bollen & Phillips, 1982). Methodological artifacts may 

also account for Littmann’s (1985) failure to find a relationship between suicide- 

related newspaper reports and the occurrence of subway suicides in Toronto. 

Littmann (1985) reported that there was no significant excess of newspaper re­

ports prior to subway suicides in both epidemic and nonepidemic years. How­

ever, there were overlaps in the “before” periods of one suicide with the “af­

ter” periods of another suicide. Therefore, there was no independent 

examination of the "before" period. In addition, no distinction was made among 

the types of suicide story (“reports, articles, features, editorials”), which, based 

on previously cited studies, are likely to have a differential effect. Lastly, the 

examination was limited to subway suicides. It is unknown whether an examina­

tion of all suicides might have yielded a different result.
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Critique of Methods

MECHANISM OF SUICIDE CONTAGION
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suicides. To the contrary, no decline in suicides was evidenced in a 10-week 

period following the series. Moreover, the period after the series failed to show 

the decline that was evidenced in corresponding weeks in comparison years. 

These results suggest a deleterious effect of fictional suicide stories in the media.

Gould and Shaffer (1986) examined the variation in youth suicide and at­

tempted suicide before and after four fictional television films broadcast in the 

fall and winter of 1984/85. They reported that the observed number of attempted 

suicides after the broadcasts was significantly greater than expected and a 

significant excess of completed suicides was found after three broadcasts. Their 

finding is consistent with an imitation mechanism.

The major limitation of the studies examining the impact of media coverage of 

suicides is that all have employed aggregate data (see Tables 3 and 4). A major 

constraint of this design is that it cannot demonstrate whether the suicide victims 

were actually exposed to the media events. Therefore, there is always the danger 

of an "ecological fallacy," which involves making spurious individual level in­

ferences from aggregate relationships.

Despite the limitation imposed by the use of aggregate data, the studies taken 

as a whole have employed rigorous statistics, comparison periods, and control 

variables and have fulfilled a number of criteria that assist judgments about the 

causal significance of associations. Five criteria forjudging causal relations have 

been suggested: time sequence of variables, consistency of associations on repli­

cation, strength of association, specificity of association, and coherent explana­

tion (Susser, 1973).

Several studies (Bollen & Phillips, 1981, 1982; Phillips, 1974, 1979; Wasser­

man, 1984) have established the time sequence of the variables—in other words, 

that the increase in mortality occurred only after the media events. The suicide 

stories did not occur during a "suicide wave" but before it.

Consistent findings in support of an imitation hypothesis have been reported 

by the majority of studies despite their variation in method, location, and type of 

variables. A number of studies examined an excess of deaths following the ap­

pearance of suicide stories (Barraclough, Shepherd, & Jennings, 1977; Bollen & 

Phillips, 1981, 1982; Gould & Shaffer, 1986; Phillips, 1974, 1979; Wasserman, 

1984), and other studies examined the decrease in deaths during the cessation of 

newspaper stories (Blumenthal & Bergner, 1973; Motto, 1970). Different types 

of “control” periods have been employed—varying from control periods imme­

diately prior to the suicide story (Bollen & Phillips, 1981), control periods in 

different years (Motto, 1970; Phillips, 1979), and indirect control periods used in 

time series analyses (Wasserman, 1984). Both quasi-experimental designs (e.g., 

Phillips, 1974) and regression analytic strategies (e.g., Bollen & Phillips, 1981) 

MADELYN S. GOULD and LUCY DAVIDSON

The mechanisms underlying the phenomenon of imitation or contagion have not 

been studied in the context of cluster suicides. In social learning theory, how­

ever, behavioral scientists have constructed a foundation on which many aspects 

of suicide contagion may build. According to this, most human behavior is 

learned observationally through modeling (Bandura, 1977). Imitative learning is 

influenced by a number of factors, including the characteristics of the model and 

the consequences or rewards associated with the observed behavior (Bandura, 

1977). Models who possess engaging qualities or who have high status are more 

likely to be imitated. Behaviors depicted as resulting in gains, including notori­

ety, are more effective in prompting imitation.

Consistent with these principles, Phillips and his colleagues have reported that 

the magnitude of the increase in suicidal behavior after prominent newspaper 

coverage is related to the "attractiveness” of the individual whose death is being 

reported and the amount of publicity given to the story. Likewise, Wasserman 

(1984) found that a significant rise in the national suicide rate occurred only after 

celebrity suicides were covered on the front page of the New York Times.

have been employed. It should be noted, however, that the consistency in the 

findings does not entirely rule out confounding variables.

The strength of the association is indicated by the reports that suicide stories 

had larger effects on suicide rates than day of the week, month, or holidays, 

variables known to affect the suicide rate (Bollen & Phillips, 1982), and that the 

reports of celebrities’ suicides resulted in an increase of approximately 134 sui­

cides (Wasserman, 1984).

The final criterion suggested for judging a causal association is whether it is 

coherent with existing knowledge. The association of media coverage of suicides 

with an increase in subsequent suicides, as well as the findings that the increase 

is a function of the amount of publicity and is restricted to the area in which the 

stories are publicized, is coherent with the consensus of laboratory findings that 

mass media violence can elicit aggression (see Comstock, 1975, for review). 

The association is also coherent with a number of mechanisms of contagion, 

such as imitation and familiarity with the idea of suicide. These mechanisms will 

be discussed in a subsequent section.

