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Foreword

The twentieth century will be remembered as a century marked by violence. It
burdens us with its legacy of mass destruction, of violence inflicted on a scale
never seen and never possible before in human history. But this legacy — the
result of new technology in the service of ideologies of hate — is not the only
one we carry, nor that we must face up to.

Less visible, but even more widespread, is the legacy of day-to-day,
individual suffering. It is the pain of children who are abused by people who
should protect them, women injured or humiliated by violent partners, elderly

persons maltreated by their caregivers, youths who are bullied by other
youths, and people of all ages who inflict violence on themselves. This suffering — and there are many more
examples that I could give —is a legacy that reproduces itself, as new generations learn from the violence of
generations past, as victims learn from victimizers, and as the social conditions that nurture violence are
allowed to continue. No country, no city, no community is immune. But neither are we powerless against it.

Violence thrives in the absence of democracy, respect for human rights and good governance. We often
talk about how a ““culture of violence” can take root. This is indeed true — as a South African who has lived
through apartheid and is living through its aftermath, I have seen and experienced it. It is also true that
patterns of violence are more pervasive and widespread in societies where the authorities endorse the use of
violence through their own actions. In many societies, violence is so dominant that it thwarts hopes of
economic and social development. We cannot let that continue.

Many who live with violence day in and day out assume that it is an intrinsic part of the human condition.
But this is not so. Violence can be prevented. Violent cultures can be turned around. In my own country and
around the world, we have shining examples of how violence has been countered. Governments,
communities and individuals can make a difference.

I welcome this first World report on violence and health. This report makes a major contribution to our
understanding of violence and its impact on societies. It illuminates the different faces of violence, from the
“invisible” suffering of society’s most vulnerable individuals to the all-too-visible tragedy of societies in
conflict. It advances our analysis of the factors that lead to violence, and the possible responses of different
sectors of society. And in doing so, it reminds us that safety and security don’t just happen: they are the result
of collective consensus and public investment.

The report describes and makes recommendations for action at the local, national and international levels.
It will thus be an invaluable tool for policy-makers, researchers, practitioners, advocates and volunteers
involved in violence prevention. While violence traditionally has been the domain of the criminal justice
system, the report strongly makes the case for involving all sectors of society in prevention efforts.

We owe our children — the most vulnerable citizens in any society — a life free from violence and fear. In
order to ensure this, we must be tireless in our efforts not only to attain peace, justice and prosperity for
countries, but also for communities and members of the same family. We must address the roots of violence.
Only then will we transform the past century’s legacy from a crushing burden into a cautionary lesson.

Nelson Mandela



Preface

Violence pervades the lives of many people around the world, and touches all
of us in some way. To many people, staying out of harm’s way is a matter of
locking doors and windows and avoiding dangerous places. To others, escape
is not possible. The threat of violence is behind those doors — well hidden from
public view. And for those living in the midst of war and conflict, violence
permeates every aspect of life.

This report, the first comprehensive summary of the problem on a global

scale, shows not only the human toll of violence — over 1.6 million lives lost
each year and countless more damaged in ways that are not always apparent — but exposes the many faces of
interpersonal, collective and self-directed violence, as well as the settings in which violence occurs. It shows
that where violence persists, health is seriously compromised.

The report also challenges us in many respects. It forces us to reach beyond our notions of what is
acceptable and comfortable — to challenge notions that acts of violence are simply matters of family privacy,
individual choice, or inevitable facets of life. Violence is a complex problem related to patterns of thought
and behaviour that are shaped by a multitude of forces within our families and communities, forces that can
also transcend national borders. The report urges us to work with a range of partners and to adopt an
approach that is proactive, scientific and comprehensive.

We have some of the tools and knowledge to make a difference — the same tools that have successfully
been used to tackle other health problems. This is evident throughout the report. And we have a sense of
where to apply our knowledge. Violence is often predictable and preventable. Like other health problems, it
is not distributed evenly across population groups or settings. Many of the factors that increase the risk of
violence are shared across the different types of violence and are modifiable.

One theme that is echoed throughout this report is the importance of primary prevention. Even small
investments here can have large and long-lasting benefits, but not without the resolve of leaders and support
for prevention efforts from a broad array of partners in both the public and private spheres, and from both
industrialized and developing countries.

Public health has made some remarkable achievements in recent decades, particularly with regard to
reducing rates of many childhood diseases. However, saving our children from these diseases only to let
them fall victim to violence or lose them later to acts of violence between intimate partners, to the savagery
of war and conflict, or to self-inflicted injuries or suicide, would be a failure of public health.

While public health does not offer all of the answers to this complex problem, we are determined to play
our role in the prevention of violence worldwide. This report will contribute to shaping the global response
to violence and to making the world a safer and healthier place for all. I invite you to read the report
carefully, and to join me and the many violence prevention experts from around the world who have
contributed to it in implementing its vital call for action.

Gro Harlem Brundtland
Director-General
World Health Organization
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Introduction

In 1996, the Forty-Ninth World Health Assembly adopted Resolution WHA49.25, declaring violence a
major and growing public health problem across the world (see Box overleaf for full text).

In this resolution, the Assembly drew attention to the serious consequences of violence — both in the
short-term and the long-term — for individuals, families, communities and countries, and stressed the
damaging effects of violence on health care services.

The Assembly asked Member States to give urgent consideration to the problem of violence within their
own borders, and requested the Director-General of the World Health Organization (WHO) to set up public
health activities to deal with the problem.

This, the first World report on violence and health, is an important part of WHO’s response to Resolution
WHA49.25. Itis aimed mainly at researchers and practitioners. The latter include health care workers, social
workers, those involved in developing and implementing prevention programmes and services, educators
and law enforcement officials. A summary of the report is also available. '

Goals
The goals of the report are to raise awareness about the problem of violence globally, and to make the case
that violence is preventable and that public health has a crucial role to play in addressing its causes and
consequences.

More specific objectives are to:

— describe the magnitude and impact of violence throughout the world;

— describe the key risk factors for violence;

— give an account of the types of intervention and policy responses that have been tried and summarize

what is known about their effectiveness;
— make recommendations for action at local, national and international levels.

Topics and scope
This report examines the types of violence that are present worldwide, in the everyday lives of people, and
that constitute the bulk of the health burden imposed by violence. Accordingly, the information has been
arranged in nine chapters, covering the following topics:

1. Violence — a global public health problem

2. Youth violence

3. Child abuse and neglect by parents and other caregivers

4. Violence by intimate partners

' World report on violence and health: a summary. Geneva, World Health Organization, 2002.
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Preventing violence: a public health priority
(Resolution WHA49.25)

The Forty-ninth World Health Assembly,

Noting with great concern the dramatic worldwide increase in the incidence of intentional
injuries affecting people of all ages and both sexes, but especially women and children;

Endorsing the call made in the Declaration of the World Summit for Social Development for the
introduction and implementation of specific policies and programmes of public health and social
services to prevent violence in society and mitigate its effect;

Endorsing the recommendations made at the International Conference on Population and
Development (Cairo, 1994) and the Fourth World Conference on Women (Beijing, 1995) urgently
to tackle the problem of violence against women and girls and to understand its health
consequences;

Recalling the United Nations Declaration on the elimination of violence against women;

Noting the call made by the scientific community in the Melbourne Declaration adopted at the
Third International Conference on Injury Prevention and Control (1996) for increased interna-
tional cooperation in ensuring the safety of the citizens of the world;

Recognizing the serious immediate and future long-term implications for health and
psychological and social development that violence represents for individuals, families,
communities and countries;

Recognizing the growing consequences of violence for health care services everywhere and its
detrimental effect on scarce health care resources for countries and communities;

Recognizing that health workers are frequently among the first to see victims of violence,
having a unique technical capacity and benefiting from a special position in the community to help
those at risk;

Recognizing that WHO, the major agency for coordination of international work in public
health, has the responsibility to provide leadership and guidance to Member States in developing
public health programmes to prevent self-inflicted violence and violence against others;

1. DECLARES that violence is a leading worldwide public health problem;

2. URGES Member States to assess the problem of violence on their own territory and to

communicate to WHO their information about this problem and their approach to it;

3. REQUESTS the Director-General, within available resources, to initiate public health

activities to address the problem of violence that will:

(1) characterize different types of violence, define their magnitude and assess the causes
and the public health consequences of violence using also a ““gender perspective” in the
analysis;

(2) assess the types and effectiveness of measures and programmes to prevent violence and
mitigate its effects, with particular attention to community-based initiatives;

(3) promote activities to tackle this problem at both international and country level
including steps to:

(a) improve the recognition, reporting and management of the consequences of
violence;

(b) promote greater intersectoral involvement in the prevention and management of
violence;

(c) promote research on violence as a priority for public health research;

(d) prepare and disseminate recommendations for violence prevention programmes in
nations, States and communities all over the world;
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(continued)

(4) ensure the coordinated and active participation of appropriate WHO technical
programmes;

(5) strengthen the Organization’s collaboration with governments, local authorities and
other organizations of the United Nations system in the planning, implementation and
monitoring of programmes of violence prevention and mitigation;

4. FURTHER REQUESTS the Director-General to present a report to the ninety-ninth session of the

Executive Board describing the progress made so far and to present a plan of action for

progress towards a science-based public health approach to violence prevention.

Abuse of the elderly
Sexual violence
Self-directed violence

Collective violence

O 00 N O

The way forward: recommendations for action

Because it is impossible to cover all types of violence fully and adequately in a single document, each
chapter has a specific focus. For example, the chapter on youth violence examines interpersonal violence
among adolescents and young adults in the community. The chapter on child abuse discusses physical,
sexual and psychological abuse, as well as neglect by parents and other caregivers; other forms of
maltreatment of children, such as child prostitution and the use of children as soldiers, are covered in other
parts of the report. The chapter on abuse of the elderly focuses on abuse by caregivers in domestic and
institutional settings, while that on collective violence discusses violent conflict. The chapters on intimate
partner violence and sexual violence focus primarily on violence against women, though some discussion of
violence directed at men and boys is included in the chapter on sexual violence. The chapter on self-directed
violence focuses primarily on suicidal behaviour. The chapter is included in the report because suicidal
behaviour is one of the external causes of injury and is often the product of many of the same underlying
social, psychological and environmental factors as other types of violence.

The chapters follow a similar structure. Each begins with a brief discussion of definitions for the specific
type of violence covered in the chapter, followed by a summary of current knowledge about the extent of the
problem in different regions of the world. Where possible, country-level data are presented, as well as
findings from a range of research studies. The chapters then describe the causes and consequences of
violence, provide summaries of the interventions and policy responses that have been tried, and make
recommendations for future research and action. Tables, figures and boxes are included to highlight specific
epidemiological patterns and findings, illustrate examples of prevention activities, and draw attention to
specific issues.

The report concludes with two additional sections: a statistical annex and a list of Internet resources. The
statistical annex contains global, regional and country data derived from the WHO mortality and morbidity
database and from Version 1 of the WHO Global Burden of Disease project for 2000. A description of data
sources and methods is provided in the annex to explain how these data were collected and analysed.

The list of Internet resources includes web site addresses for organizations involved in violence research,
prevention and advocacy. The list includes metasites (each site offers access to hundreds of organizations
involved in violence research, prevention and advocacy), web sites that focus on specific types of violence,
web sites that address broader contextual issues related to violence, and web sites that offer surveillance tools
for improving the understanding of violence.
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How the report was developed

This report benefited from the participation of over 160 experts from around the world, coordinated by a
small Editorial Committee. An Advisory Committee, comprising representatives of all the WHO regions,
and members of WHO staff, provided guidance to the Editorial Committee at various stages during the
writing of the report.

Chapters were peer-reviewed individually by scientists from different regions of the world. These
reviewers were asked to comment not only on the scientific content of the chapter but also on the relevance
of the chapter within their own culture.

As the report progressed, consultations were held with members of the WHO regional offices and diverse
groups of experts from all over the world. Participants reviewed an early draft of the report, providing an
overview of the problem of violence in their regions and making suggestions on what was needed to
advance regional violence prevention activities.

Moving forward

This report, while comprehensive and the first of its kind, is only a beginning. It is hoped that the report will
stimulate discussion at local, national and international levels and that it will provide a platform for increased
action towards preventing violence.
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Violence — a global public
health problem
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Background
Violence has probably always been part of the
human experience. Its impact can be seen, in
various forms, in all parts of the world. Each year,
more than a million people lose their lives, and
many more suffer non-fatal injuries, as a result of
self-inflicted, interpersonal or collective violence.
Overall, violence is among the leading causes of
death worldwide for people aged 15—44 years.
Although precise estimates are difficult to
obtain, the cost of violence translates into billions
of US dollars in annual health care expenditures
worldwide, and billions more for national econo-
mies in terms of days lost from work, law
enforcement and lost investment.

The visible and the invisible

The human cost in grief and pain, of course,
cannot be calculated. In fact, much of it is almost
invisible. While satellite technology has made
certain types of violence — terrorism, wars, riots
and civil unrest — visible to television audiences on
a daily basis, much more violence occurs out of
sight in homes, workplaces and even in the
medical and social institutions set up to care for
people. Many of the victims are too young, weak or
ill to protect themselves. Others are forced by social
conventions or pressures to keep silent about their
experiences.

As with its impacts, some causes of violence are
easy to see. Others are deeply rooted in the social,
cultural and economic fabric of human life. Recent
research suggests that while biological and other
individual factors explain some of the predisposi-
tion to aggression, more often these factors interact
with family, community, cultural and other
external factors to create a situation where violence
is likely to occur.

A preventable problem

Despite the fact that violence has always been
present, the world does not have to accept it as an
inevitable part of the human condition. As long as
there has been violence, there have also been
systems — religious, philosophical, legal and
communal — which have grown up to prevent or

limit it. None has been completely successful, but
all have made their contribution to this defining
mark of civilization.

Since the early 1980s, the field of public health
has been a growing asset in this response. A wide
range of public health practitioners, researchers and
systems have set themselves the tasks of under-
standing the roots of violence and preventing its
occurrence.

Violence can be prevented and its impact
reduced, in the same way that public health efforts
have prevented and reduced pregnancy-related
complications, workplace injuries, infectious dis-
eases, and illness resulting from contaminated food
and water in many parts of the world. The factors
that contribute to violent responses — whether they
are factors of attitude and behaviour or related to
larger social, economic, political and cultural
conditions — can be changed.

Violence can be prevented. This is not an article
of faith, but a statement based on evidence.
Examples of success can be found around the
world, from small-scale individual and community
efforts to national policy and legislative initiatives.

What can a public health approach
contribute?

By definition, public health is not about individual
patients. Its focus is on dealing with diseases and
with conditions and problems affecting health, and
it aims to provide the maximum benefit for the
largest number of people. This does not mean that
public health ignores the care of individuals.
Rather, the concern is to prevent health problems
and to extend better care and safety to entire
populations.

The public health approach to any problem is
interdisciplinary and science-based (7). It draws
upon knowledge from many disciplines, including
medicine, epidemiology, sociology, psychology,
criminology, education and economics. This has
allowed the field of public health to be innovative
and responsive to a wide range of diseases, illnesses
and injuries around the world.

The public health approach also emphasizes
collective action. It has proved time and again that



4 + WORLD REPORT ON VIOLENCE AND HEALTH

cooperative efforts from such diverse sectors as
health, education, social services, justice and policy
are necessary to solve what are usually assumed to
be purely “medical”” problems. Each sector has an
important role to play in addressing the problem of
violence and, collectively, the approaches taken by
each have the potential to produce important
reductions in violence (see Box 1.1).

The public health approach to violence is based
on the rigorous requirements of the scientific
method. In moving from problem to solution, it
has four key steps (/):

» Uncovering as much basic knowledge as
possible about all the aspects of violence —
through systematically collecting data on the
magnitude, scope, characteristics and conse-
quences of violence at local, national and

international levels.

« Investigating why violence occurs — that is,

conducting research to determine:

— the causes and correlates of violence;

— the factors that increase or decrease the risk
for violence;

— the factors that might be modifiable
through interventions.

« Exploring ways to prevent violence, using the
information from the above, by designing,
implementing, monitoring and evaluating
interventions.

