
How common is juvenile arson?
In the United States in 1989, there were 97,000
fires of incendiary or suspicious origin, resulting
in 1.5 billion dollars in property loss. Forty-three
percent of all arrests made for arson were in
children under 18 years of age, 30% were 
in children under 15 years and 7.5% were in
children under 10 years.1

Although comparable data for Australia are
not readily available, we do know that over the
last 20 years there has been a substantial increase
in the number of arson reports made to the police:
the rate has risen from 17.76 per 100,000 of
the population to 70.14 per 100,000. Further, in
1989, 38% of all arson arrests in Australia were
of juveniles.2

In Victoria, police crime statistics show that
in 1995 to 1996 the rate of arson allegations
against juveniles (defined in this State as those
aged 10 to 16 years) was 77.84 per 100,000

males and 8.50 per 100,000 females. This
appears to be higher than the rate reported for
the United States,3 although direct comparison
is difficult due to the varying definition of ‘juven -
ile’ and the different population base (number
of juveniles in the defined age group).

What is juvenile arson?
Arson principally refers to the act of deliber -
ately setting fire to property of any kind.1 Two
acknowl edged experts in the field of arson have
developed similar systems for classifying arson
and arsonists (Table).1,4 Both Geller and Prins
separate juvenile arson from arson committed
by adults but neither claims personal expertise
in the area of juvenile arson. However, Geller
differentiates arson from fireplay, the latter
term being used to describe fires started by chil-
dren too young to comprehend the implications
of their actions.
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Juvenile arson 
questions and answers, cases and comments
Arson is the act of deliberately setting fire to property of any kind. Child firesetters are

not necessarily arsonists: they may be too young to comprehend the implications of their

actions or may start a fire unintentionally. What else do we know about children who

light fires and how can we help them and their families?

• Firelighting, as opposed to curiosity about fires, should be taken seriously.

• All parents should be encouraged to make their homes fire safe by installing Standards

Australia-approved smoke detectors and not leaving matches and lighters where young

children may find them.

• All parents should be encouraged to teach young children that ‘matches are tools not

toys’ and older children to be fire safe and fire competent.

• Educational programs run by trained firefighters for children and families can be an

effective means of reducing the frequency and severity of firelighting.

• Lighting fires, more common in boys than girls, is often a symptom of other behavioural

or emotional difficulties and referral to mental health services may be appropriate.
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The potentially tragic implications of fireplay
is clearly demonstrated by a 10-year review of
all child deaths in house fires in Scotland between
1980 and 1990.5 Almost two-thirds of all child
deaths occurred in those under 5 years of age,
and over 40% were caused by children ‘playing
with fire’ – that is, there was no evidence that
the fires were deliberately lit.

What do we know about child firesetters?
Since Lewis and Yarnell’s classic study of path o -
logical firesetting, there have been many studies
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Table. Classification of arson*

• For profit

• For crime concealment

• For revenge or vandalism

• For political purposes (including

self-immolation)

• For vanity or recognition

• Secondary to a medical or mental disorder

• Committed by children and young people

*Adapted from references 1 and 4.
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of childhood firelighting. Although most
of these studies refer to young people
who light fires and do not specify the
nature of the fires lit, the intent or the
damage caused, a number of consistent
findings have emerged.

Characteristics
Gender
The vast majority (more than 90%) of
children referred to psychiatric clinics
with a history of firelighting are male.6

Age
Prins reported that in his sample of 113
imprisoned arsonists referred to a parole
board, there were no children under 
the age of 11 years but there were 11
chil dren aged 13 to 17 years.4 However,
fire lighting is often reported to com-
mence as early as 3 to 4 years of age.7

Behaviour
Many firesetters also exhibit a range of
accompanying antisocial behaviours such
as aggression, destructiveness, lying,
stealing and truancy.8,9 They commonly
have poor academic achievement.10 Prins
commented that boredom and anger at
society in general appeared to be impor-
tant motivating factors in the young

adult group of imprisoned arsonists;
however, none in his sample met the
criteria for the diagnosis of pyromania.4