In summary, growing evidence forcefully supports the existence of imitative 

suicides following media coverage of nonfictional suicides. The effect extends to 

both newspaper and television coverage. Some of the inconsistencies that exist 

among studies could have arisen as a result of significant methodological differ­

ences between them. While there is some evidence on the impact of fictional 

suicide stories, firm conclusions would be premature until additional studies re­

port consistent findings.
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of representative samples of suicide outbreaks would be useful in answering 

these questions. Future endeavors should also focus on the impact of the fictional 
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Abstract: The age specifici1y of time-space clusters of suicide 
was examined using >:ational Center for Health Statistics data for 
1978-84. Significant clustering of suicide occurred prima.rily among 
teenagers and young adults. with minimal effect beyond 24 years of 
age. Clustering was 1�0 10 four times more common among adoles• 
cents and young adults than Mlong other ai;e groups. (Am J Public

Health 199\J: !!Cl:211-212.\ 

Introduction 

Approximately 29,000 people killed themselves in 1985 
in the United States.• Suicide is rare before the age of 12. 
increases dramatically during adolescence, and reaches a 
peak between ages 20 to 24 at which time the suicide rate 
plateaus until another increase is witnessed among elderly 
men. Suicide among teenagers and young adults has in­
creased markedly since 1960, moving suicide from the fifth 
leading cause of death to the second leading cause of death 
among teenagers in I 985. • 

The recent occurrence of several highly publicized 
clusters of youth suicides has focused attention on the 
problem of suicide "epidemics"-unusually high numbers of 
suicides occurring in a small area and brief time period. Such 
outbreaks have been reported from ancient times through the 
twentieth century in diverse populations of varied ages, 1 •2 but 
these reports are difficult to interpret without systematic 
SUnteillance· and reporting of suicide clusters. Moreover, 
only recently3 have statistical techniques for the detection of 
clusters of suicide in time and space been used, although 
several studies have examined temporal clustering after 
suicide stories.' Few studies have examined tcmporaJ fluc­
tuations, in general..___7 or spatial pattems.7 Some clustering of 
suicides occurs by chance alone, even if suicides are occur­
ring at random, so measurement of the rate_of "outbreaks" 
must account for the clustering expected by chance variation. 

Our earlier work indicated that clustering of suicides 
occurred among 15-19 year olds to a greater extent than 
would be expected by chance alone.3 The present report 
examines the whole life span to determine whether suicide 
clusters arc unique to adolescents or represent a more general 
phenomenon. 

" 
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Methods 

Data Sources 

Vital statistics mortality daia tapes 19i8-84 were ot-­
tained from the National Center for Health S1a1istics 

.· (NCHS). Separate analvses were performed for the followine 
age groups: 15-19,20-i4.15-19, 30-34. 35--44.45-�4.55-64� 
and 75+ years. · A suicide was defined as any individual whose cause 
death had been listed as codes E950-959 of the Ninth 
Revision of the International Classification of Diseases (ICD-
9). The late effects of a self-inflicted injury (E959) was 
included in the analyses because the timing of the death. in 
addition to the initial suicidal act, may influence a subsequent 
suicide. However, this classification of death onlv accounted 
for up to 0.2 p-:rcent of the lOtal number of suicide·s within an\' 
age group and, thc:refore. it is unlikely that it had an impact 
on the analyses. 
Statistical Method 

The Knox procedure8 was used to assess the degree of 
time-space clustering. Details on alternative procedures and 
the reasons for selection of the Knox procedure are given 
elscwhere.3 The Knox procedure considers all possible pairs 
of cases and the time and space distances between them. 
Critical values for time and space to define ··closeness .. must 
be specified in advance. The test statistic involves a com­
parison of the observed number of pairs close in time and 
space with the expected number, which is the product of the 
proportion of pairs that are close in time v...ith the number of 
pairs clo.se in space. The test statistic approximar_ely follow� 
a normal distribution, Z = (O-E)/variancc. The variance of· 
the statistic was estimated following the method of David and 
Barton.9 

Definition or Cluster 

There arc no explicit definitions of a "suicide cluster'· in 
the literature. Initial operational definitions and limits for 
time and space parameters were examined in an exploratory 
analysis of NCHS data for 15-19 year olds for 1978 and state 
mortality data for I 978 through 1985, as described 
elsewhere. 3 Four space units (county and town of residence 
and occurrence) and five critical time units (3, 7, 14, 30 and 
60 days) were examined to define closeness between pairs of 
cases. ExploiaJory analyses indicated that county of resi­
dence yielded a space unit more sensitive to the definition of 
a cluster. There was little difference between the five time 
units in the exploratory examination. The data arc reported 
for 7, 14 and 30 days. 

Results 

As shown in Table I , I ,420 close pairs of suicides (same 
county, 0-7 days) occurred among 15-19 year-olds, whereas 
1,339.2 were expected. The 6 percent elevation above chance 
had an associated p-value of .01 I. The effect of clustering is 
primarily observed in the younger age groups (15-19 and 
20-24 year olds) at the three critical time units. Very little
clustering occurred at older ages, with the cxccptio·n of the
55-64 year old age group at the seven-day critical time unit.
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TABLE 1—Results of Knox Procedure on 1978-1984 NCHS Mortality Detail File

Age (years) OE P O/E OE P

l

The effect size
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15-19
20-24
25-29
30-34
3S-44
45-54
55-64
65-74 
75+