 Implementing, in a range of settings, inter-
ventions that appear promising, widely dis-
seminating information and determining the
cost-effectiveness of programmes.

Public health is above all characterized by its

emphasis on prevention. Rather than simply
accepting or reacting to violence, its starting point

The public health approach in action: DESEPAZ in Colombia

In 1992, the mayor of Cali, Colombia — himself a public health specialist — helped the city set up a
comprehensive programme aimed at reducing the high levels of crime there. Rates of homicide in
Cali, a city of some 2 million inhabitants, had risen from 23 per 100 000 population in 1983 to 85 per
100000 in 1991. The programme that ensued was called DESEPAZ, an acronym for Desarrollo,

Seguridad, Paz (development, security, peace).

In the initial stages of the city’s programme, epidemiological studies were conducted so as to
identify the principal risk factors for violence and shape the priorities for action. Special budgets
were approved to strengthen the police, the judicial system and the local human rights office.

DESEPAZ undertook education on civil rights matters for both the police and the public at
large, including television advertising at peak viewing times highlighting the importance of
tolerance for others and self-control. A range of cultural and educational projects were organized
for schools and families in collaboration with local nongovernmental organizations, to promote
discussions on violence and help resolve interpersonal conflicts. There were restrictions on the sale
of alcohol, and the carrying of handguns was banned on weekends and special occasions.

In the course of the programme, special projects were set up to provide economic opportunities
and safe recreational facilities for young people. The mayor and his administrative team discussed
their proposals to tackle crime with local people, and the city administration ensured the
continuing participation and commitment of the community.

With the programme in operation, the homicide rate in Cali declined from an all-time high of
124 per 100000 to 86 per 100000 between 1994 and 1997, a reduction of 30%. In absolute
numbers, there were approximately 600 fewer homicides between 1994 and 1997 compared with
the previous 3-year period, which allowed the law enforcement authorities to devote scarce
resources to combating more organized forms of crime. Furthermore, public opinion in Cali
shifted strongly from a passive attitude towards dealing with violence to a vociferous demand for

more prevention activities.
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is the strong conviction that violent behaviour and
its consequences can be prevented.

Defining violence

Any comprehensive analysis of violence should
begin by defining the various forms of violence in
such a way as to facilitate their scientific measure-
ment. There are many possible ways to define
violence. The World Health Organization defines
violence (2) as:

The intentional use of physical force or power,
threatened or actual, against oneself, another
person, or against a group or community, that
either results in or has a high likelihood of
resulting in injury, death, psychological harm,
maldevelopment or deprivation.

The definition used by the World Health Organi-
zation associates intentionality with the committing
of the act itself, irrespective of the outcome it
produces. Excluded from the definition are uninten-
tional incidents — such as most road traffic injuries
and burns.

The inclusion of the word “‘power”’, in addition
to the phrase “‘use of physical force”, broadens the
nature of a violent act and expands the conventional
understanding of violence to include those acts that
result from a power relationship, including threats
and intimidation. The “‘use of power’” also serves to
include neglect or acts of omission, in addition to
the more obvious violent acts of commission. Thus,
“the use of physical force or power” should be
understood to include neglect and all types of
physical, sexual and psychological abuse, as well as
suicide and other self-abusive acts.

This definition covers a broad range of outcomes —
including psychological harm, deprivation and
maldevelopment. This reflects a growing recognition
among researchers and practitioners of the need to
include violence that does not necessarily result in
injury or death, but that nonetheless poses a
substantial burden on individuals, families, commu-
nities and health care systems worldwide. Many
forms of violence against women, children and the
elderly, for instance, can result in physical, psycho-
logical and social problems that do not necessarily
lead to injury, disability or death. These conse-

quences can be immediate, as well as latent, and can
last for years after the initial abuse. Defining
outcomes solely in terms of injury or death thus
limits the understanding of the full impact of violence
on individuals, communities and society at large.

Intentionality

One of the more complex aspects of the definition is
the matter of intentionality. Two important points
about this should be noted. First, even though
violence is distinguished from unintended events
that result in injuries, the presence of an intent to
use force does not necessarily mean that there was
an intent to cause damage. Indeed, there may be a
considerable disparity between intended behaviour
and intended consequence. A perpetrator may
intentionally commit an act that, by objective
standards, is judged to be dangerous and highly
likely to result in adverse health effects, but the
perpetrator may not perceive it as such.

As examples, a youth may be involved in a physical
fight with another youth. The use of a fist against the
head or the use of a weapon in the dispute certainly
increases the risk of serious injury or death, though
neither outcome may be intended. A parent may
vigorously shake a crying infant with the intent to
quieten it. Such an action, however, may instead
cause brain damage. Force was clearly used, but
without the intention of causing an injury.

A second point related to intentionality lies in the
distinction between the intent to injure and the intent
to “‘use violence”. Violence, according to Walters &
Parke (3), is culturally determined. Some people
mean to harm others but, based on their cultural
backgrounds and beliefs, do not perceive their acts as
violent. The definition used by the World Health
Organization, however, defines violence as it relates
to the health or well-being of individuals. Certain
behaviours — such as hitting a spouse — may be
regarded by some people as acceptable cultural
practices, but are considered violent acts with
important health implications for the individual.

Other aspects of violence, though not explicitly
stated, are also included in the definition. For
example, the definition implicitly includes all acts
of violence, whether they are public or private,
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whether they are reactive (in response to previous
events such as provocation) or proactive (instru-
mental for or anticipating more self-serving out-
comes) (4), or whether they are criminal or non-
criminal. Fach of these aspects is important in
understanding the causes of violence and in
designing prevention programmes.

Typology of violence

In its 1996 resolution WHA49.25, declaring
violence a leading public health problem, the
World Health Assembly called on the World Health
Organization to develop a typology of violence that
characterized the different types of violence and the
links between them. Few typologies exist already
and none is very comprehensive (5).

Types of violence

The typology proposed here divides violence into
three broad categories according to characteristics
of those committing the violent act:

— self-directed violence;
— interpersonal violence;
— collective violence.

This initial categorization differentiates between
violence a person inflicts upon himself or herself,
violence inflicted by another individual or by a
small group of individuals, and violence inflicted
by larger groups such as states, organized political
groups, militia groups and terrorist organizations
(see Figure 1.1).

These three broad categories are each divided
further to reflect more specific types of violence.

Self-directed violence

Self-directed violence is subdivided into suicidal
behaviour and self-abuse. The former includes
suicidal thoughts, attempted suicides — also called
“parasuicide” or ‘‘deliberate self-injury” in some
countries — and completed suicides. Self-abuse, in
contrast, includes acts such as self-mutilation.

Interpersonal violence

Interpersonal violence is divided into two sub-
categories:

« Family and intimate partner violence — that is,
violence largely between family members and
intimate partners, usually, though not exclu-
sively, taking place in the home.

« Community violence — violence between
individuals who are unrelated, and who may
or may not know each other, generally taking
place outside the home.

The former group includes forms of violence
such as child abuse, intimate partner violence and
abuse of the elderly. The latter includes youth
violence, random acts of violence, rape or sexual
assault by strangers, and violence in institutional
settings such as schools, workplaces, prisons and
nursing homes.

Collective violence

Collective violence is subdivided into social, political
and economic violence. Unlike the other two broad
categories, the subcategories of collective violence
suggest possible motives for violence committed by
larger groups of individuals or by states. Collective
violence that is committed to advance a particular
social agenda includes, for example, crimes of hate
committed by organized groups, terrorist acts and
mob violence. Political violence includes war and
related violent conflicts, state violence and similar acts
carried out by larger groups. Economic violence
includes attacks by larger groups motivated by
economic gain — such as attacks carried out with the
purpose of disrupting economic activity, denying
access to essential services, or creating economic
division and fragmentation. Clearly, acts committed
by larger groups can have multiple motives.

The nature of violent acts

Figure 1.1 illustrates the nature of violent acts,
which can be:

— physical;

— sexual;

— psychological;

— involving deprivation or neglect.

The horizontal array in Figure 1.1 shows who is
affected, and the vertical array describes how they
are affected.
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FIGURE 1.1
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These four types of violent acts occur in each of the
broad categories and their subcategories described
above — with the exception of self-directed violence.
For instance, violence against children committed
within the home can include physical, sexual and
psychological abuse, as well as neglect. Community
violence can include physical assaults between young
people, sexual violence in the workplace and neglect
of older people in long-term care facilities. Political
violence can include such acts as rape during
conflicts, and physical and psychological warfare.

This typology, while imperfect and far from being
universally accepted, does provide a useful frame-
work for understanding the complex patterns of
violence taking place around the world, as well as
violence in the everyday lives of individuals, families
and communities. It also overcomes many of the
limitations of other typologies by capturing the
nature of violent acts, the relevance of the setting, the
relationship between the perpetrator and the victim,
and — in the case of collective violence — possible
motivations for the violence. However, in both
research and practice, the dividing lines between the
different types of violence are not always so clear.

Measuring violence and its impact
Types of data

Different types of data are needed for different
purposes, including:

— describing the magnitude and impact of
violence;

— understanding which factors increase the risk
for violent victimization and perpetration;

— knowing how effective violence prevention
programmes are.

Some of these types of data and sources are
described in Table 1.1.

Mortality data

Data on fatalities, particularly through homicide, and
on suicide and war-related deaths can provide an
indication of the extent of lethal violence in a
particular community or country. When compared
to statistics on other deaths, such data are useful
indicators of the burden created by violence-related
injuries. These data can also be used for monitoring
changes over time in fatal violence, identifying
groups and communities at high risk of violence,
and making comparisons within and between
countries.

Other types of data

Mortality figures, however, are only one possible
type of data for describing the magnitude of the
problem. Since non-fatal outcomes are much more
common than fatal outcomes and because certain
types of violence are not fully represented by
mortality data, other types of information are
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TABLE 1.1

Types of data and potential sources for collecting information

Type of data

Data sources

Examples of information collected

Mortality

Morbidity and
other health data

Self-reported

Death certificates, vital statistics
registries, medical examiners’,
coroners’ or mortuary reports

Hospital, clinic or other medical
records

Surveys, special studies, focus
groups, media

Characteristics of the decedent,
cause of death, location, time,
manner of death

Diseases, injuries, information on
physical, mental or reproductive
health

Attitudes, beliefs, behaviours,
cultural practices, victimization and
perpetration, exposure to violence in
the home or community

Population counts and density, levels
of income and education,
unemployment rates, divorce rates

Type of offence, characteristics of
offender, relationship between
victim and offender, circumstances

Expenditures on health, housing or
social services, costs of treating
violence-related injuries, use of

Laws, institutional policies and

Sources of data
Potential sources of the various

types of information include:

individuals;

agency or institutional re-
cords;

local programmes;
community and govern-
ment records;
population-based and
other surveys;

special studies.

Though not listed in Table 1.1,
almost all sources include basic

demographic information — such

as a person’s age and sex. Some

sources — including medical re-

cords,

police records, death certi-

ficates and mortuary reports —

include information specific to

the violent event or injury. Data

Community Population records, local
government records, other
institutional records
Crime Police records, judiciary records,
crime laboratories
of event
Economic Programme, institutional or
agency records, special studies
services
Policy or Government or legislative records
legislative practices

from emergency departments, for

necessary. Such information can help in under-
standing the circumstances surrounding specific
incidents and in describing the full impact of
violence on the health of individuals and commu-
nities. These types of data include:

— health data on diseases, injuries and other
health conditions;

— self-reported data on attitudes, beliefs, beha-
viours, cultural practices, victimization and
exposure to violence;

— community data on population characteris-
tics and levels of income, education and
unemployment;

— crime data on the characteristics and circum-
stances of violent events and violent offend-
ers;

— economic data related to the costs of
treatment and social services;

— data describing the economic burden on
health care systems and possible savings

realized from prevention programmes;

— data on policy and legislation.

instance, may provide informa-
tion on the nature of an injury, how it was sustained,
and when and where the incident occurred. Data
collected by the police may include information on
the relationship between the victim and the
perpetrator, whether a weapon was involved, and
other circumstances related to the offence.

Surveys and special studies can provide detailed
information about the victim or perpetrator, and his
or her background, attitudes, behaviours and possi-
ble previous involvement in violence. Such sources
can also help uncover violence that is not reported to
the police or other agencies. For example, a house-
hold survey in South Africa showed that between
50% and 80% of victims of violence received medical
treatment for a violence-related injury without
reporting the incident to the police (6). In another
study, conducted in the United States of America,
46% of victims who sought emergency treatment did
not make a report to the police (/).

Problems with collecting data
The availability, quality and usefulness of the
different data sources for comparing types of
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violence within and between countries vary
considerably. Countries around the world are at
very different stages with regard to their capacity
for data collection.

Availability of data

Mortality data are the most widely collected and
available of all sources of data. Many countries
maintain birth and death registries and keep basic
counts of homicides and suicides. Calculating rates
from these basic counts, however, is not always
possible because population data are often unavail-
able or unreliable. This is especially true where
populations are in flux — in areas, for instance,
experiencing conflict or continuous movements
among population groups — or where populations
are difficult to count, as is the case in densely
populated or very remote areas.

Systematic data on non-fatal outcomes are not
available in most countries of the world, though
systems to collect such data are currently being
developed. A number of documents providing
guidance for measuring different types of violence
in a range of settings have also been published in
recent years (8—14).

Quality of data

Even when data are available, the quality of the
information may be inadequate for research pur-
poses and for identifying strategies for prevention.
Given thatagencies and institutions keep records for
their own purposes, following their own internal
procedures for record-keeping, their data may be
incomplete or lack the kind of information necessary
for a proper understanding of violence.

Data from health care facilities, for instance, are
collected with a view to providing optimal treatment
for the patient. The medical record may contain
diagnostic information about the injury and course
of treatment, butnot the circumstances surrounding
the injury. These data may also be confidential and
thus not available for research purposes. Surveys, on
the other hand, contain more detailed information
about the person and his or her background and
involvement in violence. They are limited, though,
by the extent to which a person recalls events and

admits to engaging in certain behaviours, and also
by the manner in which questions are asked and by
whom they are asked — as well as when, where and
how well the interview is conducted.

Other obstacles

Linking data across sources is one of the more difficult
problems in research on violence. Data on violence
generally come from a variety of organizations that
operate independently of one another. As such, data
from medical examiners and coroners cannot usually
be linked to data collected by the police. Also, there is
a general lack of uniformity in the way data on
violence are collected, which makes it very difficult to
compare data across communities and nations.

Although they are beyond the scope of this

discussion, a number of other problems in
collecting violence-related data should be men-
tioned. They include:

— the difficulty of developing measures that are
relevant and specific to subpopulation
groups and different cultural contexts (8, 9,
11, 14);

— devising appropriate protocols to protect the
confidentiality of victims and ensure their
safety (15);

— a range of other ethical considerations
associated with research into violence.

An overview of current knowledge
The prevention of violence, according to the public
health approach, begins with a description of the
magnitude and impact of the problem. This section
describes what is currently known about global
patterns of violence, using data compiled for this
report from the World Health Organization’s
mortality database and Version 1 of the World
Health Organization’s Global Burden of Disease
project for 2000, as well as data from surveys and
special studies of violence.

Estimates of mortality

In 2000, an estimated 1.6 million people worldwide
died as a result of self-inflicted, interpersonal or
collective violence, for an overall age-adjusted rate
of 28.8 per 100000 population (see Table 1.2).
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TABLE 1.2
Estimated global violence-related deaths, 2000

Type of violence Number® Rate per Proportion
100000  of total
population® (%)
Homicide 520000 8.8 31.3
Suicide 815000 14.5 49.1
War-related 310000 52 18.6
Total® 1659000 28.8 100.0
Low- to middle-income countries 1510000 321 91.1
High-income countries 149000 14.4 8.9

Source: WHO Global Burden of Disease project for 2000, Version 1
(see Statistical annex).

@ Rounded to the nearest 1000.
b Age-standardized.

¢ Includes 14000 intentional injury deaths resulting from legal
intervention.

The vast majority of these deaths occurred in low- to
middle-income countries. Less than 10% of all
violence-related deaths occurred in high-income
countries.

