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By the close of 1993, all acute Care in the larger cities oumumlpred those in rates equal fo or exceeding 
hospital emergency depatbnents in ~Inaller cities by a margin of almost 6 to 1, Boston 3, 
Massachusetls were reporting gunshot smaller cities experienced about the same 
wounds and stabbiigs to the Depatbnent number of accidents and self-inflicteds as 
of Public Health, making Massachusetts uhan areas. (It should be noted, however, gun-to-knife ratio of one gunshot ~ o u n d  
the first state in the Country with a viable that emergency depamnent surveillance for  eve^ 1.1 knife wounds (or, 1 : 1.1). 
database on nonfatal weapon injuries. alone is not a reliable measure of self- Among adults in large cities the ratio was 

Data fmm pilot sites in 1993 indicate inflicted gumhot wounds because most 1 :2.3. In smaller cities, the youth gun-to- 
that while Boston dominates the state in result in death and therefore may not be knife ratio was 12.0, while the adult ratio 
terms of total number of cases, when seen in the ED.) was 1 :3.3. 
taking differences in population size into Youths aged 19 and under showed Reporting compliance under the 
account, Chelsea, Springfield, Bmkton, higher propottiom of gunshot wounds pilot surveillance system averaged about 
and Lawrence had injury rates equal to or than adults in both the smaller and larger 70% systemwide. Compliance is expected 
exceeding Boston's. cities, even after setting aside BB gun to be comparable among more recent 

As ~ p o m  from the newer recruits- wounds. In larger cities, youths are almost recruits. 
which largely represent suburban and rural as likely to enter the ED with a gunshot 
areas-come in, staff have noted changes in wound as a stabbing, which translates to a 
the data. During the first four months of 
statewide surveillance (starting in 
November 1993) 875 cases 
were reported. People living in 
larger cities of over 50,000 
residents were at four times 
higher risk of injury than those 
in snaller communities. 
Among the smaller 
cornrnuni ties, 83 gunshot 
wounds were reported; however 
30 of these (36%) were BB 1 
guns, a weapon type that made I 
up only 4% of all gun injuries 1 
reported in larger cities. As the 1 
table on page 5 summarizes, the I 
vast majority of gunshot wound 
cases (excluding BBs) in the larger cities 
were violence-related (80%). In the Injuries per 10,000 Residents 
smaller areas violence accounted for half 0 0 to 4.2 [ Reporting began 
the cases. Accidents accounted for 25%, 4.3 to 8.4 after 7/93 
and the remaining quarter were about 8.5 to 12.5 
evenly divided between self-inflicted 12.6t016.7 
injuries and unknown. While gun assaults 

16.8 to 20.9 

Note. Rates are based on gunshot and stab wounds reputed by emergency departments for 1993. Most areas are based on 12 months 
of repating. Rates fa the Lowell, Worcester, Holyoke, Lynn. Everett, Revere, Chekea, Quncy, and Weymouth areas are annuallzed 
estimates based on six months of repating 
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Homicides in Massachusetts 
Where Are We Heading and How Do We Compare? 

The number of homicides in 
Massachusetts has been increasing 
in recent years, averaging around 
200 per year throughout the late '70s 
and early '80s and climbing in the 
late '80s to peak above 250 in 1990 
and 199 1. A decline was seen in 
1992, and '93 data is not yet 
available. According to Boston 
police reports, there was an increase 
in '93 for the city of Boston. 

The percent of homicides 
committed with a gun has increased 
dramatically over the years in 
Boston, but has increased more 
gradually throughout the state. 
Much of the increase in overall 
homicide numbers is attributable to 
an increase in the number of young 
victims. In recent years the percent 
of all homicide victims who were 
teenagers or younger has averaged 
23%, compared to 15% for a five 
year period starting in 1977. 

In spite of the high rates of 
violence among teens and young 
adults in specific neighborhoods, 
overall Massachusetts has a 
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homicide rate far lower than the 300 
nation as a whole and ranks 49th 
out of 50 states in its firearm 
death rate. Boston's homicide rate 250 

is also relatively low when 
compared to other cities. Its rate 
of about 13 deaths per 100,000 200 

residents compares with mtes 
ranging from 25-40 per 100,000 
in cities such as Baltimore, 
Milwaukee, Cleveland, and 
Philadelphia. 100 