Family background
Firesetters frequently come from homes
characterised by absent fathers, high
rates of parental pathology, marital dis-
satisfaction and alcohol abuse, and
many have been neglected or abused.11

A parenting style characterised by lax
discipline and inconsistent enforcement
of rules has been noted among many
childhood firesetters.9,11

Comparison
Firesetters v. other delinquents
One study compared 25 male delin-
quents charged with firesetting with a
similar group charged with offences not
related to fire. The only statistically 
significant difference between groups
was the frequency of past firesetting.
Although the arson group had been
charged with more offences, the differ-
ence did not reach significance.12

Another study of 36 incarcerated juve -
n ile delinquents also found no difference
in terms of behavioural symptomatology
between firesetters and non-firesetters.
Both groups had a comparable number
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of conduct symptoms.13

Sakheim and colleagues conducted
several studies comparing firesetters
with non-firesetters in residential treat-
ment settings.14-16 Firesetters scored
higher on:
• severe maternal rejection
• anger with father for his absence,

abandonment or abuse
• gaining mastery over adults through

firesetting
• sexual excitement
• diagnosis of conduct disorder.

In addition, compared with their
minor firesetting counterparts, more
severe firesetters had:
• less adequate superego function
• poor social anticipation and awareness
• increased rage at insults or limitations
• more frequent cruelty to children or

animals.

Adolescents v. adults
A comparison of adolescents and adults
charged with arson found higher rates of
substance use disorder among the adults
and higher rates of conduct disorder
among the adolescents. Although anti -
social and other personality disorders
were more common among the adults
than the adolescents this did not reach
significance.17

It has been suggested that firesetting
in childhood may predispose one to
similar behaviour in adult life but there
is little evidence to support or refute this
hypothesis.18 Even among a group of con-
victed arsonists in the United Kingdom,
only one had a prior conviction for arson,
and only three had a second conviction
during a 20-year follow up.19

Comment
On balance, it would appear that there
may be some differences between fire-
setters and other antisocial youth; how-
ever, there is little to support the view
that firesetting among young people
constitutes a specific or separate behav-
ioural syndrome.

Juvenile arson 

continued 

What parents can do to prevent most firesetting*

• Teach very young children that fire is a tool we use to cook food or heat the home. It is

not magic. It is certainly not a plaything. It is dangerous and only for adults to use

carefully – use the example of driving a car or using power tools.

• Keep all matches and lighters out of the reach of very young children. Even a 2-year-old

can work a cigarette lighter, or simply run it across carpet using it as a toy car.

Purchase only child-resistant lighters.

• Young children should notify an adult if they find matches or lighters and be rewarded

or praised for doing this.

• Set a good example. Care should always be taken with matches and fire. The home

should be fire safe, in particular, flammable liquids should be properly stored and

never used to light fires.

• Provide your children with a torch for their bedroom or cubby house.

• Allow older children aged 8 to 10 years to use fire, but only under direct supervision.

* Information reproduced by courtesy of the Juvenile Fire Awareness and Intervention Program, Melbourne, Vic.
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What can be done about 
juvenile firesetting?
Fire awareness and
intervention programs
Since the establishment of
the Juvenile Fire Awareness
and Prevention Program in
Victoria (see below) in 1988,
most other States have fol-
lowed suit, setting up their
own programs for young
people who light fires.

What do programs offer?
The Melbourne-based Juvenile
Fire Awareness and Prevention
Program is conducted by spe-
cially trained firefighters,
including volunteer firefight-
ers from the Country Fire
Authority, supported by men-
tal health professionals with
expertise in the field.