Nearly half of these 1.6 million violence-related
deaths were suicides, almost one-third were
homicides and about one-fifth were war-related.

Mortality according to sex and age

Like many other health problems in the world,
violence is not distributed evenly among sex or age
groups. In 2000, there were an estimated 520 000
homicides, for an overall age-adjusted rate of 8.8
per 100000 population (see Table 1.2). Males
accounted for 77% of all homicides and had rates
that were more than three times those of females
(13.6 and 4.0, respectively, per 100000) (see
Table 1.3). The highest rates of homicide in the

TABLE 1.3

Estimated global homicide and suicide rates by age
group, 2000

Age group Homicide rate Suicide rate
(years) (per 100000 population) (per 100000 population)
Males Females Males Females

0-4 5.8 4.8 0.0 0.0
5-14 2.1 2.0 1.7 2.0
15-29 194 4.4 15.6 12.2
30-44 18.7 4.3 21.5 124
45-59 14.8 4.5 284 12.6
>60 13.0 4.5 449 22.1
Total® 13.6 4.0 18.9 10.6

Source: WHO Global Burden of Disease project for 2000, Version 1
(see Statistical annex).

@ Age-standardized.

world are found among males aged 15-29 years
(19.4 per 100 000), followed closely by males aged
30—44 years (18.7 per 100 000).

Worldwide, suicide claimed the lives of an
estimated 815000 people in 2000, for an overall
age-adjusted rate of 14.5 per 100000 (see Table
1.2). Over 60% of all suicides occurred among
males, over half of these occurring among those aged
15—44 years. For both males and females, suicide
rates increase with age and are highest among those
aged 60 years and older (see Table 1.3). Suicide
rates, though, are generally higher among males
than females (18.9 per 100 000 as against 10.6 per
100 000). This is especially true among the oldest
age groups, where worldwide, male suicide rates
among those aged 60 years and older are twice as
high as female suicide rates in the same age category
(44.9 per 100000 as against 22.1 per 100 000).

Mortality according to country income level
and region

Rates of violent death vary according to country
income levels. In 2000, the rate of violent death in
low- to middle-income countries was 32.1 per
100 000 population, more than twice the rate in
high-income countries (14.4 per 100 000) (see
Table 1.2).

There are also considerable regional differences
in rates of violent death. These differences are
evident, for example, among the WHO regions (see
Figure 1.2).In the African Region and the Region of
the Americas, homicide rates are nearly three times
greater than suicide rates. However, in the European
and South-East Asia Regions, suicide rates are more
than double homicide rates (19.1 per 100 000 as
against 8.4 per 100 000 for the European Region,
and 12.0 per 100 000 as against 5.8 per 100 000 for
the South-East Asia Region), and in the Western
Pacific Region, suicide rates are nearly six times
greater than homicide rates (20.8 per 100 000 as
against 3.4 per 100 000).

Within regions there are also large differences
between countries. For example, in 1994 the
homicide rate among males in Colombia was
reported to be 146.5 per 100000, while the
corresponding rates in Cuba and Mexico were 12.6
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FIGURE 1.2
Homicide and suicide rates by WHO region, 2000
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and 32.3 per 100000, respectively (7/6). Large
differences within countries also exist between urban
and rural populations, between rich and poor groups,
and between different racial and ethnic groups. In the
United Statesin 1999, for instance, African-American
youthsaged 15-24 years had arate of homicide (38.6
per 100 000) more than twice that of their Hispanic
counterparts (17.3 per 100 000), and over 12 times
the rate of their Caucasian, non-Hispanic counter-
parts (3.1 per 100 000) (17).

Estimates of non-fatal violence

The above-mentioned mortality figures are almost
certainly underestimates of the true burden of
violence. In all parts of the world, deaths represent
the “tip of the iceberg” as far as violence is
concerned. Physical and sexual assaults occur daily,
though precise national and international estimates
of each are lacking. Not all assaults result in injuries
severe enough to require medical attention and —
even among those that do result in serious injuries —
surveillance systems for reporting and compiling
these injuries are in many countries either lacking
or are still being developed.

Much of what is known about non-fatal violence
comes from surveys and special studies of different
population groups. For example, in national surveys,
the percentage of women who reported ever being
physically assaulted by an intimate partner ranged
from 10% in Paraguay and the Philippines, to 22.1%
in the United States, 29.0% in Canada and 34.4% in
Egypt (1/8-21). The proportion of women from

various cities or provinces around the world reporting
ever having been sexually assaulted (including
victims of attempted assault) varied from 15.3% in
Toronto, Canada, to 21.7% in Leén, Nicaragua,
23.0% in London, England, and 25.0% in one
province in Zimbabwe (2/-25). Among adolescent
males in secondary schools, the percentage reporting
involvement in physical fighting in the past year
ranged from 22.0% in Sweden and 44.0% in the
United States to 76.0% in Jerusalem, Israel (26-28).

An important point here is that these data are
based largely on self-reports. It is difficult to know
whether they overestimate or underestimate the
true extent of physical and sexual assaults among
these population groups. Certainly, in those
countries with strong cultural pressures to keep
violence ‘“‘behind closed doors’” or simply to accept
it as “‘natural”’, non-fatal violence is likely to be
underreported. Victims may be reluctant to discuss
violent experiences not only out of shame and
because of taboos, but through fear. Admitting to
having experienced certain violent events, such as
rape, may in some countries result in death. In
certain cultures, the preservation of family honour
is a traditional motive for killing women who have
been raped (so-called “honour killings™).

The costs of violence

Violence exacts both a human and an economic toll
on nations, and costs economies many billions of US
dollars each year in health care, legal costs, absentee-
ism from work and lost productivity. In the United
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States, a 1992 study estimated the direct and indirect
annual costs of gunshot wounds at US$ 126 billion.
Cutting or stab wounds cost an additional US$ 51
billion (29). In a 1996 study in the Canadian
province of New Brunswick, the mean total cost per
suicide death was over US$ 849 000. The total direct
and indirect costs, including costs for health care
services, autopsies, police investigations and lost
productivity resulting from premature death,
amounted to nearly US$ 80 million (30).

The high cost of violence is not unique to Canada
and the United States. Between 1996 and 1997, the
Inter-American Development Bank sponsored stu-
dies on the magnitude and economic impact of
violence in six Latin American countries (37). Each
study examined expenditures, as a result of
violence, for health care services, law enforcement
and judicial services, as well as intangible losses and
losses from the transfer of assets. Expressed as a
percentage of the gross domestic product (GDP) in
1997, the cost of health care expenditures arising
from violence was 1.9% of the GDP in Brazil, 5.0%
in Colombia, 4.3% in El Salvador, 1.3% in Mexico,
1.5% in Peru and 0.3% in Venezuela.

It is difficult to calculate the precise burden of all
types of violence on health care systems, or their
effects on economic productivity around the world.
The available evidence shows that victims of
domestic and sexual violence have more health
problems, significantly higher health care costs and
more frequent visits to emergency departments
throughout their lives than those without a history
of abuse (see Chapters 4 and 6). The same is true for
victims of childhood abuse and neglect (see Chapter
3). These costs contribute substantially to annual
health care expenditures.

Since national cost estimates are
FIGURE 1.3

been linked to violence in small-scale studies) (32—
37), it is not yet possible to calculate the global
economic burden of these problems as they relate to
violence.

Examining the roots of violence: an
ecological model

No single factor explains why some individuals
behave violently toward others or why violence is
more prevalent in some communities than in
others. Violence is the result of the complex
interplay of individual, relationship, social, cultural
and environmental factors. Understanding how
these factors are related to violence is one of the
important steps in the public health approach to
preventing violence.

Multiple levels

The chapters in this report apply an ecological
model to help understand the multifaceted nature
of violence. First introduced in the late 1970s (38,
39), this ecological model was initially applied to
child abuse (38) and subsequently to youth
violence (40, 41). More recently, researchers have
used it to understand intimate partner violence (42,
43) and abuse of the elderly (44, 45). The model
explores the relationship between individual and
contextual factors and considers violence as the
product of multiple levels of influence on beha-
viour (see Figure 1.3).

Individual

The firstlevel of the ecological model seeks to identify
the biological and personal history factors that an
individual brings to his or her behaviour. In addition

also generally lacking for other
health problems, such as depres-
sion, smoking, alcohol and drug
abuse, unwanted pregnancy, hu-
man immunodeficiency virus/ac-
quired immunodeficiency
syndrome (HIV/AIDS), other
sexually transmitted diseases and
other infections (all of which have

Ecological model for understanding violence

Relationship
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to biological and demographic factors, factors such as
impulsivity, low educational attainment, substance
abuse, and prior history of aggression and abuse are
considered. In other words, this level of the
ecological model focuses on the characteristics of
the individual that increase the likelihood of being a
victim or a perpetrator of violence.

Relationship

The second level of the ecological model explores
how proximal social relationships — for example,
relations with peers, intimate partners and family
members — increase the risk for violent victimiza-
tion and perpetration of violence. In the cases of
partner violence and child maltreatment, for
instance, interacting on an almost daily basis or
sharing a common domicile with an abuser may
increase the opportunity for violent encounters.
Because individuals are bound together in a
continuing relationship, it is likely in these cases
that the victim will be repeatedly abused by the
offender (46). In the case of interpersonal violence
among youths, research shows that young people
are much more likely to engage in negative
activities when those behaviours are encouraged
and approved by their friends (47, 48). Peers,
intimate partners and family members all have the
potential to shape an individual’s behaviour and
range of experience.

Community

The third level of the ecological model examines the
community contexts in which social relationships
are embedded — such as schools, workplaces and
neighbourhoods — and seeks to identify the
characteristics of these settings that are associated
with being victims or perpetrators of violence. A
high level of residential mobility (where people do
not stay for a long time in a particular dwelling, but
move many times), heterogeneity (highly diverse
population, with little of the social “glue” that
binds communities together) and high population
density are all examples of such characteristics and
each has been associated with violence. Similarly,
communities characterized by problems such as
drug trafficking, high levels of unemployment or

widespread social isolation (for example, people
not knowing their neighbours or having no
involvement in the local community) are also more
likely to experience violence. Research on violence
shows that opportunities for violence are greater in
some community contexts than others — for
instance, in areas of poverty or physical deteriora-
tion, or where there are few institutional supports.

Societal

The fourth and final level of the ecological model
examines the larger societal factors that influence
rates of violence. Included here are those factors
that create an acceptable climate for violence, those
that reduce inhibitions against violence, and those
that create and sustain gaps between different
segments of society — or tensions between different
groups or countries. Larger societal factors include:

— cultural norms that support violence as an
acceptable way to resolve conflicts;

— attitudes that regard suicide as a matter of
individual choice instead of a preventable act
of violence;

— norms that give priority to parental rights
over child welfare;

— norms that entrench male dominance over
women and children;

— norms that support the use of excessive force
by police against citizens;

— norms that support political conflict.

Larger societal factors also include the health,
educational, economic and social policies that
maintain high levels of economic or social inequal-
ity between groups in society (see Box 1.2).

The ecological framework highlights the multi-
ple causes of violence and the interaction of risk
factors operating within the family and broader
community, social, cultural and economic contexts.
Placed within a developmental context, the ecolo-
gical model also shows how violence may be
caused by different factors at different stages of life.

Complex linkages

While some risk factors may be unique to a
particular type of violence, the various types of
violence more commonly share a number of risk
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BOX 1.2
Globalization: the implications for violence prevention

Through an ever more rapid and widespread movement and exchange of information, ideas,
services and products, globalization has eroded the functional and political borders that
separated people into sovereign states. On the one hand, this has driven a massive expansion in
world trade accompanied by a demand for increased economic output, creating millions of jobs
and raising living standards in some countries in a way previously unimaginable. On the other, the
effects of globalization have been remarkably uneven. In some parts of the world, globalization
has led to increased inequalities in income and helped destroy factors such as social cohesion that
had protected against interpersonal violence.

The benefits and the obstacles for violence prevention arising from globalization can be
summarized as follows.

The positive effects
The huge increase in information-sharing provoked by globalization has produced new
international networks and alliances that have the potential to improve the scope and quality
of data collected on violence. Where globalization has raised living standards and helped reduce
inequalities, there is a greater possibility of economic interventions being used to lessen tensions
and conflicts both within and between states. Furthermore, globalization creates new ways of
using global mechanisms:
B To conduct research on violence — especially on social, economic and policy factors that
transcend national boundaries.
B To stimulate violence prevention activities on a regional or global scale.
B To implement international laws and treaties designed to reduce violence.
B To support violence prevention efforts within countries, particularly those with a limited
capacity to conduct such activities.

The negative effects

Societies with already high levels of inequality, which experience a further widening of the gap
between rich and poor as a result of globalization, are likely to witness an increase in interpersonal
violence. Rapid social change in a country in response to strong global pressures — as occurred, for
instance, in some of the states of the former Soviet Union — can overwhelm existing social controls
over behaviour and create conditions for a high level of violence. In addition, the removal of
market constraints, and increased incentives for profit as a result of globalization can lead, for
example, to much freer access to alcohol, drugs and firearms, despite efforts to reduce their use in
violent incidents.

The need for global responses

Violence can no longer remain the preserve of national politics, but must be vigorously addressed
also on the global level — through groupings of states, international agencies and international
networks of governmental and nongovernmental organizations. Such international efforts must
aim to harness the positive aspects of globalization for the greater good, while striving to limit the
negative aspects.

factors. Prevailing cultural norms, poverty, social ~ formore than one type of violence. Asaresult, itisnot
isolation and such factors as alcohol abuse, unusual for some individuals at risk of violence to
substance abuse and access to firearms are risk factors ~ experience more than one type of violence. Women
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at risk of physical violence by intimate partners, for
example, are also at risk of sexual violence (/8).

It is also not unusual to detect links between
different types of violence. Research has shown that
exposure to violence in the home is associated with
being a victim or perpetrator of violence in
adolescence and adulthood (49). The experience of
being rejected, neglected or suffering indifference at
the hands of parents leaves children at greater risk for
aggressive and antisocial behaviour, including abu-
sive behaviour as adults (50—-52). Associations have
been found between suicidal behaviour and several
types of violence, including child maltreatment (53,
54), intimate partner violence (33, 5%), sexual
assault (53) and abuse of the elderly (56, 57). In Sri
Lanka, suicide rates were shown to decrease during
wartime, only to increase again after the violent
conflict ended (58). In many countries that have
suffered violent conflict, the rates of interpersonal
violence remain high even after the cessation of
hostilities —among other reasons because of the way
violence has become more socially accepted and the
availability of weapons.

The links between violence and the interaction
between individual factors and the broader social,
cultural and economic contexts suggest that
addressing risk factors across the various levels of
the ecological model may contribute to decreases in
more than one type of violence.

How can violence be prevented?

The first two steps of the public health model
provide important information about populations
requiring preventive interventions, as well as on the
risk and protective factors that need addressing.
Putting this knowledge into practice is a central goal
of public health.

Types of prevention
Public health interventions are traditionally char-
acterized in terms of three levels of prevention:
» Primary prevention — approaches that aim to
prevent violence before it occurs.
o Secondary prevention — approaches that focus
on the more immediate responses to violence,
such as pre-hospital care, emergency services

or treatment for sexually transmitted diseases
following a rape.

« Tertiary prevention —approaches that focus on
long-term care in the wake of violence, such as
rehabilitation and reintegration, and attempts
to lessen trauma or reduce the long-term
disability associated with violence.

These three levels of prevention are defined by
their temporal aspect — whether prevention takes
place before violence occurs, immediately after-
wards or over the longer term. Although tradition-
ally they are applied to victims of violence and
within health care settings, secondary and tertiary
prevention efforts have also been regarded as having
relevance to the perpetrators of violence, and applied
in judicial settings in response to violence.

Researchers in the field of violence prevention
have increasingly turned to a definition of prevention
that focuses on the target group of interest. This
definition groups interventions as follows (59):

 Universal interventions — approaches aimed at
groups or the general population without
regard to individual risk; examples include
violence prevention curricula delivered to all
students in a school or children of a particular
age and community-wide media campaigns.

o Selected interventions — approaches aimed at
those considered at heightened risk for
violence (having one or more risk factors for
violence); an example of such an intervention
is training in parenting provided to low-
income, single parents.