1420
6523
7155
4834
9822
7103
6623
3395
2367

II
•I

Window = 30 Days

Close-Close Pairs 

Observed

2756.7
13126.1
14775.8 
9991.0

20086.4
14530.8
13277.2
6877.7
4876.8

1.060
1.030 
1.004 
1.006 
1.012
1.018 
1.035
1.018
0.997

1.031
1.027
1.008
1.004
1.009
1.007
1.009 
1.014
1.002

12135
25511
23275
19534 
29092
26002
25624 
19621
14718

1339.2
6335.5
7126.1
4805.0
9707.5
6976.1
6399.6
3334.8 
2373.0

6177 
29602 
32681
21978
44066 
31633 
29260
15247
10554

It

2842 
13481 
14888 
10035 
20271
14629 

-13401 
6976 
4888
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groups in prevention strategies will be necessarv to reduce 
the suicide rate substantially.

was two to four times greater among the 
adolescents than in other age groups. ,

is
.106 
.087 
.478 
.024 
.020 
.551

6000.7
23542.6
32247.7
21794.4
43780.9
31622.9
28928.5 
15002.1
10567.0

Window = 14 Days

Close-Close Pairs

Expected Observed P Expected

Suicide clusters appear to occur primarily among teen­
agers and young adults, although clusters do occur occasion­
ally at other ages. This is consistent with the findings of 
Phillips and Carstensen10: the impact of suicide stories on 
subsequent suicides was greatest for teenagers. In addition, 
although there is no formal surveillance system for suicide 
clusters in the United States, most of the suicide clusters 
reported to the Centers for Disease Control have primarily 
involved adolescents, young adults, or both.1

The magnitude of the clustering effect is relatively small, 
even among teenagers and young adults. Estimates of the 
percentage of teenage suicides that occur in clusters averages 
between 1 percent and 2 percent with considerable variation 
by state and year, yielding a range of estimates from less than 
1 percent to 13 percent.3 However, the relative risk for" 
suicide given exposure to the suicide of one or more other 
persons may be quite great. Studies at the individual level will 
be needed to define this relative risk. Moreover, although the 
number of youth suicides that occur in clusters may be 
relatively small, they represent a class of suicides that may be 
particularly preventable. Suicide prevention efforts that fo­
cus on high-risk populations is a recommended strategy.11

The Centers for Disease Control has recently developed 
recommendations for a community plan for the prevention 
and containment of suicide clusters.11 Targeting multiple risk
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RESPONDING TO COMMUNITY-IDENTIFIED SUICIDE CLUSTERS: 

STATISTICAL VERIFICATION OF THE CLUSTER IS NOT THE 

PRIMARY ISSUE 

PATRICK W. O'CARROLL AND JAMES A. MERCY 

O'Carroll, P. W. (Div. of Injury Epidemiology and Control, CDC, Atlanta, GA 

30333) and J. A. Mercy. Responding to community-identified suicide clusters: 

statistical verification of the cluster is not the primary issue. Am J Epidemiol 

1990; 132: S 196-S202. 
Establishing the presence of an epidemic is traditionally a first step in any 

outbreak investigation. For two reasons, however, this has not been a fruitful 

approach for suicide cluster investigations. First, the data necessary to statisti­

cally verify an excess number of suicidal incidents are often lacking or of poor 

quality. Second, and more important, when a community perceives that it is 

experiencing a suicide cluster, it is not immediately relevant whether the cluster 

is statistically significant. The perception of suicide clustering, and the highly 

charged emotional atmosphere associated with that perception, may dramatically 

heighten the potentially "contagious" effect of suicide. That the perception of 

clustering may itself be a risk factor for suicide distinguishes suicide clusters 

from all other clusters of fatal disease or illness. A community response plan 

should, therefore, be implemented to identify and refer persons who may be at 

high risk of suicide, regardless of whether the community-identified suicide 

cluster is statistically significant. Statistical techniques may be useful at several 

stages in the investigation and control of apparent suicide clusters, but statistical 

verification of a community-identified suicide cluster is not appropriate as a 

starting point for response to the cluster. 

space-time clustering; suicide; suicide, attempted 

Recent suicide clusters among teenagers 

and young adults have received national 

attention, and public concern about this 
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NJ; Dr. Madelyn S. Gould, New York State Psychi· 
atric Institute/Columbia University, New York, NY; 
Myra Herbert, Fairfax Public Schools, Fairfax, VA; 
Karen Hymbaugh, Indian Health Service, Albuquer• 
que, NM; Elizabeth N. Jones, American Association 
of Suicidology, Gai�esville, FL; Dr. Alan .J. Krumholz,
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AN IIWESTIGATION OF A QUSTER a= SUlCICE ATTEiW'TS 

Patrick W. O'Corroll, M.O., MP .H. 

In A ugust 1986, the U.S. Centers for Disease Control received a request from a New 
England State health department to assist in investigating on apparent cluster of suicide 
attempts during the preceding school year among junior and senior high school students in 
a smal 1, semi-rural town. One student had committed suicide and 17 other students had 
atte.mpted suicide during the period December 1985 to April I, I 986. 

Background 

There is one junior and one senior high school in the town in question. The town has a 
population of approximately I 0,000; 1,065 students ore enrolled in the junior and senior 
high schools. This cluster of suicide attempts among students in these schools first 
became apparent through interviews with students conducted by staff from a local social 
service agency. This agency hod regularly provided on array of counseling services to a 
number of schools in the region. Foil owing the suicide death in February 1986, agency 
staff were invited into the two schools to provide counseling and to help in the 
assessment of any potentially high-risk students. 

Methods 

Despite the fact that no formal surveillance system was in place, the social service 
agency staff believe that they were quickly notified, through a variety of sources, of any 
recent or new suicide attempts among the junior and senior high school stv.lents. A 
suicide attempter was defined as any individual who I) reported, or was noted to hove 
sustained, on intentionally self-inflicted injury (including ingestion of pills or other toxic 
agents) and 2) reported that this injury was inflicted to attempt suicide. Neither severity 
of injury nor seriousness of intent were included in this initial definition, which was used 
to identify any student who might need counseling or other services. 