Of course, how we compare 
depends on to whom we compare 
ourselves. While Massachusetts 50 
may enjoy homicide mtes far 
lower than those in the southern 
and western United States, the 0 
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than all other Western Massachusens Homicide Victims, 1977-1 992 
industrialized nations. For 
example, as many teenagers are 60 
murdered with guns in Boston 
alone as in the entire country of 
Canada, in spite of the fact that 50 
the Canadian population is forty- 
five times larger than that of 
Boston. 40 
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Homicides per 100,000, 1992 Firearm-related Deaths per 100,000, O/O of Homicide Victims Under Age 20 
1991 (also includes suicides and accidents) and OI0 of Homicides Committed with a Gun 

Sources-Massachusetts Homicides: Massachusetts Dept. of Public Health, Office of Vital Statistics. (Deaths to Mass. 
residents occurring out-of-state and deaths to out-of-state residents occurring in Mass. are excluded.) US Homicides: Bureau 
of Justice Statistics, US Dept. of Justice. Firearm Death Rates: National Center for Health Statistics (reported in Morbidity and 
Mortality Weekly Report, Vol. 43/#3). 



Health Professionals Joining 
Violence Prevention Efforts 

Hospitals are becoming involved in 
issues impacting the communities they 
serve, and violence is a major issue that can 
no longer be ignored. The relationship that a 
hospital has with its community affords it a 
unique opportunity to reach out to patients 
and families at high risk for violence. In 
most of our newsletters we highlight a few 
violence prevention programs on which 
medical providers have taken the lead. If 
you are interested in any of the programs 
mentioned here, or would like to inform us 
about programs at your facility, please 
contact Laurie Jannelli at (617) 727-8960. 

Lives at Risk, Saint Francis 
ErnergencylTrauma Center 

"This is not a good room," an 
emergency department nurse told a group of 
teenagers crowded into a trauma room. 
"Keep yourselves out of this room." 
Teenagers were confronted with the specter 
of lying naked on a gurney, tubes sprouting 
from arms and chest, legs in restraints, 
strangers splitting open their chest or 
probing wounds for bullet fragments. The 
exercise was part of a program called, 
"Lives at Risk," a teen violence prevention 
program launched by doctors and nurses at 
St. Francis Hospital and Medical Center in 
Hartford, Connecticut. The program 
combines statistics and graphs with a dose 

of reality shock when teenagers from area 
schools are taken on a tour of the trauma 
room. Students also view a film about 
teenagers disabled by violence and watch a 
series of skits on conflict resolution 
produced by a student theater group. 

Dr. Anthony Morgan, chief of the 
trauma department, feels a personal mission 
in reaching out to kids. As a teenage gang 
member he had been shot and stabbed and 
understands the hard issues of survival kids 
confront today. 

Gunshot Wound Care for EMTs 
Dr. George Deering, an emergency 

mdcine physician with the Berkshire 
Medical Center, conducts a regular monthly 
lecture series for EMTs covering a range of 
topics including a unit on "The Physics of 
Ballistics." The lecture describes how 
various types of weapons and ammunition 
impact first response wound care for EMTs. 
The lecture is accompanied by a series of 
teaching X-rays. Dr. Deering has the 
unusual distinction of having served for 
three years as a police officer before making 
the switch to medical school. But he sees 
swng parallels between emergency 
medicine and police work. "You're dealing 
with many of the same issues: people in 
crisis, drugs, alcohol. Basically, I llke 
helping people." (Continued on page 6.) 

Gun Buybacks 
"I found a gun in my son's room and 

I want to get rid of it while he's out of the 
house. Can I do that without getting him 
in trouble?" The answer was "yes,"and 
the gun became one of the 1302 guns 
taken off Boston streets last summer in 
the city's first gun buyback program. 
Activists were surprised to find that many 
neighborhood parents turned in guns at 
area sites. 

The program was coordinated by 
Citizens for Safety (CFS), a coalition 
working to reduce violence and improve 
thequality of life in Boston neighborhoods. 
Their message was twofold: gun violence 
must stop and citizens can make a 
difference by taking guns off the streets. 
The program brought in more than double 
the guns originally estimated. 

One of the objectives of the buyback 
was to increase awareness of the 
prevalence of guns and their impact on 
the city of Boston. The program was a 
catalyst for the summer-long debate on 
gun legislation in Boston's newspapers. 
Currently, CFS is exhibiting some of the 
guns collected from the buyback along 
with pictures and stories of victims of gun 
violence. WRlSS statistics rounded out 
the display, helping to answer who is 
getting hurt and why. The display is 
traveling to City Hall, the Statehouse, 
Tower Records, and various other sites 

(Continued on next page.) 

g e t t i n g  t h e  
Listed below are some of the groups that have used our data or received 

presentations. If your group would like to request local data, contact WRISS at 
(617) 727-8960. ........................................ ........................ 