« Indicated interventions — approaches aimed at
those who have already demonstrated violent
behaviour, such as treatment for perpetrators
of domestic violence.

Many efforts to date, in both industrialized and
developing countries, have focused on secondary and
tertiary responses to violence. Understandably,
priority is often given to dealing with the immediate
consequences of violence, providing support to
victims and punishing the offenders. Such responses,
while important and in need of strengthening,
should be accompanied by a greater investment in
primary prevention. A comprehensive response to
violence is one that not only protects and supports
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victims of violence, but also promotes non-violence,
reduces the perpetration of violence, and changes the
circumstances and conditions that give rise to
violence in the first place.

Multifaceted responses

Because violence is a multifaceted problem with
biological, psychological, social and environmental
roots, it needs to be confronted on several different
levels at once. The ecological model serves a dual
purpose in this regard: each level in the model
represents a level of risk and each level can also be
thought of as a key point for intervention.

Dealing with violence on a range of levels

involves addressing all of the following:

o Addressing individual risk factors and taking
steps to modify individual risk behaviours.

o Influencing close personal relationships and
working to create healthy family environments,
as well as providing professional help and
support for dysfunctional families.

» Monitoring public places such as schools,
workplaces and neighbourhoods and taking
steps to address problems that might lead to
violence.

o Addressing gender inequality, and adverse
cultural attitudes and practices.

« Addressing the larger cultural, social and
economic factors that contribute to violence
and taking steps to change them, including
measures to close the gap between the rich and
poor and to ensure equitable access to goods,
services and opportunities.

Documenting effective responses
A general ground rule for the public health
approach to violence is that all efforts, whether
large or small, should be rigorously evaluated.
Documenting existing responses and encouraging a
strictly scientific assessment of interventions in
different settings is valuable for everyone. It is
particularly needed by others trying to determine
the most effective responses to violence and the
strategies likely to make a difference.

Bringing together all available evidence and
experience is also an extremely useful part of

advocacy, as it assures decision-makers that some-
thing can be done. Even more importantly, it
provides them with valuable guidance as to which
efforts are likely to reduce violence.

Balancing public health action
Rigorous research takes time to produce results. The
impulse to invest only in proven approaches should
not be an obstacle to supporting promising ones.
Promising approaches are those that have been
evaluated but require more testing in a range of
settings and with different population groups.
There is also wisdom in trying out and testing a
variety of programmes, and in using the initiatives
and ideas of local communities. Violence is far too
pressing a problem to delay public health action
while waiting to gain perfect knowledge.

Addressing cultural norms

In various parts of the world, cultural specificity
and tradition are sometimes given as justifications
for particular social practices that perpetuate
violence. The oppression of women is one of the
most widely quoted examples, but many others can
also be given.

Cultural norms must be dealt with sensitively
and respectfully in all prevention efforts — sensi-
tively because of people’s often passionate attach-
ment to their traditions, and respectfully because
culture is often a source of protection against
violence. Experience has shown that it is important
to conduct early and ongoing consultations with
religious and traditional leaders, lay groups and
prominent figures in the community, such as
traditional healers, when designing and imple-
menting programmes.

Actions against violence at all levels
Long-term successes in the prevention of violence
will increasingly depend on comprehensive ap-
proaches at all levels.

Local level

At the local level, partners may include health care
providers, police, educators, social workers, em-
ployers and government officials. Much can be
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done here to promote violence prevention. Small-
scale pilot programmes and research projects can
provide a means for ideas to be tried out and —
perhaps as important — for a range of partners to
become used to working together. Structures such
as working groups or commissions that draw
together the different sectors and maintain both
formal and informal contacts are essential for the
success of this type of collaboration.

National level

Multisectoral partnerships are highly desirable at
the national level as much as at the local level. A
variety of government ministries — and not only
those concerned with law enforcement, social
services and health — have important contributions
to make in preventing violence. Education minis-
tries are obvious partners, given the importance of
intervening in schools. Ministries of labour can do
much to reduce violence in the workplace,
especially in collaboration with trade unions and
employers (see Box 1.3). Defence ministries can
positively shape the attitudes towards violence of
large numbers of young men under their control,
by encouraging discipline, promoting codes of
honour, and impressing a strong awareness of the
lethalness of weapons. Religious leaders and
organizations have a role to play in their pastoral
work and, in appropriate cases, by offering their
good offices to mediate in specific problems.

Global level

As has been shown, for instance, in the international
response to AIDS and in the field of disaster relief,
cooperation and exchange of information between
organizations globally can produce significant
benefits — in the same way as partnerships at the
national and local levels. The World Health
Organization clearly has an important global role
to play in this respect as the United Nations agency
responsible for health. Other international agencies,
though, also have a considerable amount to offer in
their specialized fields. These include the Office of
the United Nations High Commissioner for Human
Rights (in relation to human rights), the Office of
the United Nations High Commissioner for Refu-

gees (refugees), the United Nations Children’s Fund
(children’s well-being), the United Nations Devel-
opment Fund for Women and the United Nations
Population Fund (women’s health), the United
Nations Development Programme (human devel-
opment), the United Nations Interregional Crime
and Justice Research Institute (crime) and the World
Bank (financing and governance), to name just a
few. A variety of international donors, bilateral
programmes, nongovernmental organizations and
religious organizations are already involved in
violence prevention activities around the world.

Problems for national
decision-makers

If violence is largely preventable, the question
arises: why are there not more efforts to prevent
it, particularly at national or provincial and state
level?

A major obstacle is simply an absence of
knowledge. For many decision-makers, the idea
that violence is a public health problem is new —
and indeed rather contrary to their belief that
violence is a crime problem. This is particularly the
case for the less visible forms of violence, such as
abuse of children, women and the elderly. The
notion that violence is preventable is also new or
questionable for decision-makers. To many people
in authority, a violence-free society seems un-
obtainable; an “‘acceptable’ level of violence,
especially on the streets where they live, appears
far more realistic. To others, paradoxically, the
inverse is true: since much of violence is hidden,
distant or sporadic, peace and security seem to them
the prevalent state. In the same way that clean air is
taken for granted until the sky becomes full of
smog, violence only has to be dealt with when it
arrives on the doorstep. It is not surprising then that
some of the most innovative solutions have come
from the community and municipal levels of
government — precisely those that are closest to
the problem on a daily basis.

A second problem relates to the feasibility of
policy options to tackle the problem. Not enough
decision-makers have seen the evidence that many
forms of violence are preventable. Too many of



18 « WORLD REPORT ON VIOLENCE AND HEALTH

| BOX 1.3
A comprehensive approach to preventing violence at work

Violence in the workplace is a major contributor to death and injury in many parts of the world. In
the United States of America, official statistics have placed homicide as the second single leading
cause of death in the workplace — after road traffic injuries — for men, and the first for women. In
the European Union, an estimated 3 million workers (2% of the labour force) have been subjected
to physical violence at work. Studies on female migrant workers from the Philippines have shown
that many, especially those working in domestic service or the entertainment industry, are
disproportionately affected by violence within their work.

Violence at work involves not only physical but also psychological behaviour. Many workers are
subjected to bullying, sexual harassment, threats, intimidation and other forms of psychological
violence. Research in the United Kingdom has found that 53% of employees have suffered
bullying at work and 78% have witnessed such behaviour. In South Africa, workplace hostilities
have been reported as ““abnormally high'” and a recent study showed that 78% of those surveyed
had at some time experienced bullying within the workplace.

Repeated acts of violence — from bullying, sexual harassment, and threats to humiliate and
undermine workers — may also develop cumulatively into very serious cases. In Sweden, it is
estimated that such behaviour has been a factor in 10-15% of suicides.

The costs
Violence in the workplace causes immediate and often long-term disruption to interpersonal
relationships and to the whole working environment. The costs of such violence include:
B Direct costs — stemming from such things as:
— accidents;
— illness;
— disability and death;
— absenteeism;
— turnover of staff.
B Indirect costs, including:
— reduced work performance;
— a lower quality of products or service and slower production;
— decreased competitiveness.
B More intangible costs, including:
— damage to the image of an organization;
— decreased motivation and morale;
— diminished loyalty to the organization;
— lower levels of creativity;
— an environment that is less conducive to work.

The responses

As in dealing with violence in other settings, a comprehensive approach is required. Violence at
work is not simply an individual problem that happens from time to time, but a structural problem
with much wider socioeconomic, cultural and organizational causes.

The traditional response to violence at work, based exclusively on the enforcement of
regulations, fails to reach many situations in the workplace. A more comprehensive approach
focuses on the causes of violence in the workplace. Its aim is to make the health, safety and well-
being of workers integral parts of the development of the organization.
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BOX 1.3 (continued)

The type of systematic and targeted package to prevent violence at work that is being

increasingly adopted includes:

— the active collaboration of workers’ and employers’ organizations in formulating clear anti-
violence workplace policies and programmes;

— supporting legislation and guidelines from national and local government;

— the dissemination of case studies of good practice in preventing violence at work;

— improvements to the working environment, styles of management and the organization of

work;
— greater opportunities for training;

— counselling and support for those affected.

By directly linking health and safety with the management and development of an
organization, this comprehensive approach offers the means of prompt and sustainable action

to eliminate violence in the workplace.

them feel that the traditional approaches of the
criminal justice system are the only ones that
“work”. Such a view fails to acknowledge the range
of violence in society. It perpetuates the concentra-
tion on certain highly visible forms of violence —
notably youth violence — while paying much less
attention to other types, such as intimate partner
violence and abuse of children and the elderly,
where the criminal justice system is less responsive
and less effective.

A third problem is one of determination. Violence
is an extremely emotional issue and many countries
tend to be reluctant to take initiatives challenging
long-established attitudes or practices. It can take
considerable political courage to try new approaches
in areas such as policing and public security.

With all three of these problems, there is a strong
role to be played by public health practitioners,
academic institutions, nongovernmental organiza-
tions and international organizations, to help
governments increase their knowledge of and
confidence in workable interventions. Part of this
role is advocacy, using education and science-based
information. The other part is as a partner or
consultant, helping to develop policies and design
or implement interventions.

Conclusion

Public health is concerned with the health and well-
being of populations as a whole. Violence imposes a

major burden on that well-being. The objective of
public health is to create safe and healthy commu-
nities around the world. A major priority today is to
persuade all the various sectors — at the global,
national and community levels — to commit
themselves to this objective. Public health officials
can do much to establish national plans and policies
to prevent violence, building important partner-
ships between sectors and ensuring a proper
allocation of resources to prevention efforts.

While public health leadership need not and
indeed cannot direct all the actions to prevent and
respond to violence, it has a significant role to play.
The data at the disposal of public health and other
agencies, the insights and understanding developed
through scientific method, and the dedication to
finding effective responses are important assets that
the field of public health brings to the global
response to violence.
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Background

Violence by young people is one of the most visible
forms of violence in society. Around the world,
newspapers and the broadcast media report daily on
violence by gangs, in schools or by young people
on the streets. The main victims and perpetrators of
such violence, almost everywhere, are themselves
adolescents and young adults (/). Homicide and
non-fatal assaults involving young people contri-
bute greatly to the global burden of premature
death, injury and disability (7, 2).

Youth violence deeply harms not only its victims,
but also their families, friends and communities. Its
effects are seen not only in death, illness and
disability, but also in terms of the quality of life.
Violence involving young people adds greatly to the
costs of health and welfare services, reduces
productivity, decreases the value of property,
disrupts a range of essential services and generally
undermines the fabric of society.

The problem of youth violence cannot be viewed
in isolation from other problem behaviours. Violent
young people tend to commit a range of crimes.
They also often display other problems, such as
truancy and dropping out of school, substance
abuse, compulsive lying, reckless driving and high
rates of sexually transmitted diseases. However, not
all violent youths have significant problems other
than their violence and not all young people with
problems are necessarily violent (3).

There are close links between youth violence and
other forms of violence. Witnessing violence in the
home or being physically or sexually abused, for
instance, may condition children or adolescents to
regard violence as an acceptable means of resolving
problems (4, 5). Prolonged exposure to armed
conflicts may also contribute to a general culture of
terror that increases the incidence of youth violence
(6—8). Understanding the factors that increase the
risk of young people being the victims or perpetrators
of violence is essential for developing effective
policies and programmes to prevent violence.

For the purposes of this report, youths are
defined as people between the ages of 10 and 29
years. High rates of offending and victimization
nevertheless often extend as far as the 30-35 years

age bracket, and this group of older, young adults
should also be taken into account in trying to
understand and prevent youth violence.

The extent of the problem
Youth homicide rates
In 2000, an estimated 199 000 youth homicides
(9.2 per 100 000 population) occurred globally. In
other words, an average of 565 children, adoles-
cents and young adults between the ages of 10 and
29 years die each day as a result of interpersonal
violence. Homicide rates vary considerably by
region, ranging from 0.9 per 100000 in the
high-income countries of Europe and parts of Asia
and the Pacific, to 17.6 per 100 000 in Africa and
36.4 per 100 000 in Latin America (see Figure 2.1).
There are also wide variations between indivi-
dual countries in youth homicide rates (see
Table 2.1). Among the countries for which WHO
data are available, the rates are highest in Latin
America (for example, 84.4 per 100000 in
Colombia and 50.2 per 100000 in El Salvador),
the Caribbean (for example, 41.8 per 100 000 in
Puerto Rico), the Russian Federation (18.0 per
100000) and some countries of south-eastern
Europe (for example, 28.2 per 100 000 in Albania).
Apart from the United States of America, where the
rate stands at 11.0 per 100000, most of the
countries with youth homicide rates above 10.0 per
100000 are either developing countries or those
experiencing rapid social and economic changes.
The countries with low rates of youth homicide
tend to be in Western Europe — for example, France
(0.6 per 100 000), Germany (0.8 per 100 000), and
the United Kingdom (0.9 per 100 000) — or in Asia,
such as Japan (0.4 per 100 000). Several countries
have fewer than 20 youth homicides a year.
Almost everywhere, youth homicide rates are
substantially lower among females than among
males, suggesting that being a male is a strong
demographic risk factor. The ratio of the male youth
homicide rate to the female rate tends to be higher in
those countries with high male rates. For example,
theratiois 13.1:1 in Colombia, 14.6:1 in El Salvador,
16.0:1 in the Philippines and 16.5:1 in Venezuela.
Where male rates are lower, the ratio is usually lower
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FIGURE 2.1

Estimated homicide rates among youths aged 10-29 years, 2000°
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— such as in Hungary (0.9:1), and the Netherlands
and the Republic of Korea (1.6:1). The variation
between countries in the female homicide rate is
considerably less than the variation in the male rate.
Epidemiological findings on youth homicide are
scant in those countries and regions where WHO
mortality data are lacking or incomplete. Where
proper data on youth homicide do exist, such as in
several studies in countries in Africa (including
Nigeria, South Africa and the United Republic of
Tanzania) and in Asia and the Pacific (such as China
(including the Province of Taiwan) and Fiji) (9—
16), similar epidemiological patterns have been
reported, namely:
— amarked preponderance of male over female
homicide victims;
— a substantial variation in rates between
countries and between regions.

Trends in youth homicides

Between 1985 and 1994, youth homicide rates
increased in many parts of the world, especially
among youths in the 10-24-year-old age bracket.

There were also important differences between the
sexes, and between countries and regions. In
general, rates of homicides among youths aged
15-19 and 20-24 years increased more than the
rate among 10—14-year-olds. Male rates rose more
than female rates (see Figure 2.2), and increases in
youth homicide rates were more pronounced in
developing countries and economies in transition.
Furthermore, the increases in youth homicide rates
were generally associated with increases in the use
of guns as the method of attack (see Figure 2.3).