The program involves fire -
fighters visiting families in
their own home. It is designed to reduce
the frequency of firelighting by increas-
ing the awareness of the young person
and their family of the hazards of fire,
fire prevention measures, including the
installation of smoke detectors, and edu-
cation about what to do in the event of
a fire (see the Figure above and the box
on page 60). The emphasis is on fire
safety education geared to the develop-
mental and cognitive ability of the child
with positive reinforcement of ‘good’
fire behaviour, such as:
• abstaining from fireplay and

firelighting
• giving matches or lighters found

around the house to parents
• developing a ‘fire plan’ for the

household.
Also important in fire safety educa-

tion, is the discouragement of ‘bad’
behaviour, such as:
• playing with matches
• lighting fires.

Parents are encouraged to use logical

consequences for subsequent episodes of
firelighting – for example, the withdrawal
of privileges such as watch ing favourite
television shows, being grounded or brief
periods of ‘time out’. Consequences
should be prompt, consistent, brief and
tailored to the seriousness of the ‘offence’.

Thus, the program incorporates edu-
cational and behavioural approaches to
fire lighting.

Children who continue to light fires
and those who are assessed as having
additional mental health problems are
referred for specialist assessment at a
local child and adolescent mental health
service. Reported recidivism (re-offend-
ing) rates for firelighting in the 12 months
following program intervention have
been less than 10%.

Who is referred to the programs?
Since the Juvenile Fire Awareness and
Prevention Program was established,
more than 1000 children and adolescents
have been referred for assistance with
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problems associ ated with
firelighting.

A study of 138 children,
aged 4 to 16 years, referred to
the program found that 97%
were boys, less than half lived
with both biological parents
and 70% lived in a household
with at least one smoker.6

Very few gave evidence of
lighting a fire with intent to
cause damage despite a high
frequency of firelighting – the
mean number of fires in the
12 months before referral was
7.1. This may be partly
explained by the very young
age of the children in the sam-
ple – their mean age was 8.1
years. However, this was not
simply a sample of inquisitive
children, as shown by a mean
Total Problem Score on the
Child Behavior Checklist of
70 (two standard deviations

above population norms).20

With the involvement of the Country
Fire Authority, the program has expanded
to cover rural areas of Victoria. In fact,
almost two thirds of the 332 referrals in
1996 were from rural areas.21

Recently, a growing number of intel-
lectually handicapped young people
have been referred, particularly since
the tragic death of nine intellectually
handicapped men in a residential facility
in Kew, Melbourne, in 1996 in a fire
thought to have been lit by one of the
residents.

In 1996, over 50% of referrals were
precipitated by a fire in the child’s own
home and more than one in four fires
occurred in the child’s bedroom; over
25% of referrals were aged 10 to 17
years. Although very few of the juveniles
referred to the program appeared to
have lit fires with the specific intention
of causing damage, many had a long
history of ‘playing with fire’. A history
of abuse, family disruption (53%), and

Juvenile arson  

continued 

Figure. The Melbourne-based Juvenile Fire Awareness and

Prevention Program involves trained firefighters teaching young

firelighters about fire safety and fire hazards.
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Juvenile arson 

continued 

Case 1
The mother of a 5-year-old boy is worried that her son is fascinated

by fire and wants your advice. She says he is always poking things

in the fireplace, and yesterday she caught him burning pieces of

paper in his cubby house.

Comment
Counsel the boy’s mother to do the following.

• Place matches and lighters in a safe place inaccessible to 

the boy.

• Install smoke detectors if they are not already in the house.

• Purchase a Standards Australia-approved domestic fire

extinguisher.

Case 2
An 8-year-old boy is brought to see you with superficial bums to his

arms and face. He sustained these while lighting a fire in his bedroom.

When the curtains caught fire he attempted to put the fire out,

burning himself in the process. He then called his parents, who

extinguished the fire before it caused any serious damage. The boy

has no previous history of firelighting.

Comment
• Treat the burns.

• Get a detailed history of the fire to determine whether there are

any readily identifiable precipitants such as relationship

problems at home or at school.

• Advise the boy’s mother to make the boy take some

responsibility for the damage, such as helping to clean up the

mess or paying for some of the damage.

• Counsel the boy’s mother to place matches and lighters in a

safe place inaccessible to the boy, to install smoke detectors if

they do not already have them and to purchase a Standards

Australia-approved domestic fire extinguisher.