The above definition was used in a record review at the agency and in interviewing 
agency staff. The principal and the student counselor at the senior high school were also 
interviewed to validate information provided by the social service agency staff. 

Results 

During the period December 1985 to April I, 1986, one senior high school student 
completed suicide and 17 other junior and senior high school students attempted suicide. 
No other suicides or attempted suicides were determined to have occurred during the 
1985-86 school year, either before or ofter this cluster. The persons who completed 
suicide was a 16-yeor old mole. Of the 17 suicide attempters, 13 were females, ranging 
in age from 1 2  to 17, and 4 were moles, ranging in age from 14 to I 5 years. Of those who 
attempted suicide, 8 made their attempts before, and 9 after, the suicide death . 

.

Of the 17 attempters, four attempted suicide more than once, resulting in a total of 24 
suicide attempts from December 1985 to April I, 1986 (attempt incidence). Of these 24 
attempts, IO (42%) occurred in F ebruory and nine (38%) occurred in Morch. Whereas tne 
attempt incidence focuses on the suicidal event, "attempter incidence" focuses on 
individuals, who may or may not attempt suicide more than once. Attempter incidence 
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may be calculated by considering only the first suicide attempt of each attempter during 
the 1985-86 school year. Of  the 17 attempters, eight (47%) first attempted suicide in 
February and only four (24%) first attempted suicide in March. 

S ince the focus of case ascertainment was the junior and senior high schools, the 
combined enrollment of these schools may be considered the population at risk. Using 
this as the denominator, the suicide attempt incidence rate was 2,254 per I 00,000 
students per 9 month school year. The incidence rote of first suicide attempts 
(attempter incidence) during this chool year was 1,596 per 100,000 students pe:- school 
year. 

The method by which suicide was attempted varied by sex (p::0.032, Fisher's exact test). 
The females attempted suicide by only two methods: ingestion of pills and laceration of 
the wrists with a razor. The males attempted suicide by a variety of methods including 
ingestion of pil Is, laceration of the wrists with a razor, ingestion of iodine, and hcnging. 
The single completed suicide was committed with a firearm; this is the only case in 
which a firearm was used. 

A group of four to six attempters seemed particularly fascinated by suicide. These 
persons were all close friends, dating primarily only those in the group. One incividual 
who had been excluded from this group apparently gained acceptance by virtue of her 
repeated suicide attempts. 

Two additional factors seemed to the social service agency staff to be particularly 
prominent among the suicide attempters. First, approximately half of the families of the 
17 suicide attempters evidenced some history of family disorder (e.g., severe alcor.olism, 
physical abuse, sexual abuse). Second, many of the attempters seemed to come from 
families with a limited period of residence in the community. Unfortunately , it was not 
possible in this investigation to verify these factors or to compare their prevalence 
among the suicide attempters t� that of a control group. 

Discussion 

As with suicide clusters, we do not yet know the frequency of suicide attempt clusters, 
the proportion of suicide attempts that occur in suicide attempt clusters, or the risk 
factors for attempted suicide in the context of o cluster. Indeed, the basic descriptive 
epidemiology of attempted suicide in general is very limited. Most studies of attempted 
suicide thus far have been based on special populations, such as persons odmi tted to 
particular hospitals or psychiatric services. 

This investigation provides eneodota! evidence for several potential risk factors for 
attempted suicide among adolescents in the context of o suicide attempt cluster. These 
include family problems, a limited period of residence in the community,  and exposure to 
individuals who attempt suicide or who ore actively suicidal. One of our key 
recommendations is that these factors be explored through a case-control study. These 
potential risk factors, if confirmed through further epidemiologic research, might 
identify h igh-risk individuals in need of focused preventive interventions. Such 
identification is especially critical in the context of on evolving cluster of suicides or 
suicide attempts. 

We also recommend that a surve illance system for suicide attempts be developed. A 
suicide attempt surveillance system would identify individuals in need of mental health 
or social services. It would identify a population of individuals known to be at h igh risk 
of subsequent suicide. It would allow the determination of the scope and trends of 
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attempted suicide in a commun ity. It would characterize epidemiologicolly those who 
attempt suicide, such that high risk groups could be identified and specific prevention 
strategies formulated. It would make possible o more sensitive evaluation of suicide 
prevention efforts. Finally, it would allow for timely identification and monitoring of 
clusters of suicide attempts. 

Patrick W. O'Corroll, M.D., M.P J-i. 
Centers for Disease Control 
1600 Clifton Rood 
A ti onto, GA 30333 
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Here are my talking points regarding violence, as promised. 
What next?



TALKING POINTS SUMMARY OF PETER EDELMAN SPEECH ON VIOLENCE

4. We need nothing less than a national movement to stop the 
violence. Laws are important. Public policy is important. But 
we will not stop the violence unless we all take responsibility, 
unless in every community in America there is a coming together 
of every element and every sector to take responsibility and 
restore the peace. We need the business community to provide 
jobs, schools that teach, clergy and civic leaders who transmit 
values, and parents who take responsibility for their children 
every day. (And, with the attack on fundamental policies for 
children that is going on in Congress now, we need people to pay 
greater attention than ever to what is going on in Washington 
even as they take greater responsibility in their own 
communities.)

3. So the violence is everywhere. And it is all connected. 
Because what children see and experience in the home all too 
often results in their own violence later on. For too many 
children there is a deadly synergism between the violence at 
home, the violence they see in the street, and the violence they 
see on television and in the movies and hear in rap music.