While youth homicide rates in Eastern Europe and
the former Soviet Union increased dramatically after
the collapse of communism there in the late 1980s
and early 1990s, rates in Western Europe remained
generally low and stable. In the Russian Federation,
in the period 1985-1994, rates in the 10—24-year-
old age bracket increased by over 150%, from 7.0 per
100000 to 18.0 per 100 000, while in Latvia there
was an increase of 125%, from 4.4 per 100 000 to
9.9 per 100 000. In the same period in many of these
countries there was a steep increase in the proportion
of deaths from gunshot wounds — the proportion
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FIGURE 2.2

Global trends in youth homicide rates among males and
females aged 10-24 years, 1985-1994%
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more than doubling in Azerbaijan, Latvia and the
Russian Federation.

In the United Kingdom, in contrast, homicide
rates for 10—24-year-olds over the same 10-year
period increased by 37.5% (from 0.8 per 100 000

FIGURE 2.3

Trends in method of attack in homicides among youths
aged 10-24 years, 1985-1994°
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to 1.1 per 100000). In France, youth homicide
rates increased by 28.6% over the same period
(from 0.7 per 100000 to 0.9 per 100000). In
Germany, youth homicide rates increased by
12.5% between 1990 and 1994 (from 0.8 per
100000 to 0.9 per 100 000). While rates of youth
homicide increased in these countries over the
period, the proportion of youth homicides involv-
ing guns remained at around 30%.

Remarkable differences in youth homicide
trends for the period 1985-1994 were observed
across the American continent. In Canada, where
around one-third of youth homicides involve guns,
rates fell by 9.5%, from 2.1 per 100 000 to 1.9 per
100 000. In the United States, the trend was exactly
the reverse, with over 70% of youth homicides
involving guns and an increase in homicides of
77%, from 8.8 per 100 000 to 15.6 per 100 000. In
Chile, rates in the period remained low and stable,
at around 2.4 per 100 000. In Mexico, where guns
account for some 50% of all youth homicides, rates
stayed high and stable, rising from 14.7 per
100 000 to 15.6 per 100 000. On the other hand,
in Colombia, youth homicides increased by 159%,
from 36.7 per 100 000 to 95.0 per 100 000 (with
80% of cases, at the end of this period, involving
guns), and in Venezuela by 132%, from 10.4 per
100000 to 24.1 per 100 000.

In Australia, the youth homicide rate declined
from 2.0 per 100 000 in 1985 to 1.5 per 100 000
in 1994, while in neighbouring New Zealand it
more than doubled in the same period, from 0.8
per 100000 to 2.2 per 100 000. In Japan, rates in
the period stayed low, at around 0.4 per 100 000.

Non-fatal violence

In some countries, data on youth homicide can be
read alongside studies of non-fatal violence. Such
comparisons give a more complete picture of the
problem of youth violence. Studies of non-fatal
violence reveal that for every youth homicide there
are around 20—40 victims of non-fatal youth violence
receiving hospital treatment. In some countries,
including Israel, New Zealand and Nicaragua, the
ratio is even greater (//—19). In Israel, among those
under the age of 18 years, the annual incidence of
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violent injuries receiving emer-
gency room treatment is 196 per
100 000, compared with youth
homicide rates of 1.3 per 100 000
in males and 0.4 per 100000 in
females (19).

As with fatal youth violence,
the majority of victims of non-
fatal violence treated in hospitals
are males (20-26), although the
ratio of male to female cases is
somewhat lower than for fatal-
ities. A study in Eldoret, Kenya,
for instance, found the ratio of
male to female victims of non-
fatal violence to be 2.6:1 (22).
Other research has found a ratio of
around 3:1 in Jamaica, and of
4-5:1 in Norway (23, 24).

The rates of non-fatal violent
injuries tend to increase dramati-
cally during mid-adolescence and
young adulthood. A survey of
homes in Johannesburg, South
Africa, found that 3.5% of victims
of violence were 13 years old or
younger, compared with 21.9%
aged 14-21 yearsand 52.3% aged
22-35 years (27). Studies con-
ducted in Jamaica, Kenya, Mo-
zambique and a number of cities
in Brazil, Chile, Colombia, Costa
Rica, El Salvador and Venezuela
also show high rates of non-fatal
injuries from violence among
adolescents and young adults
(22, 28, 29).

Compared with fatal youth
violence, non-fatal injuries result-
ing from violence involve substan-
tially fewer firearm attacks and a
correspondingly greater use of the
fists and feet, and other weapons,
such as knives or clubs. In Hon-
duras, 52% of non-fatal attacks on
youths involved weapons other

TABLE 2.1

Homicide rates among youths aged 10-29 years by country or area: most
recent year available?

Country or area Year  Total number Homicide rate per 100000 population
of deaths aged 10-29 years
Total Males  Females  Male:female
ratio

Albania 1998 325 28.2 53.5 5.5 9.8
Argentina 1996 628 5.2 8.7 1.6 5.5
Armenia 1999 26 1.9 3.1 —b —<
Australia 1998 88 1.6 22 1.0 23
Austria 1999 7 —b b —b —c
Azerbaijan 1999 194 6.7 12.1 —b —
Belarus 1999 267 8.8 13.2 4.3 3.1
Belgium 1995 37 14 1.8 —b —c
Bosnia and 1991 2 —b b —b —c

Herzegovina

Brazil 1995 20 386 325 59.6 5.2 115
Bulgaria 1999 51 22 32 —b <
Canada 1997 143 1.7 25 09 2.7
Chile 1994 146 3.0 5.1 —b <
China

Hong Kong SAR 1996 16 —b —b —b —c

Selected rural 1999 778 1.8 2.4 1.2 2.1

and urban areas
Colombia 1995 12 834 844 1563 11.9 13.1
Costa Rica 1995 75 55 8.4 —b <
Croatia 1999 21 1.6 b —»b <
Cuba 1997 348 9.6 14.4 46 32
Czech Republic 1999 36 1.2 1.4 b <
Denmark 1996 20 1.5 b b —
Ecuador 1996 757 15.9 29.2 23 124
El Salvador 1993 1147 50.2 94.8 6.5 14.6
Estonia 1999 33 77 13.3 —b —
Finland 1998 19 —b —b —b —<
France 1998 91 0.6 0.7 0.4 19
Georgia 1992 4 —b b —b <
Germany 1999 156 0.8 1.0 0.6 1.6
Greece 1998 25 0.9 1.4 —b <
Hungary 1999 41 14 14 15 0.9
Ireland 1997 10 _b b _b —c
Israel 1997 13 —b —b —b —<
Italy 1997 210 1.4 23 0.5 45
Jamaica 1991 2 > b b <
Japan 1997 127 0.4 0.5 0.3 1.7
Kazakhstan 1999 631 115 18.0 5.0 36
Kuwait 1999 14 —b —b —b —
Kyrgyzstan 1999 88 46 6.7 24 2.8
Latvia 1999 55 7.8 13.1 b —c
Lithuania 1999 59 5.4 8.4 b —<
Mauritius 1999 4 b b b —c
Mexico 1997 5991 15.3 27.8 2.8 9.8
Netherlands 1999 60 1.5 1.8 1.2 1.6
New Zealand 1998 20 1.8 —b —b —<
Nicaragua 1996 139 7.3 12.5 b —
Norway 1997 11 b —b —b —c
Panama (excluding 1997 151 14.4 25.8 _b —c

Canal Zone)

Paraguay 1994 191 104 18.7 b —c
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TABLE 2.1 (continued)

Risk behaviours for youth

Country or area Year  Total number

Homicide rate per 100000 population

violence

of deaths aged 10-29 years Partici . . hvsical fioh
Total Males  Females  Male:female articipating in physical tights,
ratio bullying and carrying of weapons

Philippines 1993 3252 12.2 22.7 1.4 16.0 are importa_nt risk behaviours for

Poland 1995 186 16 23 0‘% 27 youth violence. Most studies ex-

Portugal 1999 37 13 21 —< - :

Puerto Rico 1998 538 418 77.4 5.3 14.5 amining these behaviours have

Republic of Korea 1997 282 1.7 2.1 1.3 1.6 involved primary and secondary

H b C

Republic of Moldova 1999 96 7.7 12.8 — — school PUPﬂS, who differ consid-

Romania 1999 169 2.3 3.5 1.1 3.1 blv £ hild d adol

Russian Federation 1998 7885 180 275 80 34 crably irom children and adoles-

Singapore 1998 15 b _b b < cents who have left or dropped

H b

Slovakia 1999 26 1.5 24— — out of school. Consequently, the

Slovenia 1999 4 b b b —< licability of th lts of th

Spain 1998 9% 0.8 12 04 29 applicabiiity ol the results of these

Sweden 1996 16 _b _b _b _c studies to youths who are no

Switzerland 1996 17 - - - — longer attending school is likely

Tajikistan 1995 124 5.5 9.7 b —c N

, to be limited.

Thailand 1994 1456 6.2 10.0 2.2 4.4 _ )

The former Yugoslav 1997 6 —b —b b —c Involvement in physical fight-
Republic of Macedonia ing is very common among
I b

I””k'dad and Tobago Bg: 1;? 1;“9‘ 152_"2 ~ *Z school-age children in many parts
urkmenistan . R — —

Ukraine 1999 1273 8.7 13.0 43 3.1 of the world (32-38). Around

United Kingdom 1999 139 0.9 14 04 3.9 one-third of students report hav-
England and Wales 1999 91 0.7 1.0 0.3 34 ing been involved in ﬁghting,
Northern Ireland 1999 7 — —b —b — ith males 2—3 times more likel
Scotland 1999 41 3.1 53 b < With maies 1Mes more Lkely

United States of 1998 8 226 1mo 179 37 48 than females to have fought.
America Bullying is also prevalent among

_b _c .

Uruguiay 1990 3 36 4.5 school-age children (39, 40).Ina

Uzbekistan 1998 249 2.6 3.8 1.3 3.0 .

Venezuela 1994 2090 250 464 28 16.5 study of health behaviour among

SAR: Special Administrative Region.

@ Most recent year available between 1990 and 2000 for countries with > 1 million

population.
® Fewer than 20 deaths reported; rate not calculated.

¢ Rate ratio not calculated if fewer than 20 deaths reported for either males or females.

than guns, and in a Colombian study only 5% of
non-fatal assaults were gun-related (compared with
over 80% of youth homicides involving firearms)
(25, 30). In South Africa, gunshot wounds account
for some 16% of all violent injuries presenting at
hospitals, as compared with 46% of all homicides
(31). However, direct comparison between coun-
tries and subgroups within countries using data on
non-fatal violence registered at health services can be
misleading. Differences in the rates of emergency
room presentation for gunshot wounds, for in-
stance, may simply reflect the fact that pre-hospital
and emergency medical care varies between different
settings.

school-aged children in 27 coun-
tries, the majority of 13-year-olds
in most countries were found to
have engaged in bullying at least
some of the time (see Table 2.2)
(40). Apart from being forms of aggression,
bullying and physical fighting can also lead to
more serious forms of violence (47).

The carrying of weapons is both an important
risk behaviour and a predominantly male activity
among young people of school age. There are,
however, major variations in the prevalence of
weapon carrying as reported by adolescents in
different countries. In Cape Town, South Africa,
9.8% of males and 1.3% of females in secondary
schools reported carrying knives to school during
the previous 4 weeks (42). In Scotland, 34.1% of
males and 8.6% of females aged 11-16 years said
that they had carried weapons at least once during
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TABLE 2.2
Bullying behaviour among 13-year-olds, 1997-1998

Country Engaged in bullying this school term?
Have not Sometimes Once a week
% % %
Austria 26.4 64.2 9.4
Belgium (Flemish 52.2 43.6 4.1
region)
Canada 55.4 37.3 7.3
Czech Republic 69.1 27.9 3.0
Denmark 31.9 58.7 9.5
England 85.2 13.6 1.2
Estonia 44.3 50.6 5.1
Finland 62.8 333 3.8
France 44.3 491 6.6
Germany 31.2 60.8 7.9
Greece 76.8 18.9 4.3
Greenland 33.0 57.4 9.6
Hungary 55.8 38.2 6.0
Israel 571 36.4 6.6
Latvia 41.2 491 9.7
Lithuania 33.3 57.3 9.3
Northern Ireland 78.1 20.6 1.3
Norway 71.0 26.7 2.3
Poland 65.1 313 3.5
Portugal 57.9 39.7 2.4
Republic of Ireland 74.2 241 1.7
Scotland 73.9 24.2 1.9
Slovakia 68.9 27.3 3.9
Sweden 86.8 11.9 1.2
Switzerland 42.5 52.6 5.0
United States of 57.5 34.9 7.6
America
Wales 78.6 20.0 1.4

their lifetime, with drug users significantly more
likely than non-drug users to have done so (43). In
the Netherlands, 21% of secondary-school pupils
admitted to possessing a weapon, and 8% had
actually brought weapons to school (44). In the
United States, a national survey of students in
grades 9—-12 found that 17.3% had carried a
weapon in the previous 30 days and 6.9% had
carried a weapon on the school premises (32).

The dynamics of youth violence

Patterns of behaviour, including violence, change
over the course of a person’s life. The period of
adolescence and young adulthood is a time when
violence, as well as other types of behaviours, are
often given heightened expression (45). Under-
standing when and under what conditions violent
behaviour typically occurs as a person develops can

help in formulating interventions and policies for
prevention that target the most critical age groups (3).

How does youth violence begin?

Youth violence can develop in different ways. Some
children exhibit problem behaviour in early child-
hood that gradually escalates to more severe forms of
aggression before and during adolescence. Between
20% and 45% of boys and 47 % and 69% of girls who
are serious violent offenders at the age of 16—17
years are on what is termed a “life-course persistent
developmental pathway’’ (3, 46—50). Young people
who fit into this category commit the most serious
violent acts and often continue their violent
behaviour into adulthood (57-54).

Longitudinal studies have examined in what ways
aggression can continue from childhood to adoles-
cence and from adolescence to adulthood to create a
pattern of persistent offending throughout a per-
son’s life. Several studies have shown that childhood
aggression is a good predictor of violence in
adolescence and early adulthood. In a study in
Orebro, Sweden (55), two-thirds of a sample of
around 1000 young males who displayed violent
behaviour up to the age of 26 years had already
scored highly for aggressiveness at the ages of 10 and
13 years, compared with about one-third of all boys.
Similarly, in a follow-up study in Jyvaskyld, Finland,
of nearly 400 youths (56), ratings by peers of
aggression at the ages of 8 and 14 years significantly
predicted violence up to the age of 20.

There is also evidence of a continuity in
aggressive behaviour from adolescence to adult-
hood. In a study in Columbus, OH, United States,
59% of youths arrested for violent offences before
the age of 18 years were rearrested as adults, and
42% of these adult offenders were charged with at
least one serious violent offence, such as homicide,
aggravated assault or rape (57). A greater propor-
tion of those arrested as young people for offences
involving serious violence were rearrested as adults
than was the case for young people arrested for
offences involving minor violence. A study on the
development of delinquency in Cambridge, Eng-
land, found that one-third of young males who had
been convicted of offences involving violence
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before the age of 20 years were convicted again
between the ages of 21 and 40 years, compared
with only 8% of those not convicted for violent
offences during their teenage years (58).

The existence of a life-course persistent devel-
opmental pathway helps to explain the continuity
over time in aggressive and violent behaviour. That
is, there are certain individuals who persist in
having a greater underlying tendency than others
towards aggressive or violent behaviour. In other
words, those who are relatively more aggressive at a
given age also tend to be relatively more aggressive
later on, even though their absolute levels of
violence may vary.

There may also be progressions over time from
one type of aggression to another. For instance, in a
longitudinal study in Pittsburgh, PA, United States,
of over 1500 boys originally studied at 7, 10 and 13
years of age, Loeber et al. reported that childhood
aggression tended to develop into gang fighting
and later into youth violence (59).

Lifetime offenders, though, represent only a
small proportion of those committing violence.
Most violent young people engage in violent
behaviour over much shorter periods. Such people
are termed “‘adolescence-limited offenders’. Re-
sults from the National Youth Survey conducted in
the United States — based on a national sample of
young people aged 11-17 yearsin 1976, who were
followed until the age of 27—-33 years — show that
although a small proportion of youths continued to
commit violence into and through adulthood,
some three-quarters of young people who had
committed serious violence ceased their violent
behaviour after around 1-3 years (3). The majority
of young people who become violent are adoles-
cence-limited offenders who, in fact, show little or
no evidence of high levels of aggression or other
problem behaviours during their childhood (3).

