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election results as it has been 
thought to do.5 The Sunlight 
Foundation reports that less than 
5% of the NRA’s campaign 
spending in 2012 went to races 
that ended with the result it was 
seeking. Mayor Michael Bloom-
berg of New York has repeatedly 
declared his intention to establish 
a well-funded electoral counter-
weight to the NRA to advance a 
“mainstream agenda” on firearm 
policy. President Barack Obama 
has appointed Vice President Joe 
Biden to chair a new task force 
that will develop “specific pro-
posals” for policy reform legis-
lation no later than January.

This time, the circumstances 
are different. The outcome will be 
different only if we make it so. 
The interventions proposed here 

will not end firearm violence in 
the United States, but they will 
reduce it, and that’s a goal worth 
fighting for. If Sandy Hook, 
Aurora, and the others are what 
it takes for us finally to confront 
this challenge, they will still be 
terrible beyond description. We 
will still share responsibility for 
them. But it will be of some 
comfort to know that all those 
students, educators, moviegoers, 
and temple-goers did not die  
in vain.

Disclosure forms provided by the author 
are available with the full text of this arti-
cle at NEJM.org.
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tragedy’s Legacy

Social Withdrawal and Violence — Newtown, Connecticut
John T. Walkup, M.D., and David H. Rubin, M.D.

In the aftermath of the great 
tragedy in Newtown, Connect-

icut, the mental health commu-
nity is responding to our own 
and others’ desperation to under-
stand why this event occurred 
and is advocating for strategies 
that might prevent similar events 
in the future. Discussion has fo-
cused on whether Adam Lanza 
was mentally ill, the risk of vio-
lence among the mentally ill, ac-
cess to high-quality mental health 
care, gun control, and the rela-
tionship between the media and 
violence. An important dimension 
that has been less discussed is the 
question of social withdrawal and 
isolation, within and beyond the 
confines of mental illness. For 
the withdrawn and isolated and 
the angry and alienated, there are 
deep-seated barriers to care, and 

there may exist a small subgroup 
that is uniquely vulnerable to the 
seductive power of violence in our 
culture.

Whether Adam Lanza was 
mentally ill and whether he had 
Asperger’s syndrome, as has been 
alleged, will never be known. 
But it’s important to recognize 
that mental illness is an insuf-
ficient explanation for mass mur-
der. The pathway to mass murder 
is inexplicably complex, involving 
a confluence of factors that come 
together only rarely.1,2 Neverthe-
less, there appears to be reason-
able consensus that Lanza was 
withdrawn and isolated early in 
his life and that that condition 
persisted through adolescence. 
Withdrawn and isolative behav-
ior is of interest to the medical 
community for reasons beyond its 

association with people who have 
committed school shootings. In-
deed, such behavior is quite com-
mon, often appears early in child-
hood, is relatively persistent and 
stable, and can be very responsive 
to treatment.3 Yet withdrawn and 
isolative behavior usually goes 
undetected or unaddressed until 
impairment is obvious; at its ex-
treme, it can manifest in a shock-
ing murder and suicide.

This behavioral dimension ac-
tually includes a variety of behav-
iors and developmental trajecto-
ries that have varied and important 
implications and outcomes; it 
encompasses the lack of inter-
personal reciprocity seen in chil-
dren with autism spectrum disor-
ders, avoidance and inhibition 
presenting before puberty in anx-
ious children, withdrawal due to 
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traumatic life-altering experienc-
es, and social withdrawal as ob-
served in adolescent depression. 
Withdrawal or isolation can also 
precede the development of schizo-
phrenia and is commonly in-
cluded as a component of “the 
schizophrenia prodrome.” Finally, 
there is a very small group of 
withdrawn and isolated children 
who lack empathy and are cold 
and callous toward other human 
beings. Early identification of 
withdrawn and isolative behavior 
can go a long way toward improv-
ing outcomes for young people, 
since effective evidence-based 
treatments are increasingly avail-
able for each of these situations.

The facts about the risk of 
violence in the mentally ill are 
relatively straightforward.4 The 
vast majority of people with psy-
chiatric disorders are not violent, 
and the mentally ill do not com-
mit a substantial proportion of 
violent crimes in the United States. 
When violence is committed by 
a mentally ill person, it usually 
occurs in reaction to an inter-
personal provocation and is of-
ten charged with emotion. Only 
rarely do mentally ill people en-
gage in dispassionate, planned, 
predatory violence toward others. 
In school shootings, there has 
been evidence of both a strong 
emotional component — feelings 
of anger and alienation — and 
extended and detailed planning 
that went undetected or unad-
dressed.1

Even if early signs were no-
ticed, a mentally ill, withdrawn, 
isolated young man and his 
family would face barriers to full 
engagement in psychiatric treat-
ment. Severely mentally ill peo-
ple, especially if they are angry 
and alienated, do not often vol-
untarily seek treatment, and even 

those who do may not be fully 
engaged or cooperative. Young 
adults 18 years of age or older 
must consent to treatment; their 
families, as concerned as they 
may be, aren’t necessarily able 
to bring them to a care provider 
and can’t force them to continue 
receiving treatment. Moreover, 
our standards for confidentiality 
preclude involvement of concerned 
parents unless it has been spe-
cifically authorized by the young 
person. Also, pursuing care for 
individuals at risk has become 
more difficult. Mental health pro-
fessionals have capitulated to a 
higher threshold for hospitaliza-
tion, in part because of standards 
dictated by insurers; clinicians 
may also second-guess or fear 
civil commitment proceedings and 
so fail to advocate for higher 
levels of care.