Case 3
You are consulted by the mother of an intellectually disabled 

13-year-old boy, who reports that her son has been interested in

fires since he was 5 years old. The most recent incident involved

lighting an oil lamp in an attempt to activate a smoke detector. His

mother attributes his behaviour to boredom due to the distance

they live from friends. His parents separated shortly before the

most recent incident.

Comment
• Are intellectual disability services already involved?

• What help has the boy or his parents received in dealing with

the parents’ separation?

• What activities is the boy involved in outside the home that may

help deal with his boredom and the distress about his parents’

separation?

Case 4
A 10-year-old boy is brought to see you by his distressed and

angry mother because he set fire to a mattress in a vacant house,

destroying the house. The police want to charge him with arson

and wilful damage. He has a history of aggressive behaviour and

attention deficit hyperactivity disorder (ADHD), and has been

lighting fires since he was 3 years old. His mother says he has

played with fire every day for the past 12 months.

Comment
• Has the boy been referred to a child and adolescent mental

health service or to a paediatrician or child psychiatrist for

assessment and treatment of his ADHD, including the possible

prescription of stimulants? Second-line drugs for ADHD include

small doses of clonidine in divided doses throughout the day

(100 to 250 µg daily).

Case 5
A distressed mother brings her 12-year-old son, whom you have

known for six years, to see you. At the weekend, he lit a fire in the

local primary school with an accomplice after they broke into the

school and committed theft and vandalism. The fire caused

extensive damage. The boy is an adopted child with a long history

of behaviour problems and absconding from home. The police are

planning to press charges.

Comment
• Has the boy been referred to a child and adolescent mental

health service?

• Is referral for a forensic psychiatric assessment indicated?

• It sounds like the boy may have an attachment problem – a

difficulty in the development of the relationship between the

parent and child, suggested by the history of adoption and

longstanding behavioural problems. Has anything been done to

address this?

Young firesetters and the GP: what would you do?
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institutional or foster placement (19%)
was common. Almost a third (31%)
reported learning difficulties, 15% were
said to suffer from attention deficit
hyperactivity disorder (ADHD) and 20%
had been in trouble with the police.

Fascination with fire and boredom
were commonly cited reasons for the
fires, particularly among the 10 to 17
year olds. There was no evidence of
arson for profit. 

Many fires occurred at times of sig-
nificant personal or family stress.

These findings are consistent with
other reports of juvenile firesetting.22

A general practice approach
From a general preventive point of view,
it is worthwhile for general practitioners
to recommend to all patients that every
dwelling should have smoke detectors
and an Standards Australia- approved

domestic fire extinguisher. However, as
it is likely that virtually all children have
a general practitioner, it is likely that
general practitioners will see most chil-
dren who light fires.

In all cases of firesetting, general
practitioners should take a careful his-
tory of previous behavioural and emo-
tional problems as well as any recent or
current stressors that may account for
the problem. 

Particular attention should be paid
to a past history of antisocial behaviour,
ADHD, recent stresses such as parental
illness or separation, and changes in the
child’s behaviour.

Also, it is useful to know whether your
local fire service has a program similar
to Melbourne’s Juvenile Fire Awareness
and Intervention Program and what the
process is for referral.

Typical cases that may present to a
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general practitioner are discussed in the
box on page 64.

Conclusion
Unlike adults, children are not likely to
set fires for profit, crime concealment
or political purposes. 

Very young children may start fires
accidentally. Older children may be
motivated by boredom, anger at society,
or recent stresses at home or elsewhere.
Firelighting is often a symptom of other
behavioural or emotional difficulties.
Fire awareness and prevention strate-
gies, as well as referral to mental health
services where appropriate, form the
mainstay of management. MT

A list of references is available on
request to the editorial office.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2010.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2009.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2008.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2007.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2006.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2005.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2004.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2003.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2002.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2001.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2000.