Situational factors

Among adolescence-limited offenders, certain situa-
tional factors may play an important role in causing
violent behaviour. A situational analysis — explaining
the interactions between the would-be perpetrator
and victim in a given situation — describes how the

potential for violence might develop into actual
violence. Situational factors include:

— the motives for violent behaviour;

— where the behaviour occurs;

— whether alcohol or weapons are present;

— whether people other than the victim and

offender are present;

— whether other actions (such as burglary) are

involved that could be conducive to violence.

Motives for youth violence vary according to the
age of the participants and whether others are
present. A study of delinquency in Montreal,
Canada, showed that, when the perpetrators were
in their teenage years or early twenties, about half
of violent personal attacks were motivated by the
search for excitement, often with co-offenders, and
half by rational or utilitarian objectives (60). For all
crimes, however, the main motivation switched
from being thrill-seeking in the perpetrators’
teenage years to utilitarian — involving prior
planning, psychological intimidation and the use
of weapons — in their twenties (67).

The National Survey of Youth in the United
States found that assaults were generally committed
in retaliation for a previous attack, out of revenge,
or because of provocation or anger (6/). In the
study in Cambridge mentioned above, the motives
for physical fights depended on whether a boy
fought alone or with a group (62). In individual
fights, a boy was usually provoked, became angry
and hit to hurt his opponent or to release internal
tensions. In group fights, boys often became
involved to help friends or because they were
attacked — rarely because they were angry. The
group fights, though, were on the whole more
serious. They often escalated from minor incidents,
typically occurred in bars or on the street, and were
more likely to involve weapons, lead to injuries,
and involve the police.

Drunkenness is an important immediate situa-
tional factor that can precipitate violence. In a
Swedish study, about three-quarters of violent
offenders and around half the victims of violence
were intoxicated at the time of the incident, and in
the Cambridge study, many of the boys fought after
drinking (62, 63).
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An interesting characteristic of young violent
offenders that may make them more likely to
become entangled in situations leading to violence
is their tendency to be involved in a broad range of
crimes, as well as their usually having a range of
problem behaviours. Generally, young violent
offenders are versatile rather than specialized in
the types of crimes they commit. In fact, violent
young people typically commit more non-violent
offences than violent offences (64—66). In the
Cambridge study, convicted violent delinquents up
to the age of 21 years had nearly three times as
many convictions for non-violent offences as for
violent offences (58).

What are the risk factors for youth
violence?

Individual factors

At the individual level, factors that affect the
potential for violent behaviour include biological,
psychological and behavioural characteristics.
These factors may already appear in childhood or
adolescence, and to varying degrees they may be
influenced by the person’s family and peers and by
other social and cultural factors.

Biological characteristics

Among possible biological factors, there have been
studies on injuries and complications associated with
pregnancy and delivery, because of the suggestion
that these might produce neurological damage,
which in turn could lead to violence. In a study in
Copenhagen, Denmark, Kandel & Mednick (67)
followed up over 200 children born during 1959—
1961. Their research showed that complications
during delivery were a predictor for arrests for
violence up to the age of 22 years. Eighty per cent of
youths arrested for committing violent offences
scored in the high range for delivery complications
at birth, compared with 30% of those arrested for
committing property-related offences and 47% of
youths with no criminal record. Pregnancy compli-
cations, on the other hand, did not significantly
predict violence.

Interestingly, delivery complications were
strongly associated with future violence when a

parent had a history of psychiatric illness (68). In
these cases, 32% of males with significant delivery
complications were arrested for violence, compared
with 5% of those with only minor or no delivery
complications. Unfortunately, these results were
not replicated by Denno in the Philadelphia
Biosocial Project (69) — a study of nearly 1000
African-American children in Philadelphia, PA,
United States, who were followed from birth to
22 years of age. It may therefore be that pregnancy
and delivery complications predict violence only or
mainly when they occur in combination with other
problems within the family.

Low heart rates — studied mainly in boys — are
associated with sensation-seeking and risk-taking,
both characteristics that may predispose boys to
aggression and violence in an attempt to increase
stimulation and arousal levels (70-73). High
heart rates, however, especially in infants and
young children, are linked to anxiety, fear and
inhibitions (/7).

Psychological and behavioural characteristics
Among the major personality and behavioural
factors that may predict youth violence are
hyperactivity, impulsiveness, poor behavioural
control and attention problems. Nervousness and
anxiety, though, are negatively related to violence.
In a follow-up study of over 1000 children in
Dunedin, New Zealand, boys with violent con-
victions up to the age of 18 years were
significantly more likely to have had poor scores
in behavioural control (for example, impulsive-
ness and lack of persistence) at the age of 3-5
years, compared with boys with no convictions or
with convictions for non-violent offences (74). In
the same study, personality factors of constraint
(such as cautiousness and the avoidance of
excitement) and of negative emotionality (such
as nervousness and alienation) at the age of 18
years were significantly inversely correlated with
convictions for violence (75).

Longitudinal studies conducted in Copenhagen,
Denmark (68), Orebro, Sweden (76), Cambridge,
England (/7), and Pittsburgh, PA, United States
(77), also showed links between these personality
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traits and both convictions for violence and self-
reported violence. Hyperactivity, high levels of
daring or risk-taking behaviour, and poor concen-
tration and attention difficulties before the age of
13 years all significantly predicted violence into
early adulthood. High levels of anxiety and
nervousness were negatively related to violence in
the studies in Cambridge and in the United States.

Low intelligence and low levels of achievement in
school have consistently been found to be associated
with youth violence (78). In the Philadelphia project
(69), poor intelligence quotient (IQ) scores in verbal
and performance IQ tests at the ages of 4 and 7 years,
and low scores in standard school achievement tests at
13—14 years, all increased the likelihood of being
arrested for violence up to the age of 22 years. In a
study in Copenhagen, Denmark, of over 12 000 boys
born in 1953, low IQ at 12 years of age significantly
predicted police-recorded violence between the ages
of 15 and 22 years. The link between low IQ and
violence was strongest among boys from lower
socioeconomic groups.

Impulsiveness, attention problems, low intelli-
gence and low educational attainment may all be
linked to deficiencies in the executive functions of the
brain, located in the frontal lobes. These executive
functions include: sustaining attention and concen-
tration, abstract reasoning and concept formation,
goal formulation, anticipation and planning, effective
self-monitoring and self-awareness of behaviour, and
inhibitions regarding inappropriate or impulsive
behaviours (/9). Interestingly, in another study in
Montreal — of over 1100 children initially studied at
6 years of age and followed onwards from the age of
10 years — executive functions at 14 years of age,
measured with cognitive-neuropsychological tests,
provided a significant means of differentiating
between violent and non-violent boys (80). Such a
link was independent of family factors, such as
socioeconomic status, the parents’ age at first birth,
their educational level, or separation or divorce
within the family.

Relationship factors

Individual risk factors for youth violence, such as
the ones described above, do not exist in isolation

from other risk factors. Factors associated with the
interpersonal relations of young people — with their
family, friends and peers — can also strongly affect
aggressive and violent behaviour and shape person-
ality traits that, in turn, can contribute to violent
behaviour. The influence of families is usually the
greatest in this respect during childhood, while
during adolescence friends and peers have an
increasingly important effect (87).

Family influences

Parental behaviour and the family environment are
central factors in the development of violent
behaviour in young people. Poor monitoring and
supervision of children by parents and the use of
harsh, physical punishment to discipline children
are strong predictors of violence during adoles-
cence and adulthood. In her study of 250 boys in
Boston, MA, United States, McCord (82) found that
poor parental supervision, parental aggression and
harsh discipline at the age of 10 years strongly
increased the risk of later convictions for violence
up to 45 years of age.

Eron, Huesmann & Zelli (83) followed up almost
900 children in New York, NY, United States. They
found that harsh, physical punishment by parents at
the age of 8 years predicted not only arrests for
violence up to the age of 30 years, but also —for boys
— the severity of punishment of their own children
and their own histories of spouse abuse. In a study of
over 900 abused children and nearly 700 controls,
Widom showed that recorded physical abuse and
neglect as a child predicted later arrests for violence —
independently of other predictors such as sex,
ethnicity and age (84). Other studies have recorded
similar findings (77, 85, 86).

Violence in adolescence and adulthood has also
been strongly linked to parental conflict in early
childhood (77, 82) and to poor attachment between
parents and children (87, 88). Other factors include:
a large number of children in the family (65, 77); a
mother who had her first child at an early age,
possibly as a teenager (77, 89, 90); and alow level of
family cohesion (97). Many of these factors, in the
absence of other social support, can affect children’s
social and emotional functioning and behaviour.
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McCord (87), for example, showed that violent
offenders were less likely than non-violent offenders
to have experienced parental affection and good
discipline and supervision.

Family structure is also an important factor for
later aggression and violence. Findings from studies
conducted in New Zealand, the United Kingdom and
the United States show that children growing up in
single-parent households are at greater risk for
violence (74, 77, 92). In a study of 5300 children
from England, Scotland and Wales, for example,
experiencing parental separation between birth and
the age of 10 years increased the likelihood of
convictions for violence up to the age of 21 years
(92). In the study in Dunedin, New Zealand, living
with a single parent at the age of 13 years predicted
convictions for violence up to the age of 18 years
(74). The more restricted scope for support and
probable fewer economic resources in these situa-
tions may be reasons why parenting often suffers and
the risk of becoming involved in violence increases
for youths.

In general, low socioeconomic status of the
family is associated with future violence. For
example, in a national survey of young people in
the United States, the prevalence of self-reported
assault and robbery among youths from low
socioeconomic classes was about twice that among
middle-class youths (93). In Lima, Peru, low
educational levels of the mother and high housing
density were both found to be associated with
youth violence (94). A study of young adults in Sio
Paulo, Brazil, found that, after adjusting for sex and
age, the risk of being a victim of violence was
significantly higher for youths from low socio-
economic classes compared with those from high
socioeconomic classes (95). Similar results have
been obtained from studies in Denmark (96), New
Zealand (74) and Sweden (9/).

Given the importance of parental supervision,
family structure and economic status in determin-
ing the prevalence of youth violence, an increase in
violence by young people would be expected
where families have disintegrated through wars or
epidemics, or because of rapid social change.
Taking the case of epidemics, some 13 million

children worldwide have lost one or both parents to
AIDS, more than 90% of them in sub-Saharan
Africa, where millions more children are likely to
be orphaned in the next few years (98). The
onslaught of AIDS on people of reproductive age is
producing orphans at such a rate that many
communities can no longer rely on traditional
structures to care for these children. The AIDS
epidemic is thus likely to have serious adverse
implications for violence among young people,
particularly in Africa, where rates of youth violence
are already extremely high.

Peer influences

Peer influences during adolescence are generally
considered positive and important in shaping
interpersonal relationships, but they can also have
negative effects. Having delinquent friends, for
instance, is associated with violence in young
people (88). The results of studies in developed
countries (78, 88) are consistent with a study in
Lima, Peru (94), which found a correlation
between violent behaviour and having friends
who used drugs. The causal direction in this
correlation — whether having delinquent friends
comes before or after being a violent offender — s,
however, not clear (99). In their study, Elliott &
Menard concluded that delinquency caused peer
bonding and, at the same time, that bonding with
delinquent peers caused delinquency (700).

Community factors

The communities in which young people live are an
important influence on their families, the nature of
their peer groups, and the way they may be exposed
to situations that lead to violence. Generally speak-
ing, boys in urban areas are more likely to be
involved in violent behaviour than those living in
rural areas (/7, 88, 93). Within urban areas, those
living in neighbourhoods with high levels of crime
are more likely to be involved in violent behaviour
than those living in other neighbourhoods (77, 88).

Gangs, guns and drugs

The presence of gangs (see Box 2.1), guns and
drugs in a locality is a potent mixture, increasing
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BOX 2.1
A profile of gangs

Youth gangs are found in all regions of the world. Although their size and nature may vary greatly
— from mainly social grouping to organized criminal network — they all seem to answer a basic
need to belong to a group and create a self-identity.

In the Western Cape region of South Africa, there are about 90 000 members of gangs, while
in Guam, some 110 permanent gangs were recorded in 1993, around 30 of them hard-core gangs.
In Port Moresby, Papua New Guinea, four large criminal associations with numerous subgroups
have been reported. There are an estimated 30000-35000 gang members in El Salvador and a
similar number in Honduras, while in the United States, some 31000 gangs were operating in 1996
in about 4800 cities and towns. In Europe, gangs exist to varying extents across the continent, and
are particularly strong in those countries in economic transition such as the Russian Federation.

Gangs are primarily a male phenomenon, though in countries such as the United States, girls
are forming their own gangs. Gang members can range in age from 7 to 35 years, but typically are
in their teens or early twenties. They tend to come from economically deprived areas, and from
low-income and working-class urban and suburban environments. Often, gang members may
have dropped out of school and hold low-skilled or low-paying jobs. Many gangs in high-income
and middle-income countries consist of people from ethnic or racial minorities who may be socially
very marginalized.

Gangs are associated with violent behaviour. Studies have shown that as youths enter gangs
they become more violent and engage in riskier, often illegal activities. In Guam, over 60% of all
violent crime reported to the police is committed by young people, much of it related to activities
of the island’s hard-core gangs. In Bremen, Germany, violence by gang members accounts for
almost half of reported violent offences. In a longitudinal study of nearly 1000 youths in
Rochester, NY, United States, some 30% of the sample were gang members, but they accounted
for around 70% of self-reported violent crimes and 70% of drug dealing.

A complex interaction of factors leads young people to opt for gang life. Gangs seem to
proliferate in places where the established social order has broken down and where alternative
forms of shared cultural behaviour are lacking. Other socioeconomic, community and
interpersonal factors that encourage young people to join gangs include:

— a lack of opportunity for social or economic mobility, within a society that aggressively

promotes consumption;

— adecline locally in the enforcement of law and order;

— interrupted schooling, combined with low rates of pay for unskilled labour;

— a lack of guidance, supervision and support from parents and other family members;

— harsh physical punishment or victimization in the home;

— having peers who are already involved in a gang.

Actively addressing these underlying factors that encourage youth gangs to flourish, and
providing safer, alternative cultural outlets for their prospective members, can help eliminate a
significant proportion of violent crime committed by gangs or otherwise involving young people.

the likelihood of violence. In the United States, for
example, the presence together in neighbourhoods
of these three items would appear to be an
important factor in explaining why the juvenile
arrest rate for homicide more than doubled
between 1984 and 1993 (from 5.4 per 100000

to 14.5 per 100000) (97, 101, 102). Blumstein
suggested that this rise was linked to increases
occurring over the same period in the carrying of
guns, in the number of gangs and in battles fought
over the selling of crack cocaine (7/03). In the
Pittsburgh study already mentioned, initiation into
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dealing in drugs coincided with a significant
increase in carrying weapons, with 80% of 19-
year-olds who sold hard drugs (such as cocaine),
also carrying a gun (/04). In Rio de Janeiro, Brazil,
where the majority of victims and perpetrators of
homicide are 25 years of age or younger, drug
dealing is responsible for a large proportion of
homicides, conflicts and injuries (/05). In other
parts of Latin America and the Caribbean, youth
gangs involved in drug trafficking display higher
levels of violence than those that are not (706).

Social integration

The degree of social integration within a community
also affects rates of youth violence. Social capital is a
concept that attempts to measure such community
integration. It refers, roughly speaking, to the rules,
norms, obligations, reciprocity and trust that exist in
social relations and institutions (/0/). Young people
living in places that lack social capital tend to
perform poorly in school and have a greater
probability of dropping out altogether (108).

Moser & Holland (/09) studied five poor urban
communities in Jamaica. They found a cyclical
relationship between violence and the destruction
of social capital. When community violence
occurred, physical mobility in the particular locality
was restricted, employment and educational op-
portunities were reduced, businesses were reluc-
tant to invest in the area and local people were less
likely to build new houses or repair or improve
existing property. This reduction in social capital —
the increased mistrust resulting from the destruc-
tion of infrastructure, amenities and opportunities
— increased the likelihood of violent behaviour,
especially among young people. A study on the
relation between social capital and crime rates in a
wide range of countries during the period 1980—
1994, found that the level of trust among
community members had a strong effect on the
incidence of violent crimes (707). Wilkinson,
Kawachi & Kennedy (/70) showed that indices of
social capital reflecting low social cohesion and
high levels of interpersonal mistrust were linked
with both higher homicide rates and greater
economic inequality.