Presentaff ons: Publications: 
NCHS Public Health Conference Public Health Reports Abt Assodates Krlg County Dept of Health 
US Senate Com. on Labor Annals of Emergency M c i n e  Urban Health Institute NRA 

and Human Resources Am. Journal of Public Health Philadelphia Dept of Health Gov. Weld 
lnaease the Peace Conference (in press) Westem MA Men's Resource Clr Mike Bamide 
Amekan Public Health Assoc Say hthet Monison lnst for Public Policy 
BU School of Public Health Data Users: (partial list) Assodated Press DC Commission of Public Health 
various CDC meetings Lawrence Ad. Volence Coalition Carlisle Education Center Boston Business Journal 
Mass. Hospital Assoc (Bemstein) Cilizens for Safety Cua~pabbnal Health, DPH O11way News Sew& 
Soc for kademic Em Med (Bemstein) Boston Valence Prevention Baystate Healthcare Systems Contra Costa Health Dept 
Amer Cd of Em Phys (Bernstein) Springfield Health Department W m  H e a l l b e  League of Com Health Cbs 
Am. Sodety for Crimindogy Senator Kennedy Inst. of Criminology (England) Clr for Injury Reduction (PA) 
REB Searrity Training Worcester City Council Minisby of Justice (The Hague) Cook County Hospital (IL) 
Ntl Injury bird Conference PA Coal. Against Dom. Violence Criminal J U S ~  SAC ChiM Witness to Violence 
State & Tenitorial Epidemldogists Boston Globe NYC Dept of Health Boston H W  



over the next several months. 
The majority of guns collected were 

easilyconcealable handguns. Rifles and 

~ u ~ b a c k  will begin May 16, coinciding 
with Violence Prevention Week. @ 

ED Personnel Trained in Managing Vident Behavior 
Assaults in the ED Spur Interest in On-the-Job Safety Training 

shotguns were also turned in, but from 
the point of view of Sgt. Jay Devlin of the 
Boston Police, "Every gun we got is 
exactly what we wanted. Any gun can 
kill." Whilediff icult to measure the impact 
of such a program on gun injuries, the 
elimination of such a large number of 
weapons could only be good news to 
area hospitals. Nationwide, the 
healthcare cost for firearm injuries in 
1990 was $1.4 billion according to a 
University of California study, and much 
of that was uncompensated Care, afactor 
that has contributed to the termination of 
trauma services in many hospitals 
nationally. 

Although hospitals did not take a 
major role in the Boston buyback, in 
other parts of the country hospitals have 
been the leading sponsors of guns-for- 
goods programs. Denver's Children's 
Hospital and the Denver Nuggets 
basketball team exchange Nuggets 
ticketsorAdidassneakersforguns.St. 
Joseph's Hospital in Paterson, N.J., and 
the Children's Medical Center of Dallas 
have also initiated similar programs. 

Locally, Brockton, Springfield and 
Worcester are among the latest cities to 
start gun buybacks. The '94 Boston 

: The Weapon-Related Injury : 

On the first day of a workshop on 
ma"aging aggressive behavia sponsored by 
the We~n-Relared In jw SurveiUance 
System, participants (primarily RNs and 
security supervisors) swapped stories and 
traded information. "I've 'taken down' more 
people in my first few as a security 
officer at the Medical Center than I did in 23 

the police foE," a seclnity 
officer told ammful of 
d e ~ e n t F n n e l l a s t  OcM. 

"Atour hospital, security can't touch a 
patient, even when they3= violent B~~ we're 
, t ~  in how to deal with them v e w y T  

"I've been b i m  by patients. How do 
you get out of a situation like that without 
losing a big chunk of skin?" 

Among the 34 participants representing 
across section of hospitals from across the 
state, all had witnessed an assault on thepb. 
Whereas hospitals are becoming the site of 
increasinglyaggressiveincidentsbypatients 
andvisirn,emergencydepartment~ersonnel 
oftenfeelthamgcurriculahavenotke~t 
Pace and few providers have been trained to 

"A guy's gaf YOU from behind 
and he has a hy~miC h 
hb hand. WhQt do you do?" 

: Surveillance System 
is a project of the Mass. Department of 
Public Health in collaboration with Mass. : Health Research Institute. WRISS is 
funded in part by a grant from the Centers 
for Disease Control and Prevention. 
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manage violent behavior. According to results 
of a survey conducted by the International 
Association of Hospital Security and Safety, 
the emergency department is the most frequent 
site of assaults within the hospital. In 1990, 
43% of surveyed EDs were the site of at least 
one attack each month. 