5. So what are we to do? We have to begin by assuring the public 
safety. This is obligation number one. If people aren't safe 
going to and from work and the store, if children aren't safe 
going to and from school, nothing else works right. President 
Clinton's Crime Act will put 100,000 police officers on the 
street, and we have to make sure this isn't taken away in

1. I want to talk about two subjects that are closely connected 
to each other — the wave of violence that has swept our nation, 
and the life chances we offer to our children. These are closely 
connected. Everything that prevents violence helps children grow 
up safely to become healthy, productive, responsible citizens. 
And everything that makes our streets safe, strengthens families, 
improves schools, builds neighborhoods, promotes child and youth 
development, and broadens opportunities — all of those things 
prevent violence. So the two subjects are in many ways one. 
(And because the two subjects are one, we can't talk about 
violence without recognizing the assault on programs and policies 
for children and families that is going on in Congress right 
now.)

A child is killed by gunfire
We are seeing gang violence and drive- 

by shootings in places where we never thought we would see it — 
in cities like Fort Worth, Kansas City, Omaha; in suburbs; in 
small towns. It is pervasive. And it is not just on the street. 
Violence in the home — child abuse and domestic violence — 
kills 1200 to 1400 children every year and an approximately egual 
number of women. When you add the two together, more than 1 in 
10 homicides every year is a result of family and intimate 
violence. Shocking number.

2. We do have a wave of violence, 
every 2 hours in America.
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There is child7. A lot of the violence relates to economics.
There is domestic 
But if we are going

abuse among families at all income levels.
violence in families at all income levels.
to strengthen the ability and commitment of parents to raise 
their children responsibly, we have to pay attention to 
economics. If we are going to see to it that young people have 
opportunities — something to say yes to, as the President always 
says — we have to pay attention to economics. The question of 
economics is inseparable from the question of violence.

10. If we are going to create clear pathways, if we are going to 
create opportunities plus the road to opportunity, there is so 
much we must do, and we must do it at the community level, in 
communities across America. We need national policy, we need 
state policy, but there will never be enough money, there can 
never be enough leadership from the outside, if the leadership 
and the commitment and the follow through are not there in each 
and every community.

Congress, but we also have to use them wisely and get them out 
into communities and neighborhoods in ways that build 
neighborhood strength and stability. Community policing has 
demonstrated effects in preventing crime, so we have to make sure 
we use what we know in every community.

9. Prevention is really in fact the wrong idea. Prevention means 
preventing negative outcomes. It means preventing crime and teen 
pregnancy and drug abuse. But the best way to prevent all of 
those things is to develop able and successful young people who 
have no use for and no interest in those negative things. 
Prevention is the wrong idea. Development is the right idea.

6. But effective law enforcement is not sufficient. Law 
enforcement professionals are the first to say they can't do the 
job all by themselves, that unless we have prevention policies, 
we will have a steady stream of new perpetrators, and we will 
never be able to build enough prisons to lock them all up.

8. And if we are going to see to it that young people have 
opportunities, we also have to see to it that they have clear 
pathways to reach those opportunities. They need to be able to 
see the opportunity at the end of the path, and the path needs to 
be clearly marked to help them be ready to accept the opportunity 
when they get there. If they don't see the opportunities, they 
are going to make other choices, as they are doing right now in 
too many places. They are going to choose gangs and crime and 
drugs and having babies too soon. They need to understand that 
there are opportunities. But they also need to understand that 
they will get there only if they accept the responsibility for 
doing what they need to do to there. Opportunity and 
responsibility. Two ideas, not one.
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14. And this is something that all of us can get involved in. 
Because one part of community schools or community centers or any 
program for young people should be the involvement of caring 

11. This means the business community must reach into every place 
where the only choices that seem to be available now are the 
wrong ones, and help provide the right ones. Who is hiring high 
school graduates? The health care providers? The banks? The 
insurance companies? Let them partner with the schools and the 
job training people and reach in and identify young people early, 
and help them get ready, and make jobs available to those who 
accept the responsibility. Let them join with others in the 
community in I Have a Dream efforts to assure a college education 
to those who accept the responsibility for getting ready. These 
are the ideas that are the foundation of the President's school- 
to-work program. The framework is there in legislation. But it 
will not succeed unless businesses in every community join to 
make it a reality.

13. If there are going to be clear pathways, we have to do 
everything necessary to make schools effective all along the way. 
We have to have schools that teach, and we have to make schools 
into community centers, partnering with the business community 
and with community organizations to open schools early and keep 
them open late and on weekends and in the summer, offering 
academic enrichment and all kinds of recreation, and programs for 
parents, and more caring adults for young people to relate to. 
It doesn't have to be a school building. It can be a Boys Club 
or a Girls Club or a settlement house. But school buildings are 
naturals, because they are there, and it should be possible to 
get much better use out of them. This is the idea of the 
community schools program in the Crime Act, which was passed with 
strong bipartisan support last year and is now threatened. The 
question used to be, it's ten o'clock, do you know where your 
kids are? Now it is, it's four o'clock, do you know where your 
kids are? We have to have safe places to keep kids out of 
trouble and to protect kids from being victims of violence as 
well.

12. Another part of clearing the pathways is simple, overt, 
blatant race discrimination in entry-level hiring, which is 
occurring, unfortunately, in every community in America. 
African-American and Latino young people encounter widespread 
discrimination as they seek to enter the labor market, even when 
they are fully prepared and as well or better qualified than 
white or Anglo applicants. Tests conducted by the Fair
Employment Council of Greater Washington, using simulated job 
applicants, revealed overt discrimination one time in five 
against applicants of color. As we are debating the future of 
affirmative action, we should be taking much firmer action to end 
pure garden variety discrimination which raises no issue of 
affirmative action whatsoever.
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makes a difference, 
schools program, too 
their families to go.