Societal factors

Several societal factors may create conditions
conducive to violence among young people. Much
of the evidence related to these factors, though, is
based on cross-sectional or ecological studies and is
mainly useful for identifying important associa-
tions, rather than direct causes.

Demographic and social changes

Rapid demographic changes in the youth popula-
tion, modernization, emigration, urbanization and
changing social policies have all been linked with an
increase in youth violence (/77). In places that have
suffered economic crises and ensuing structural
adjustment policies — such as in Africa and parts of
Latin America — real wages have often declined
sharply, laws intended to protect labour have been
weakened or discarded, and a substantial decline in
basic infrastructure and social services has occurred
(112, 113). Poverty has become heavily concen-
trated in cities experiencing high population growth
rates among young people (/74).

In their demographic analysis of young people
in Africa, Lauras-Locoh & Lopez-Escartin (/13)
suggest that the tension between a rapidly swelling
population of young people and a deteriorating
infrastructure has resulted in school-based and
student revolts. Diallo Co-Trung (//5) found a
similar situation of student strikes and rebellions in
Senegal, where the population under 20 years of
age doubled between 1970 and 1988, during a
period of economic recession and the implementa-
tion of structural adjustment policies. In a survey of
youths in Algeria, Rarrbo (/76) found that rapid
demographic growth and accelerating urbanization
together created conditions, including unemploy-
ment and grossly inadequate housing, that in turn
led to extreme frustration, anger and pent-up
tensions among youths. Young people, as a result,
were more likely to turn to petty crime and
violence, particularly under the influence of peers.

In Papua New Guinea, Dinnen (7 //) describes the
evolution of “raskolism” (criminal gangs) in the
broader context of decolonization and the ensuing
social and political change, including rapid popula-
tion growth unmatched by economic growth. Such a
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phenomenon has also been cited as a concern in some
of the former communist economies (//8), where —
as unemployment has soared, and the social welfare
system been severely cut — young people have lacked
legitimate incomes and occupations, as well as the
necessary social support between leaving school and
finding work. In the absence of such support, some
have turned to crime and violence.

Income inequality

Research has shown links between economic growth
and violence, and between income inequality and
violence (/19). Gartner, in a study of 18 industria-
lized countries during the period 1950-1980 (6),
found that income inequality, as measured by the
Gini coefficient, had a significant and positive effect
on the homicide rate. Fajnzylber, Lederman & Loayza
(120) obtained the same results in an investigation of
45 industrialized and developing countries between
1965 and 1995. The rate of growth of the GDP was
also significantly negatively associated with the
homicide rate, but this effect was in many cases
offset by rising levels of income inequality. Unnithan
& Whitt came to similar conclusions in their cross-
national study (/27), namely, that income inequality
was strongly linked with homicide rates, and that
such rates also decreased as the per capita GDP
increased.

Political structures

The quality of governance in a country, both in
terms of the legal framework and the policies
offering social protection, is an important determi-
nant of violence. In particular, the extent to which a
society enforces its existing laws on violence, by
arresting and prosecuting offenders, can act as a
deterrent against violence. Fajnzylber, Lederman &
Loayza (/20) found that the arrest rate for
homicides had a significant negative effect on the
homicide rate. In their study, objective measures of
governance (such as arrest rates) were negatively
correlated with crime rates, while subjective
measures (such as confidence in the judiciary and
the perceived quality of governance) were only
weakly correlated with crime rates.

Governance can therefore have an impact on
violence, particularly as it affects young people.
Noronha et al. (/22), in their study on violence
affecting various ethnic groups in Salvador, Bahia,
Brazil, concluded that dissatisfaction with the police,
the justice system and prisons increased the use of
unofficial modes of justice. In Rio de Janeiro, Brazil,
de Souza Minayo (/05) found that the police were
among the principal perpetrators of violence against
young people. Police actions — particularly against
young men from lower socioeconomic classes —
involved physical violence, sexual abuse, rape and
bribery. Sanjuan (7/23) suggested that a sense that
justice depended on socioeconomic class was an
important factor in the emergence of a culture of
violence among marginalized youths in Caracas,
Venezuela. Similarly, Aitchinson (7/24) concluded
that in post-apartheid South Africa, impunity for
former perpetrators of human rights abuses and the
inability of the police to change their methods
significantly, have contributed to a generalized
feeling of insecurity and increased the number of
extra-judicial actions involving violence.

Social protection by the state, another aspect of
governance, is also important. In their study,
Pampel & Gartner (/25) used an indicator
measuring the level of development of national
institutions responsible for collective social pro-
tection. They were interested in the question of
why different countries, whose 15-29-year-old
age groups had grown at the same rate over a
given period, nevertheless showed differing
increases in their homicide rates. Pampel &
Gartner concluded that strong national institu-
tions for social protection had a negative effect on
the homicide rate. Furthermore, having such
institutions in place could counter the effects on
homicide rates associated with increases in the
15-29-year-old age group, the group with
traditionally high rates of being a victim or
perpetrator of homicide.

Messner & Rosenfeld (7/26) examined the
impact of efforts to protect vulnerable populations
from market forces, including economic recession.
Higher welfare expenditures were found to be
associated with decreases in the homicide rate,
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suggesting that societies with economic safety nets
have fewer homicides. Briggs & Cutright (/), in a
study of 21 countries over the period 1965-1988,
found that spending on social insurance, as a
proportion of the GDP, was negatively correlated
with homicides of children up to 14 years of age.

Cultural influences

Culture, which is reflected in the inherited norms
and values of society, helps determine how people
respond to a changing environment. Cultural
factors can affect the amount of violence in a
society — for instance, by endorsing violence as a
normal method to resolve conflicts and by teaching
young people to adopt norms and values that
support violent behaviour.

One important means through which violent
images, norms and values are propagated is the
media. Exposure of children and young people to the
various forms of the media has increased dramatically
in recent years. New forms of media — such as video
games, video tapes and the Internet — have multiplied
opportunities for young people to be exposed to
violence. Several studies have shown that the
introduction of television into countries was asso-
ciated with increases in the level of violence (/27—
131), although these studies did not usually take into
account other factors that may at the same time have
influenced rates of violence (3). The preponderance
of evidence to date indicates that exposure to violence
on television increases the likelihood of immediate
aggressive behaviour and has an unknown effect in
the longer term on serious violence (3) (see Box 2.2).
There is insufficient evidence on the impact of some
of the newer forms of media.

Cultures which fail to provide non-violent
alternatives to resolve conflicts appear to have higher
rates of youth violence. In their study of gangs in
Medellin, Colombia, Bedoya Marin & Jaramillo
Martinez (/36) describe how low-income youths
are influenced by the culture of violence, in society
in general and in their particular community. They
suggest that a culture of violence is fostered at the
community level through the growing acceptance of
“easy money”’ (much of it related to drug traffick-
ing) and of whatever means are necessary to obtain

it, as well as through corruption in the police,
judiciary, military and local administration.

Cultural influences across national boundaries
have also been linked to rises in juvenile violence.
In a survey of youth gangs in Latin America and the
Caribbean, Rodgers (/06) has shown that violent
gangs, modelling themselves on those in Los
Angeles, CA, United States, have emerged in
northern and south-western Mexican towns, where
immigration from the United States is highest. A
similar process has been found in El Salvador,
which has experienced a high rate of deportations
of Salvadoran nationals from the United States since
1992, many of the deportees having been members
of gangs in the United States.

What can be done to prevent youth
violence?
In designing national programmes to prevent youth
violence, it is important to address not only
individual cognitive, social and behavioural factors,
but also the social systems that shape these factors.
Tables 2.3 and 2.4 illustrate examples of youth
violence prevention strategies as matrices, relating
ecological systems through which violence can be
prevented to developmental stages, from infancy to
early adulthood, where violent behaviour or the
risks for violent behaviour are likely to emerge. The
prevention strategies in these tables are not
exhaustive, nor do they necessarily represent
strategies that have proved effective. Some, in fact,
have been shown to be ineffective. Rather, the
matrices are meant to illustrate the wide spectrum of
possible solutions to the problem of youth violence,
and to emphasize the need for a range of different
strategies for various stages of development.

Individual approaches

The most common interventions against youth
violence seek to increase the level of protective
factors associated with individual skills, attitudes
and beliefs.

One violence prevention strategy appropriate for
early childhood — though it is not usually thought
of as such —is the adoption of preschool enrichment
programmes. These programmes introduce young
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BOX 2.2
The impact of media on youth violence

Children and young people are important consumers of the mass media, including entertainment
and advertising. Studies in the United States have found that television viewing often begins as
early as 2 years of age, and that the average young person between 8 and 18 years of age watches
some 10000 violent acts a year on television. These patterns of exposure to the media are not
necessarily evident in other parts of the world, especially where there is less access to television
and film. All the same, there is little doubt that the exposure everywhere of children and young
people to mass media is substantial and growing. It is therefore important to explore media
exposure as a possible risk factor for interpersonal violence involving young people.

Researchers have been examining the impact of the media on aggressive and violent behaviour
for over 40 years. Several meta-analyses of studies on the impact of the media on aggression and
violence have tended to conclude that media violence is positively related to aggression toward
others. However, evidence to confirm its effect on serious forms of violence (such as assault and
homicide), is lacking.

A 1991 meta-analysis, involving 28 studies of children and adolescents exposed to media
violence and observed in free social interaction, concluded that exposure to media violence
increased aggressive behaviour towards friends, classmates and strangers (732). Another meta-
analysis, conducted in 1994, examined 217 studies published between 1957 and 1990 concerned
with the impact of media violence on aggressive behaviour, with 85% of the sample in the age
range 6-21 years. The authors concluded that there was a significant positive correlation between
exposure to media violence and aggressive behaviour, regardless of age (733).

Many of the studies included in these analytical reviews were either randomized experiments
(laboratory and field) or cross-sectional surveys. Findings from the experimental studies show that
brief exposure to violence on television or film, particularly dramatic presentations of violence,
produces short-term increases in aggressive behaviour. Moreover, the effects seem to be greater
for children and youths with aggressive tendencies and among those who have been aroused or
provoked. The findings, however, may not extend to real-life situations. Indeed, real-life settings
often include influences that cannot be “controlled” as in experiments — influences that might
mitigate against aggressive and violent behaviour.

Findings from the cross-sectional studies also show a positive correlation between media
violence and various measures of aggression - for instance, attitudes and beliefs, behaviour and
emotions such as anger. The effects of media violence on the more serious forms of violent
behaviour (such as assault and homicide), though, are rather small at best (r= 0.06) (733). Also,
unlike experimental and longitudinal studies where causality can more easily be established, it is
not possible to conclude from cross-sectional studies that exposure to media violence causes
aggressive and violent behaviour.

There have also been longitudinal studies examining the link between television viewing and
interpersonal aggression some years later. A 3-year longitudinal study of children aged 7-9 years
in Australia, Finland, Israel, Poland and the United States produced inconsistent results (734), and a
1992 study of children in the Netherlands in the same age bracket failed to show any effect on
aggressive behaviour (735). Other studies following up children in the United States over longer
periods (10-15 years), however, have shown a positive correlation between television viewing in
childhood and later aggression in young adulthood (3).

Studies examining the relationship between homicide rates and the introduction of television
(primarily by looking at homicide rates in countries before and after television was introduced)
have also found a positive correlation between the two (727-1737). These studies, however, failed
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BOX 2.2 (continued)

to control for confounding variables such as economic differences, social and political change, and
a variety of other potential influences on homicide rates.

The scientific findings on the relationship between media violence and youth violence are thus
conclusive with respect to short-term increases in aggression. The findings, however, are
inconclusive with respect to longer-term effects and on the more serious forms of violent
behaviour, and suggest that more research is needed. Apart from examining the extent to which
media violence is a direct cause of serious physical violence, research is also required on the
influence of the media on interpersonal relations and on individual traits such as hostility,
callousness, indifference, lack of respect and the inability to identify with other people’s feelings.

children early on to the skills necessary for success
in school and they therefore increase the likelihood
of future academic success. Such programmes can
strengthen a child’s bonds to the school and raise
achievement and self-esteem (7/3/). Long-term
follow-up studies of prototypes of such pro-
grammes have found positive benefits for children,
including less involvement in violent and other
delinquent behaviours (/38-140).

Social development programmes to reduce
antisocial and aggressive behaviour in children
and violence among adolescents adopt a variety of
strategies. These commonly include improving
competency and social skills with peers and
generally promoting behaviour that is positive,
friendly and cooperative (/47). Such programmes
can be provided umiversally or just to high-risk
groups and are most frequently carried out in
school settings (/42, 143). Typically, they focus on
one or more of the following (743):

— managing anger;

— modifying behaviour;

— adopting a social perspective;

— moral development;

— building social skills;

— solving social problems;

— resolving conflicts.

There is evidence that these social development
programmes can be effective in reducing youth
violence and improving social skills (744—146).
Programmes that emphasize social and competency
skills appear to be among the most effective among
youth violence prevention strategies (3). They also

appear to be more effective when delivered to
children in preschool and primary school environ-
ments rather than to secondary school students.

An example of a social development programme
that uses behavioural techniques in the classroom is a
programme to prevent bullying introduced in
elementary and junior secondary schools in Bergen,
Norway. Incidents of bullying were reduced by a half
within 2 years using this intervention (/4/). The
programme has been reproduced in England, Ger-
many and the United States with similar effects (3).

Other interventions targeting individuals that
may be effective include the following, though
further evidence is needed to confirm their effect on
violent and aggressive behaviour (137, 148):

— programmes to prevent unintended preg-
nancies, so as to reduce child maltreatment
and the risk it poses for later involvement in
violent behaviour;

— for similar reasons, programmes to increase
access to prenatal and postnatal care;

— academic enrichment programmes;

— incentives for youths at high risk for violence
to complete secondary schooling and to
pursue courses of higher education;

— vocational training for underprivileged
youths and young adults.

Programmes that do not appear effective in
reducing youth violence include (3):

— individual counselling;

— training in the safe use of guns;
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TABLE 2.3

Violence prevention strategies by developmental stage (infancy to middle childhood) and ecological context

Ecological context

Developmental stage

Infancy
(ages 0-3 years)

Early childhood
(ages 3-5 years)

Middle childhood
(ages 6-11 years)

Individual e Preventing unintended
pregnancies
Increasing access to prenatal and

postnatal care

Social development programmes?®
Preschool enrichment
programmes®

Social development programmes®
Programmes providing
information about drug abuse®

Home visitation®
Training in parenting®

Relationship (e.g.
family, peers)

Training in parenting®

Mentoring programmes
Home-school partnership
programmes to promote parental
involvement

Community e Monitoring lead levels and ¢ Monitoring lead levels and ¢ Creating safe routes for children
removing toxins from homes removing toxins from homes on their way to and from school or
e Increasing the availability and e Increasing the availability and other community activities
quality of child-care facilities quality of preschool enrichment ¢ Improving school settings,
programmes including teacher practices, school
policies and security
e Providing after-school
programmes to extend adult
supervision
e Extracurricular activities
Societal e Deconcentrating poverty e Deconcentrating poverty e Deconcentrating poverty

Reducing income inequality

Reducing income inequality
Reducing media violence
Public information campaigns

Reducing income inequality
Reducing media violence
Public information campaigns

Reforming educational systems

@ Demonstrated to be effective in reducing youth violence or risk factors for youth violence.
b Shown to be ineffective in reducing youth violence or risk factors for youth violence.

— probation and parole programmes that
include meetings with prison inmates who
describe the brutality of prison life;

— trying young offenders in adult courts;

— residential programmes taking place in psy-
chiatric institutions or correctional institu-
tions;

— programmes providing information about
drug abuse.