WRISS offered a two-day training to 
hospitals participating in the injury reporting 
system. The session was offered to supervisory 
staff who could take lessons back to their own 
hospitals. Techniques consistent with hospital 
policy could then be taught to other staff. In 
introducing the course, WRISS staff member 
Laurie Jarinelti explained, "Hospitals are 
s t h g  to become involved in helping 
communities work towards violence 
prevention. But a lot of staff feel unsafe on the 
job and undexstandably thds what they want 
to address before they're ready to take on 
broader community issues." REB Security 
Training conducted the session which focused 
equally on &escalating aggressive behavior 

before violence erupts and avoiding injury 
during attacks. Students were taught to 
recognize the stages of confhct and understand 
the verbal and non-verbal cues that signal 
trouble. 

Training in communication skills is 

In lBO,#% dsurveyed EDs 
we= he  9te of at leasf one 
amuf every monh. 

essential. Without proper training. 
interventions may actually escalate aggression 
rather than reduce it 'The standard thing a lot 
of officers do when they approach an 
aggmsor is smde right up to the guy, stand in 
his face, put their hands on their hips, and stare 
him in the eye," explained Roland Ouelleae, 
the instructor and president of REB. "That's 
the exact wrong thing to do. It increases the 
guy's aggression and prevents the officer from 
being able to physically defend himself if 
attacked. I don't care if you have a black belt 
in karate. Within a four foot range, your 
reaction time is not k t  enough to block their 
action." Emphasis was placed on teaching 
critical non-veM and verbal communication 
skills, including recognizing the stages of 
confhct, gestures, posturing, pemal  space, 
eye contact and active listening. 

Often, all it takes to avert a crisii is a 
sympathetic response. For example, a patient 
who is becoming m n i n g  while waiting to 
be seen may be stopped in his tracks with a 
kind comment ''I'm really sorry it's such a 
long wait for you. I know how uncomfortable 
you feel," will generally be far more effective 
than, "Sit down and wait your arm, sir." 

By the second day the training moved 
on to physical defense and safety skills using 
handsan role plays. 

"OK, a guy's grabbed you from behind 
and has a hypodermic in his hand. Here's what 
you do." Ouelleae demonsmes a move and 
participants pair off and practice releases from 
holds and other selfdefense techniques. 

Students left the session feeling more 
confident about returning to work and gave the 
instructors high ratings (9.3 cut of 10) at the 
end of the session. Two thirds of participants 
also completed follow-up evaluations, and 
without exception all highly recommended the 
course to other ED personnel. 



The Tip of the Iceberg 
fi-1 Firearm Homicide 

Each Firearm Homicide 5  NO^-fatal Gunshot Wounds 

Represents at Least 123 14 Sharp Instrument Wounds 
Other Assaults Treated in the 
Emergency Department 14 Other Weapon Assaults 

90 Non-weapon Assaults 

r!a hen we read about a murder seen in the ED are those who are wounds. 
in the news we know we are only punched, kicked, or shoved. They The completeness of reporting is 
seeing the tip of the iceberg and that for outnumber victims of knife and other also a point to consider. Emergency 
every death there are scores of non-fatal weapon assaults by a ratio of 3.2 to one. departments are hectic environments, 
injuries. But what are the numbers? This brings us to a grand total of and we know that reporting is not 
Until recently it was anyone's guess. about 123 assaults treated in the always one hundred percent. Based on 
Now, based on data reported by emergency department for every one reviews of emergency department 
emergency department staff, we can homicide committed with a gun. records, we estimate that the true ratio 
make some educated estimates. How Reliable are the Numbers? between fatal and ED-treated gunshot 

For every person murdered with a These estimates are based on city- wounds could be as high as 1 to 8, 
gun, roughly five people are assaulted specific data and might not apply to all bringing the bottom line to roughly 200 
with a gun and survive. This estimate is geographic regions. Boston, for assaults of various types treated in the 
based on comparing death certificates example, has a lower ratio of gun emergency department for every one 
for Boston murder victims who died in injuries to knife injuries (1:2.9) than gun homicide. The ED log program 
Boston in 1992 with reports of non-fatal many smaller cities which have which was used to count other assaults 
gunshot wounds to Boston residents disproportionately fewer gunshot has been found reliable. 

seriously enough to require ED 
treatment. This estimate is based on 
both death certificates and ED reports 
for Boston assault victims who died or 
were treated in Boston. 