15. Mentoring is part of restoring a sense of community, part of 
revitalizing the civic enterprise, part of reinventing 
citizenship. That's what the President's national service 
program is all about, too. That's why it's so important that we 
don't cripple that important effort before it even gets fully up 
to speed. Dr. King said, "Life's most persistent and urgent 
question is, what are you doing for others?" He was absolutely 
right.

16. But the sense of community that we have to restore goes 
further. We need to understand that the idea of "place" matters, 
that families live in neighborhoods, that the life chances of 
children depend significantly on whether there is a sense of 
community in their neighborhoods. That's why the President's 
Empowerment Zone and Enterprise Community program is so 
important. Because in those 100-plus neighborhoods around the 
country we are going to show that neighborhood revitalization 

That's a major point of our community
— safe, visible places for young people and 
That's about community, too.

17. If we are going to stop the violence, we also have to pay 
direct attention to helping families function. That's what our 
Family Preservation program is about. That's what the Healthy 
Start program is about. So is the home visitation program in 
Hawaii and the Hippy program in Arkansas which was started when 
the President was Governor. But the child welfare block grant 
recently passed by the House would wipe out the gains we have 
been making. It would take away the national principle that we 
need to help families do a better job of caring for their 
children before we remove them to foster care, unless the 
children are in imminent danger. It would say to a state, we 
will provide federal matching for foster care unless it's too 
late in the fiscal year — then you'll have to leave the child 
home to be further abused unless you want to pay for it yourself. 
That's one of the most short-sighted, cruel propositions before 
the Congress right now.

adults in a sustained way in young people's lives. Mentoring. 
It's a word we hear a lot. We all need to spend time with kids. 
Listen to kids. Value kids. There is a myth in this country — 
call it the Horatio Alger myth — that each of us makes it on our 
own, without any help from anyone. Rugged individualism.
Nonsense. We all stood on someone's shoulders. Our parents, a 
teacher, a coach, a scout leader, a minister or a rabbi. We all 
had help getting to where we are. Too many kids today don't have 
anyone's shoulders to stand on. We need to supply those 
shoulders for the kids who don't have them. It's not easy or 
simple. If you do it, you have to stay with it, you have to 
spend the time, you have to be there. But it is something all of 
us can do. It's not the solution by itself. The jobs have to be 
there, the schools have to teach, but mentors can help.
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19. We will not stop the violence unless we address the abuse of 
alcohol and illegal drugs that is so closely and intimately 
associated with so much of the violence. Alcohol in particular 
is involved in well over half the incidents of child abuse and 
domestic violence. Contests over turf for the marketing of 
illegal drugs have set a tone of violence in the street in low- 
income communities that has spilled over into the entire climate 
of life. We need to hang tough on law enforcement against 
illegal drugs, we need to double and redouble our prevention 
messages, and we need to invest much more substantially in 
treatment.

21. The media are part of the problem, too. We need to work with 
the creative community to reduce the amount of gratuitous 
violence in television, films, and music, and to send pro-active 
messages in programming and public service announcements that 
violence settles nothing, that drugs kill, that real men don't 
beat women.

18. There's a challenge to communities here, too. If we're going 
to stop the violence against spouses and partners in the home, 
which is mostly although not entirely against women, every 
community needs to send a clear and precise message. The 
violence will not be tolerated. The perpetrators will be 
arrested, tried, and sentenced like the criminals they are. 
There will be shelters for women to go to with their children. 
There will be welfare assistance so they can start a new life. 
Health professionals and social workers will be trained to 
recognize the signs of domestic violence when they see it. 
Communities around America — Quincy, Massachusetts, Duluth,
Minnesota, Newport News, Virginia, and many more — have shown us 
this is possible. We need to do it everywhere.

20. We can't talk about violence without talking about guns. 
This President's leadership has brought us the Brady Act and the 
ban on assault weapons. There are those who would seek to erase 
those gains. They cannot be allowed to succeed. But we need to 
do more. We need to get guns out of the hands of people who 
shouldn't have them. The police in Indianapolis and Kansas City 
have begun concentrating on arresting people who carry illegal 
concealed weapons in the street, and gun crimes are down in those 
cities. Other cities can do the same. We need to convince 
people who have a gun at home to keep it under lock and key, 
unloaded. We need to get the facts to people as they are 
deciding whether to have or keep a handgun at home — if they 
have a gun in the house, it is 43 times more likely that it will 
kill someone other than an intruder than that it will kill and 
intruder. It is five times more likely that there will be a 
suicide, three times more likely there will be a homicide, in a 
home with a gun, than in a home where there isn't one. This has 
been such a divisive issue. We need to find the places where we 
can agree and move ahead.
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22. There is a major question of values. From the top to the 
grass roots, we need to talk about nonviolence, about hard work, 
responsibility, fairness, honesty, citizenship. These are 
American values. They don't belong to one side of the political 
spectrum or the other. Messages about values can't do the job by 
themselves, but all the programs and policies and services in the 
world won't make a difference unless we can restore a shared 
commitment to some very basic values.

24. Ending the violence in our nation, or even reducing it 
substantially, is a giant, complicated job. But I think we can 
make a difference if we try.