The interface between mental 
health care providers and these 
important safeguards of individ-
ual liberty can result in delay in, 
or a complete lack of, a cohesive 
and comprehensive response to 
young adults who are experienc-
ing psychiatric difficulties. Par-
ticularly, mentally ill young peo-
ple have the capacity to mask 
their intent to harm themselves 
or others.

At the societal level, many 
challenges confronting efforts 
to improve access to high-quality 
mental health care will have to 
be addressed in upcoming policy 
discussions. Stigma is still the 
biggest barrier to effectively en-
gaging individuals and families 
in the mental health system. But 
fully addressing the mental health 
burden in the United States would 
also be costly. Mental illness is 
common, often affects people 
when they’re young, can last a 
long time, and puts people at 

risk for drug use and other mal-
adaptive behaviors. Though effec-
tive treatments exist, some psychi-
atric disorders are not particularly 
responsive to treatment and can 
lead to substantial, sustained, and 
costly disability. Moreover, given 
the diverse types of mental health 
care practitioners and psychiatric 
practices, patients may not receive 
the most effective treatments that 
are known or available. In addi-
tion, many practitioners with ex-
pertise in evidence-based treat-
ment do not accept insurance, 
since reimbursement rates are 
uniformly low.

Psychotherapy and medications 
can be very effective, but benefit 
from psychotherapy depends on 
the patient’s motivation and ef-
fort, and many patients — and 
many parents of mentally ill 
children — don’t want to con-
sider the use of medication, 
even if it has been proven safe 
and effective. The social con-
texts of mental health treatment 
also influence its effectiveness: 
public uncertainty regarding the 
safety of medications, past mal-
feasance by the pharmaceutical 
industry, and political and reli-
gious forces that challenge the 
fundamental brain basis of men-
tal conditions have affected the 
use of even safe and effective med-
ications and psychotherapies.

The tragedy in Newtown has 
revived many Americans’ passion 
for gun control and has drawn 
attention to the media’s influ-
ence on violent behavior. What 
is missing from most related 
discussions is a focus on the se-
ductive, powerful subculture that 
celebrates and advocates violent 
and antisocial behavior. Most 
people are not interested in and 
do not engage with this subcul-
ture, and most who do so are 
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not seduced into action by anti-
social themes and violence in 
films, video games, written ma-
terials, or interest groups. How-
ever, a very small minority of 
angry and alienated mentally ill 
persons may gain a sense of be-
longing and support from this 
subculture and may be particu-
larly vulnerable to being seduced 
into action.

As we launch into relevant 
policy debates, mental health pro-
fessionals are best tasked with 
addressing the problems in our 
system that make it difficult for 
individuals and their loved ones 
to obtain effective, high-quality 
mental health care early in life. 
Since most psychiatric disorders 
begin in childhood or adolescence, 

more research is needed on the 
progression of mental health prob-
lems from childhood through ado-
lescence and into adulthood. More 
specifically, research is needed to 
elucidate the multiple trajectories 
of the early withdrawn and isolat-
ed behavior that is so common in 
the reported histories of people 
who perform violent acts. Finally, 
discussions of gun control and vi-
olence in the media need to delve 
deeper and illuminate the dark 
subculture of alienation and anti-
social violence that may engage 
and seduce rare individuals into 
performing extreme acts of vio-
lence like the one in Newtown.
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at NEJM.org.
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Preventing Gun Deaths in Children
Judith S. Palfrey, M.D., and Sean Palfrey, M.D.

As practicing pediatricians who 
have lost patients to gun vio-

lence, we join our colleagues in 
mourning the 20 children and 
their teachers who were killed in 
Newtown, Connecticut, on De-
cember 14, 2012. Our sadness is 
deepened by our knowledge that 
the deaths, terror, and post-
traumatic stress of the relatives 
and friends left behind could have 
been prevented.

Prevention is the core of pe-
diatric work. We aim to protect 
children from all things that can 
harm them. Injuries are the big-
gest threat to U.S. children over 
1 year of age. In 2010, gun-related 
injuries accounted for 6570 deaths 
of children and young people (1 to 
24 years of age). That includes  
7 deaths per day among people 
1 to 19 years of age. Gun injuries 

cause twice as many deaths as 
cancer, 5 times as many as heart 
disease, and 15 times as many as 
infections (see graph).1

How can we prevent gun in-
juries? We know the behaviors 
that place children and adoles-
cents at high risk. Little children 
explore their worlds without un-
derstanding danger, and in one 
unsupervised moment, an encoun-
ter with a gun can end in fatality. 
School-age children often enter 
the worlds created by television 
shows, movies, and video games. 
Because of their developmental 
age, school-age children don’t 
necessarily understand that peo-
ple who are really shot may really 
die. A firearm in their hands can 
transform fantasy into tragedy. 
Even in our own lives, this risk 
has been manifest: to this day, 

one of us is haunted by the child-
hood memory of aiming a loaded 
rif le at a babysitter.

Teenagers get into fights over 
girlfriends or sneakers, get furi-
ous or scared. Alcohol and drugs 
may impair their judgment. A fist-
fight may cause transient injuries, 
but a gunfight can kill rivals, 
friends, or innocent bystanders. 
Depressed young people may at-
tempt suicide. Less than 5% of 
such attempts involving drugs are 
lethal, but 90% of those involving 
guns are.2 Our niece might be 
alive today if she hadn’t had easy 
access to a handgun at 18. Finally, 
permitting guns to reach the 
hands of severely deranged per-
sons can have monstrous re-
sults. The American Academy of 
Pediatrics (AAP), recognizing all 
these vulnerabilities, declared in 
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