JUVENILE ARSON

ROBERT ADLER, MB BS, PhD, FRACP, FRANZCP

MEDICINE TODAY SEPTEMBER 2000   pp. 58-65

References

1.Geller JL. Arson in review: from profit to

pathology. Psychiatr Clin North Am 1992; 15:

623-645.

2. Cunneen C, White R. Juvenile justice, an

Australian perspective. Melbourne: Oxford

University Press, 1995.

3. Mukherjee S. The dimensions of juvenile

crime. In: Borowski A, O’Connor I, editors.

Juvenile crime, justice and corrections. South

Melbourne: Longman, 1997: 4-24.

4. Prins H, Tennent G, Trick K. Motives for

arson (fire raising). Med Sci Law 1985; 25:

275-278.

5. Squires T, Busuttil A. Can child fatalities in

house fires be prevented? Injury Prev 1996; 2:

109-113.

6. Adler R, Nunn R, Northam E, Lebnan V,

Ross R. Secondary prevention of childhood

firesetting. J Am Acad Child Adolesc Psychiatry

1994; 33: 1194-1202.

7. Kafry D. Playing with matches: children and

fire. In: Canter D, editor. Fires and human

behavior. Chichester: John Wiley and Sons,

1980: 47-61.

8. Kolko DJ, Kazdin AE, Meyer EC. Aggression

and psychopathology in childhood firesetters:

parent and child reports. J Consult Clin Psychol

1985; 53: 377-385.

9. Kolko DJ, Kazdin AE. Aggression and

psychopathology in matchplaying and

firesetting children: a replication and extension.

J Clin Child Psychol 1991; 20: 191-200.

10. Showers J, Pickrell E. Child firesetters: a

study of three populations. Hosp Community

Psychiatry 1987; 38: 495-501.

11. Kolko DJ, Kazdin AE. Matchplay and

firesetting in children: relationship to parent,

marital, and family dysfunction. J Clin Child

Psychol 1990; 19: 229-238.

12. Hanson M, MacKay-Soroka S, Staley S,

Poulton L. Delinquent firesetters: a comparative

study of delinquency and firesetting histories.

Can J Psychiatry 1994; 39: 230-232.

13. Forehand R, Wierson M, Frame CL,

Kemptom T, Armistead L. Juvenile firesetting: a

unique syndrome or an advanced level of

antisocial behavior? Beh Res Ther 1991; 29:

125-128.

14. Sakheim GA, Vigdor MG, Gordon M,

Helprin LM. A psychological profile of juvenile

firesetters in residential treatment. Child

Welfare 1985; 64: 453-476.

15. Sakheim GA, Osborn E. A psychological

profile of juvenile firesetters in residential

treatment: a replication study. Child Welfare

1986; 65: 495-502.

16. Sakheim GA, Osborn E, Abrams D.

Toward a clearer differentiation of high-risk

from low-risk fire-setters. Child Welfare 1991;

70: 489-503.

17. Bradford JMW, Dimmock J. A comparative

study of adolescents and adults who wilfully set

fires. Psychiatr J University Ottawa 1986; 11:

228-234.

18. Kolko DJ. Fire setting and pyromania. In:

Last CG, Hersen M, editors. Handbook of child

psychiatric diagnosis. New York: Wiley, 1989:

443-459.

19. Soothill KL, Pope PJ. Arson: a twenty-year

cohort study. Med Sci Law 1973; 13: l27-138.

20. Achenbach T, Edelbrock C. Manual for the

Child Behavior Checklist and Revised Behavior

Profile. Vermont: Department of Psychiatry,

University of Vermont, 1983.

21. Melbourne Metropolitan Fire Brigade.

Juvenile Fire Awareness and Intervention

Program, Annual Report. Melbourne:

Metropolitan Fire Brigade, 1996.

22. Raines JC, Foy CW. Extinguishing the fires

within: treating juvenile firesetters. Families in

Society 1994; 75: 595-606.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2010.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2009.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2008.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2007.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2006.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2005.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2004.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2003.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2002.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2001.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2000.