23. We need to think of all of this as a tripod. One leg is 
about children and families and what we do to strengthen and 
enable and inspire and convince parents to be committed to do the 
best possible job they possibly can in raising their kids. The 
second leg is what we do in the neighborhood and city-wide and 
county-wide to restore a sense of community and citizenship and 
enforce the law fairly and effectively and make our schools and 
all of our systems work for children and families. The third leg 
is in the state and nationally, in government and through the 
media and other national leadership, to pursue intelligent 
policies and set a tone and send a message of nonviolence. We 
all know that if one leg is missing, a tripod falls down. All 
three legs need to be in place.
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Hillary C linton Seeks Balance I Ab t· R , D f • I or 10n oes e ense InNewsCoverageofV1olence 
B . h. 

I 

/ Argues ra1nwas 1ng By SUSAN CHIRA 
Spteial 10 TM New Yarli. Tunt-t 

PALO AL TO, Calif., March 4 - Hilla• 
ry Rodham Clinton said today that 
excessive news coverage of violence 
might be Just as damaging 10 children 
as violence on 1elev1s1on programs and 
in movies, and she urged Journalists to 
strike a· better balance. 

"I am not suggesting that all news 
coverage of violence is bad or wrong," 
Mrs. Clinton said as she spoke via 
satellite from the White House to an 
audience of about 80 television and 
newspaper Journalists here. "I th\nk 
there must be balance. Good cauuon 

and prudence do not violate First,
Amendment rights." I 

The Jou ma lists were auendlng a con­
ference on "Children and the News 
Media" held at Stanford University. 
While news coverage of violence may 
In aome cases r&1se public awareness 
and prompt suppon for measures like 
gun control, Mrs. Clinton said, In many 
cases violence shows up more often on 
television screens and in newspapers 
than It does In dally life. 

PENSACOLA. Fla., March 4 - As! 
the defense neared the close of its case, l 
the man accused of killing an abortion' 
doctor here last year broke down and 
wept today when a local anu-abomon 
leader, John Bun, descnbed the burial, 
of two dasmerhbered fetuses recovered 1from a Dumpster. 1 

Did anti-abortion 
material provoke 
an act of 
violence? Defense lawyers have assened that; 

Mr. Bun's graphic dep1c11ons and i 
videotapes of abonions provoked the' 

,defendant, Michael F. Gnffin, to kill: -------------
Dr. David Gunn. 1 graphs of her cl'11ldrP11 

I G. 0.P. Senators Fail 
I To Reach Consensus 

She cited a recent study by the Cen­
ter for Media and Public Affairs, a 
private, nonparusan monitoring organ-
1zat1on In Washington, showing that 
network television coverage of vio­
lence had doubled over the past year, 
while the overall crime rate nationally 
had remained the same. 

•cynicism and Distrust' 

Mr. Griffin. who had sat quietly· 
throughout most of the trial. is charged: 
with murder in the slaying of Dr. Gunn,· 
who was shot three times tn the back 1 
outside Pensacola Women·s Medical! 
Services last March 10. 

Asked by Mr ["'3 "' •llether he 
believed m the uw ,1 , ""ce in de­
fense of the unbocn "'· B.1rt said, 
"That depends on """•' ,,,u call vio­
lence." 

Mr. Burt also 14K.I"" 1 l ,,c obJect to 
trespassing at or t"'" ·• ,.. .. ,g clinics. 
"A cbmc·s iust bncll , • �onar. u·s 
not nesh." Mr 81.o., • ,; , • for using 
violence, he s.11d 11 • .- ., t>ptable "1f 
that 1s the way Goel \t'"'H• ·o some." 

On Health Measure "We have to ask ourselves, 'Has the
exhaustive and perhaps excessive cov­
erage of violence contnbuted to the 
Increasing alienation and dysfunction-

Si>fflollonw N .... von tirnu al behavior on the pan of our children
ANNAPOLIS, March◄ - Senate Re- and youth?' " Mrs. Clinton s11d "And 

publicans finished a two-day retreat does news coverage eng�der so much 
here today on health care legislation cynicism and distrust among young 
with pledges to keep meeting, keep people that they grow up with no faith 
searching for a consensus and, once In their institutions?" 
they find one, to work with lhe Demo- The conference, held in an audltori• 
crats to pass a bipartisan bill. um at the Lucile Salter Packard Ch1l• 

But there was no sign of a major dren's Hospital at Stanford, was spon­
breakthrough. The divisions in the par• sored by Children Now, an advocacy 
ty, paniclpants said, remained the group. as well as Stanford University 
same: whether they should seek to 8/ld the University of Calif.omia at Los 
guarantee universal coverage and how Angeles Center for Commun1cat1on 
to achieve 1t 11 they do, what role gov- Policy. 
emment should play and how much Researchers are continuing to de-
restructuring was needed. bate whether news coverage of v10-

The senators highlighted the posi• lence perpetuates violence itself, Mrs. 
uve. Senator John H. Chafee of Rhode Clinton said. But she suggested that 
Island. who orgamted the retreat in the watching and reading about violence 
h1s,oric secuon of Annapolis, said he exacted a clear psychological and emo­
was impressed by the commnment 10

1 
uonal toll on children. pamcularly in 

b1parnsansh1p expressed by the 36 sen- an age when fewer children have 
ators who paruc1pated. adults who monitor them 

Republicans als? emphasized that Incessant telev1S1on and newspaperthis was the beginning of a process that accounts of drive-by shooungs, mur­had new relevance now that the Clinton ders and kidnappings may at the same plan. as many assened. w_as d�d. , ume glamorize those acts and make After the closed meeting, 1lham them seem normal. prompting ch1I•Kristol. a conservauve theoreucian dren to become frightened and fatahs-