ED personnel are required by law 
to report stabbings and shootings to 
authorities. To quantify other types of 
assaults we move to a second data set. 
WRISS developed software for the 
emergency department log which 
records causes of injuries. According to 
data from a hospital serving a medium- 
sized, relatively poor city of 70,000, the 
number of patients who were assaulted 
with a sharp instrument was about equal 
to the number who were assaulted with 
other weapons such as a bat or club. By 
far the most frequent victims of assault 

a non-fatal gunshot wound, there were 
close to three who were cut or stabbed 
during a sharp instrument assault 

Small Cities/Towns Larger Cities 

Gunshot Wounds and Stabbings Treated in Mass. Emergency Departments, 
11/1/93 - 2/28/94, by Population of Victim's City (Story on page 1) 

(50,000 or under) (over 50,000) Total* 
Total Cases 233 100% 585 100% 875 
Youths (0-19 years) 77 33% 143 25% 226 
Adults (20 and over) 156 67% 440 75% 633 

Gunshot Wound 53 23% 195 33% 271 
BB Gun 30 13% 9 2% 42 
Sharp Instr. Wound 150 64% 379 65% 562 

Type of GS W Incident " 
Violence-related 27 51% 156 80% 201 
Unintentional 13 25% 14 7% 29 
Self-Inflicted 6 11 %  5 3% 1 1  
UnknownlMissing 7 13% 21 1 1 %  30 

Gun-to-Knife Ratio" 
Youths (0-1 9 years) 1 : 2.0 1 : 1.1 
Adults (20 and over) 1 : 3.3 1 : 2.3 

'90 Population 3,784,542 2,231,883 6,016,425 

Includes 57 cases for which residence was out-of-state or unknown " Excluding BB Guns 
Source: Weapon-Related Injury Surveillance System, Mass. Department of Public Health 



Violence Prevention Efforts 
(Continued from page 3) 

Brief Note s... 
The Harvard Community 

Health Plan Foundation has become 
involved in violence prevention and 
recently produced several PSAs for 
local TV dramatizing how to steer 
conflicts away from violence ... The 
New Mexico Emergency Medical 
Services for Children and the 
Depament of Emergency Medicine 
at the University of New Mexico have 
developed a K-8 curriculum called 
"Firearm Injury Prevention" ... The 
American Academy of Pediatrics and 
the Center to Prevent Handgun 
Violence have created an educational 
program to help pediatricians counsel 
parents on the risks of firearm 
injury ...Phy sicians for a Violence- 
Free Society held its first national 
conference earlier this year. Its 
executive director, Ellen Taliafem, 
MD, of the University of Texas 
Southwestern Medical Center, says its 
mission is to bring together a coalition 
of healthcare providers and citizens to 
be leaders in the violence prevention 
movement. 

Violence Postvention 
Program, Philadelphia 

'"The project was inspired in 
part by a visit by Dr. Deborah 
Prothrow-Stith when she came to 
Philadelphia to discuss violence 

prevention", explained Amy 
Wishner, a nurse epidemiologist 
with Philadelphia's Department of 
Public Health. "Einstein staM were 
particularly affected by Dr. S tith 
contrasting emergency room 
responses to potential perpetrators 
of self-directed vs. other-directed 
violence: an ER admission of a 
suicide attempter leads to an entire 
gamut of services ... whereas the far 
more common injuries from violent 
assault lead to treatment but no 
other intervention." 

As a result, the Violence 
Postvention Program was created 
by Philadelphia's Injury Prevention 
Program and Albert Einstein 
Medical Center. The program 
invites patients who are involved in 
multiple violent events to 
participate in twelve weekly 
sessions with a therapy team. 
Patients are only accepted into the 
program if they are accompanied 
by at least two members of their 
family or peer group. The program 
is currently in transition following 
a personnel change. The hospital is 
seeking funding and a new 
coordinator. Non-hospital based 
"violence postvention groups" are 
now administered by an organi- 
zation called BFC Networks. 

1 in 49 Black Male Teenagers 
Was Shot or Stabbed Last Year in Boston 

According to reports by hospital 
emergency departments and the 

Boston Police Department, 
on average, 1 out of every 49 

black male teens aged 15-19 who 
live in Boston was shot or 

stabbed in 1993.12 wounds were 
fatal; 106 were non-fatal. 

Example of WRISS information sheet. The 
comparable figures for Latino and white 
(non-Hispanic) male teens that year were 1 
in 91 and 1 in 595 respectively. Contact 
WRISS at (617)727-9696 if your group 
would like local data. 

Weapon-Related Injury Surveillance System 
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Boston. MA 021 1 1 
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