Under questioning by a defense law-, 
yer, B111 Eddins, Mr. Bun described' 
showing videotapes of abon1ons as well I
as two dismembered aborted fetuses 1
about 3½ months old to Mr. Griffin and· 
his wife, Patncia. , 

"Patricia cried, but Michael was JU St 
quiet. not disturbed, at least outward·: 
ly," Mr. Bun said, , 

Defense lawyers contend that Mr.! 
Gnffm was "lnlluenced" or "brain• 

I washed" by Mr. Bun. Mr. Gnffm's 
chief lawyer, Roben Kerrigan, said ; 
that if Mr. Griffin did fire the shots that: 
killed Dr. GUM, It was in the heat of a : 
religious passion aroused by Mr. Bun's 
inundating him with an11-abon1on liter- I 
arure and matena.ls. 1 

In other tesumony, Paula Leonard.•
Dr. Gunn's girlfriend. said that for 1
months before the doctor was shot, Mr., 
Bun had harassed and stalked both her i 
and Dr. Gunn and had even led a dem• 
onstrauon 1t1 front of her house. I 

Ms. Leonard, a divorced mother.1 
tesllfled that Mr. Bun had taunted her•
with suggesuons like "Why don't you 1
find a real man and daddy for your kids 
instead of a butcher." She said on sev- · 
eral occasions Mr. Bun had followed: 
her to her mother's house after work, 
when she would pick up her,ch1ldren. ;

How Far Would He Go? who has pushed for specific. incremen• h d tal changes rather than a systemic uc, s e sai · "It was frightening," said Ms Leon• I . overhaul. said he was pleased with the When violence dominates the air-. ard, who also tesufied that exchangesgathering. "I was struck by the degree waves and newspapers, Mrs. Clinton between Mr. Bun and Dr. Gunn had . that Republicans seem to be coalescing said. 11 can also perpetuate damaging escalated in the months JUSt before the 1 around targeted reforms," he·said. stereotypes both of minonty groups shooting. : But M
�
. hafee. :.. �e:.. ,,. 'l)f,the cen- and women. For exampl�. §he said, Mr. Bun. a longtime abon1011 oppo-1 msts oo a't� cai;; -� ,5ai<J .eker the news reports oflen show bl�� and nent. testified that he believed life be- . sess10D..t '">h�.remain..:!H.:,1,1m1tted to Hispanic cl11ldren committing crimes gan at conception and ��.11nvth•no 1 ..,ugjvri�a.J.rovwo!:. wb<r-' b,1 �,,,--r-, .. , ....... A.J•• .. · • •  .... ,M/..•t·�"!f: ... �, .,,. .. ._ --♦�-....... .., ""'---- ... ..  _.1 ......... , -•w••·" u.: 

'These Vi6- s,-.. ,,_ Truth' 
"Have you ever he Pf"\l .Qd speak?" 

Mr. Eddins asked 
"No, sir," Mr Bur ·••POtld!d an­

grily. He admitted 1�1 af•n a trio of 
clinics were bombPd or, 1 .. ,,,1mas 1984 
m Pensacola he �d ,u,..c, ·we·re in 
a battle between good �....i •vii. I can't 
help 1t if what I do '"°'4>" .. , \Omeone to 
go off the deep encl 

After defense , .. ,.. played a 
videotape to retru11 ., , -.-mory. Mr 
Bun agreed th�• "", , Jrter Dr. 
Gunn was shoe he ll'P'"• ... : ""a televi­
sion talk show a."'1 .,.. •· ll I am a 
general wu h trooe>, • ; ... me and I

give them a game: P • -! �nd them 
out. I can·1 be r••:-- r ' " 'or every 
soldier in that a•r, 

Mr. Burt also ,.,, ' ,.. : • •I he had 
given Mr. Griffin •�• · · � . 1deotapes
lilied "The Hard :-. • , J .. A Song
for David" and ,Jr•<.-.., pieces of 
graphic literature H• -.. • "le had also 
shown Mr. Griffin ll , �.- - -red fetus­
es m Jars befort' our. �. ·,-n in small 
coffins durmg a cere'T' , But he de• 
med urging Mr Gnt: r ·o • II anyone. 

Mr. Bun said he ust'\! tl'K' videos to 
show that the prod\Jct of J1>0rt1on wa• 
"not a blob of 11ssue 

"These videos sho.., •he truth of 
what's gomg on m the clinics:· he �•d. 

Following defense 1es11mony, Utt 
state sz1d 11 WO'.Jld have no rebu,ta, 
witnesses and Judge John P1r.1har,· :,, 
r. .. ,... . , 
-.. .... _,..,._..,.. 4V• UI, Ht5'il. 

Closing argumenu Wlll be heard ear­
ly Saturday, and the 1ury 1s expected 10 
begin its delibera11ons by m 1d• or late 
afternoon. 

• .• : ?<· , •. • • ., -�- -•�• ,..,_.""c,1, m1 s. Cl1111on an• taking a life" was acceptable. That, he !system. Representauve Newt Ging- swered questions from students. One said, included trespassing and inumi• j rich, the Republican whip and a student. Lydia Cheng, a �lgh school 

I 
dation, but he denied stallung Ms. Leon• , staunch conservauve. reflected the di- student from San Jose, Cellf., told Mrs. ard, or following her or taking photo- 'v151ons in the conference when he said: Clinton that she was worried that tele- i 

"There's a general sense that we want vision news presented poliucians and ===============================to insure universal access. And we policymakers with false images of ch1l-
wan1 to see 1f there's some noncoerc1ve dren. She asked Mrs. Clinton where she 
way to ensure universal coverage.·· got her ideas !oout children. 

_. 