Programmes for delinquent young people
modelled on basic military training (“‘boot
camps’’) have, in some studies, been found to lead
to an increase in repeat offending (3).

Relationship approaches

Another common set of prevention strategies
address youth violence by attempting to influence
the type of relations that young people have with
others with whom they regularly interact. These
programmes address such problems as the lack of
emotional relations between parents and children,

powerful pressures brought to bear by peers to
engage in violence and the absence of a strong
relationship with a caring adult.

Home visitation

One type of family-based approach to preventing
youth violence is home visitation. This is an
intervention conducted in infancy (ages 0—3 years)
involving regular visits by a nurse or other health
care professional to the child’s home. This type of
programme is found in many parts of the world,
including Australia, Canada, China (Hong Kong
Special Administrative Region (SAR)), Denmark,
Estonia, Israel, South Africa, Thailand and the
United States. The objective is to provide training,
support, counselling, monitoring and referrals to
outside agencies for low-income mothers, for
families who are expecting or have recently had
their first child, and for families at increased risk of
abusing their children or with other health
problems (737, 146). Home visitation pro-
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grammes have been found to have significant long-
term effects in reducing violence and delinquency
(138, 149-152). The earlier such programmes are
delivered in the child’s life and the longer their
duration, the greater appear to be the benefits (3).

Training in parenting

Skill training programmes on parenting aim to
improve family relations and child-rearing techni-
ques and thereby to reduce youth violence. Their
objectives include improving the emotional bonds
between parents and their children, encouraging
parents to use consistent child-rearing methods and
helping them to develop self-control in bringing up
children (746).

An example of a comprehensive training
programme for parents is the Triple-P-Positive
Parenting Programme in Australia (/53). This
programme includes a population-based media
campaign to reach all parents and a health care
component that uses consultations with primary
care physicians to improve parenting practices.
Intensive interventions are also offered to parents
and families with children at risk for severe
behavioural problems. The programme — or
elements of it — have been or are being implemen-
ted in China (Hong Kong SAR), Germany, New
Zealand, Singapore and the United Kingdom (/54).

Several evaluation studies have found training in
parenting to be successful and there is some evidence
of along-term effect in reducing antisocial behaviour
(155-158). In a study on the cost-effectiveness of
early interventions to prevent serious forms of crime
in California, United States, training for parents
whose children exhibited aggressive behaviour was
estimated to have prevented 157 serious crimes (such
as homicide, rape, arson and robbery) for every
million US dollars spent (/59). In fact, training in
parenting was estimated to be about three times as
cost-effective as the so-called “three-strikes™ law in
California —a law decreeing harsh sentences for those
repeatedly offending.

Mentoring programmes

A warm and supportive relationship with a positive
adult role model is thought to be a protective factor

for youth violence (3, 7/46). Mentoring pro-
grammes based on this theory match a young
person — particularly one at high risk for antisocial
behaviour or growing up in a single-parent family
— with a caring adult, a mentor, from outside the
family (7/60). Mentors may be older classmates,
teachers, counsellors, police officers or other
members of the community. The objectives of
such programmes are to help young people to
develop skills and to provide a sustained relation-
ship with someone who is their role model and
guide (/43). While not as widely evaluated as some
of the other strategies to reduce youth violence,
there is evidence that a positive mentoring relation-
ship can significantly improve school attendance
and performance, decrease the likelihood of drug
use, improve relationships with parents and reduce
self-reported forms of antisocial behaviour (/617).

Therapeutic and other approaches
Therapeutic approaches have also been used with
families to prevent youth violence. There are many
forms of such therapy, but their common
objectives are to improve communications and
interactions between parents and children and to
solve problems that arise (/43). Some programmes
also try to help families deal with environmental
factors contributing to antisocial behaviour and
make better use of resources in the community.
Family therapy programmes are often costly, but
there is substantial evidence that they can be
effective in improving family functioning and
reducing behavioural problems in children (/62—
164). Functional Family Therapy (/65) and
Multisystemic Therapy (/66) are two particular
approaches used in the United States that have been
shown to have positive, long-term effects in
reducing violent and delinquent behaviour of
juvenile offenders at lower costs than other
treatment programmes (3).

Other interventions targeting youth relation-
ships that may be effective include (3):

— home—school partnership programmes to

promote parental involvement;
— compensatory education, such as adult
tutoring.
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TABLE 2.4

Violence prevention strategies by developmental stage (adolescence and early adulthood) and ecological context

Ecological context Developmental stage

Adolescence
(ages 12-19 years)

Early adulthood
(ages 20-29 years)

Individual e Social development programmes® .
e Providing incentives for youths at high risk for violence to complete
secondary schooling® .

Individual counselling®

Probation or parole programmes that include meetings with prison
inmates describing the brutality of prison life®

Residential programmes in psychiatric or correctional institutions®
Programmes providing information about drug abuse®

Academic enrichment programmes

Training in the safe use of guns®

Programmes modelled on basic military training®

Trying young offenders in adult courts®

Providing incentives to pursue
courses in higher education
Vocational training

Relationship (e.g. family, Mentoring programmes®

Programmes to strengthen ties to

peers) e Peer mediation or peer counselling® family and jobs, and reduce
e Temporary foster care programmes for serious and chronic delinquents involvement in violent behaviour
e Family therapy®
Community o Creating safe routes for youths on their way to and from school or e Establishing adult recreational
other community activities programmes
e Improving school settings, including teacher practices, school policies ¢ Community policing
and security e Reducing the availability of alcohol
e Extracurricular activities e Improving emergency response,
e Gang prevention programmes® trauma care and access to health
e Training health care workers to identify and refer youths at high risk for services
violence e Buying back guns®
e Community policing
e Reducing the availability of alcohol
e Improving emergency response, trauma care and access to health services
¢ Buying back guns®
Societal e Deconcentrating poverty e Deconcentrating poverty

Reducing income inequality

Public information campaigns

Reducing media violence

Enforcing laws prohibiting illegal transfers of guns to youths
Promoting safe and secure storage of firearms
Strengthening and improving police and judicial systems
Reforming educational systems

Reducing income inequality
Establishing job creation
programmes for the chronically
unemployed

Public information campaigns
Promoting safe and secure storage
of firearms

Strengthening and improving
police and judicial systems

@ Demonstrated to be effective in reducing youth violence or risk factors for youth violence.
® Shown to be ineffective in reducing youth violence or risk factors for youth violence.

Programmes addressing youth relationships that
do not appear to be effective in reducing adolescent
violence include (737):

o Peer mediation — the involvement of students

to help other students resolve disputes.

to have negative effects on attitudes, achieve-
ment and behaviour (3).

Community-based efforts

« Peer counselling.

o Redirecting youth behaviour and shifting peer
group norms — both of these attempt to redirect
youths at high risk of violence towards
conventional activities, but have been shown

Interventions addressing community factors are
those that attempt to modify the environments in
which young people interact with each other. A
simple example is improving street lighting, where
poorly-lit areas may increase the risk of violent
assaults occurring. Less is known, unfortunately,
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about the effectiveness of community-based strate-
gies with regard to youth violence than of those
focusing on individual factors or on the relation-
ships that young people have with others.

Community policing

Community or problem-oriented policing has
become an important law enforcement strategy
for addressing youth violence and other criminal
problems in many parts of the world (767). It
can take many forms, but its core ingredients are
building community partnerships and solving
community problems (/68). In some pro-
grammes, for instance, police collaborate with
mental health professionals to identify and refer
youths who have witnessed, experienced or
committed violence (/69). This type of pro-
gramme builds on the fact that police come into
daily contact with young victims or perpetrators
of violence. It then provides them with special
training and links them — at an early stage in the
youth’s development — with the appropriate
mental health professionals (768). The effective-
ness of this type of programme has not yet been
determined, though it appears to be a useful
approach.

Community policing programmes have been
implemented with some success in Rio de Janeiro,
Brazil, and San José, CostaRica (170, 171).In Costa
Rica, an evaluation of the programme found an
association with a decline in both crime and
perceived personal insecurity (///). Such pro-
grammes need to be more rigorously evaluated, but
they do offer local residents better protection and
make up for a lack of regular police services (1./0).

Availability of alcohol

Another community strategy to address crime and
violence is to reduce the availability of alcohol. As
already mentioned, alcohol is an important situa-
tional factor that can precipitate violence. The effect
of reducing alcohol availability on rates of offend-
ing was examined in a 4-year longitudinal study
conducted in a small provincial region of New
Zealand (172). The rates of serious criminal
offences (homicide and rape) and other offences

(related to property and traffic) were compared in
two experimental towns and four control towns
over the study period. While both types of offence
decreased in the experimental towns and increased
relative to national trends in the control towns,
crime rates fell significantly for 2 years in areas of
reduced alcohol availability. It is not clear, though,
to what extent the intervention affected violent
behaviour among young people or how well such
an approach might work in other settings.

Extracurricular activities

Extracurricular activities — such as sports and
recreation, art, music, drama and producing
newsletters — can provide adolescents with oppor-
tunities to participate in and gain recognition for
constructive group activities (3). In many commu-
nities, though, either such activities are lacking or
there are no places where children can safely go
outside school hours to practise them (773). After-
school programmes provide these facilities for
children and young people. Ideally, such pro-
grammes should be (174):

— comprehensive —addressing the whole range
of risk factors for youth violence and
delinquency;

— developmentally appropriate;

— of long duration.

Essor, in Maputo, Mozambique (7/5), is an
example of a community programme designed to
address adolescent delinquency in two low-income
neighbourhoods. The programme, which targets
adolescents between the ages of 13 and 18 years,
offers sports and leisure activities to promote self-
expression and team-building. Programme staff
also maintain contact with youths through regular
home visits. An evaluation of the programme
showed significant improvements in constructive
behaviour and communications with parents over
an 18-month period, along with a significant drop
in antisocial behaviour.

Suppressing gang violence

Community programmes to prevent gang violence
have taken on several forms. Preventive strategies
have included attempts to suppress gangs or to
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organize communities affected by gang violence in
such a way that youth gangs operate differently and
with less criminal activities (/06). Rehabilitative or
corrective strategies include outreach and counsel-
ling programmes for gang members as well as
programmes that seek to channel gang activities into
socially productive directions (/06). There is little
evidence that programmes to suppress gangs,
organize communities, or provide outreach or
counselling services are effective. In Nicaragua,
wide-ranging police efforts in 1997 to suppress
gang activity met with only temporary success and
may have in the end exacerbated the problem (776).
Attempts at community organization in the United
States, in Boston, MA, and Chicago, IL, have not been
successful in reducing gang violence either, possibly
because the affected communities were insuffi-
ciently integrated or cohesive to sustain organized
efforts (177). Outreach and counselling efforts have
had the unwanted, and unexpected, consequence of
increasing gang cohesion (/78). In Medellin,
Colombia, programmes have been successfully used
to encourage gang members to involve themselves
in local politics and social development projects
(179), while in Nicaragua and the United States
such “‘opportunity” programmes have met with
only limited success (/06).

Other strategies

Other interventions targeting communities that
may prove effective include (/48, 180):

» Monitoring lead levels and removing toxins
from the home environment so as to reduce the
risk of brain damage in children, something
that may lead indirectly to youth violence.

o Increasing the availability and quality of child-
care facilities and preschool enrichment pro-
grammes to promote healthy development
and facilitate success in school.

 Attempts to improve school settings — includ-
ing changing teaching practices and school
policies and rules, and increasing security (for
instance, by installing metal detectors or
surveillance cameras).

» Creating safe routes for children on their way
to and from school or other community
activities.

Health care systems can contribute considerably
both to responding to and preventing youth
violence, by:

— improving the response and performance of

emergency services;

— improving access to health services;

— training health care workers to identify and

refer young people at high risk.

One type of programme that appears to be
ineffective in reducing adolescent violence is where
money is offered as a reward for handing in
firearms to the police or other community agencies
— in what is known as a ‘‘gun buy-back
programme’’. There is some evidence that the
types of guns handed in are not the types usually
used in youth homicides (3).

Societal approaches

Changing the social and cultural environment to
reduce violence is the strategy that is least
frequently employed to prevent youth violence.
Such an approach seeks to reduce economic or
social barriers to development — for instance, by
creating job programmes or strengthening the

criminal justice system — or to modify the
embedded cultural norms and values that stimulate
violence.

Addressing poverty

Policies to reduce the concentration of poverty in
urban areas may be effective in combating youth
violence. This was shown in a housing and
mobility experiment, “‘Moving to Opportunity”,
conducted in Maryland, United States (/87). In a
study of the impact of this programme, families
from high-poverty neighbourhoods in the city of
Baltimore were divided into three groups:

— families that had received subsidies, counsel-
ling and other assistance specifically to move
to communities with lower levels of poverty;

— families that had received subsidies only, but
with no restrictions on where they could

move;
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— families that had received no special assis-

tance.

The study found that providing families with the
opportunity to move to neighbourhoods with
lower poverty levels substantially reduced violent
behaviour by adolescents (/87). A better under-
standing of the mechanisms through which
neighbourhoods and peer groups influence youth
violence is needed, though, in order fully to
understand the implications of these results.

Tackling gun violence among youths

Changing the social environment so as to keep guns
and other lethal weapons out of the hands of
children and unsupervised young people may be a
viable strategy for reducing the number of deaths
arising from youth violence. Young people and
others who should not possess guns will inevitably
get hold of them. Some of these people will do so
intending to commit crimes, while others — whose
judgements are impaired by alcohol or drugs — will
lack the proper care and responsibility that should
accompany the possession of firearms.

In many countries, the means by which young
people can obtain guns are already illegal. Here, a
stricter enforcement of existing laws regulating
illegal transfers of guns may have a high return in
reducing firearm-related violence among adoles-
cents (/82). Very little is known, though, about the
effectiveness of such an approach.

Another approach to the problem of young
people possessing lethal weapons is to legislate for
and enforce the safe and secure storage of firearms.
This may have the effect of limiting inappropriate
access directly, by making it more difficult for
young people to take guns out of their homes, and
indirectly, by reducing the ability of people to steal
guns. Theft is a major source of guns for illegal
markets, and theft and burglary are the ultimate
(though not always the most recent) source
through which juveniles obtain guns (782, 183).
A longer-term strategy for reducing unauthorized
access to guns on the part of children and
adolescents would be to develop “‘smart” guns
that do not function if anyone other than their
rightful owner tries to use them (/84). Such guns

might operate by being able to recognize the
owner’s palm print or by needing to be in close
proximity to a holster or special ring in order to
function.

Some other interventions designed to control the
misuse of guns have been evaluated. In 1977, a
restrictive licensing law prohibiting handgun own-
ership by everyone except police officers, security
guards and existing gun owners was introduced in
Washington, DC, United States. Subsequently, the
incidence of firearm-related homicides and suicides
declined by 25% (/85). The impact of this law on
reducing gun-related violence specifically among
young people is, however, unknown. In Cali and
Bogota, Colombia, during the 1990s, the carrying
of guns was banned during periods that were known
from past experience to have higher homicide rates
(186). These included weekends after pay-days,
weekends linked to holidays and election days. An
evaluation found that the incidence of homicide was
lower during periods when the ban on carrying
firearms was in effect (/86). The authors of the
study suggested that intermittent city-wide bans on
carrying of guns could be useful in preventing
homicide, particularly in regions of the world with
very high rates of homicide.

Other approaches

Other strategies addressing socioeconomic and
cultural factors that might be effective for youth
violence prevention, but that have not been
adequately evaluated, include (748, 170):

— public information campaigns to change
social norms and promote pro-social beha-
viour;

— efforts to reduce media violence;

— programmes to reduce income inequality;

— activities and policies to mitigate the effects
of rapid social change;

— efforts to strengthen and improve police and
judicial systems;

— institutional reforms of educational systems.

As is evident from the review of risk factors and

prevention strategies, youth violence is caused by a
complex interaction among multiple factors, and
efforts to reduce this problem in a substantial way will
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need to be multifaceted. As the preceding discussions
have shown, there are a number of factors — some
residing in the individual, others in the family and
social environment — that increase the probability of
aggression and violence during childhood, adoles-
cence and early adulthood. Ideally, programmes
should approach youths through multiple systems of
influence (individual, family, community and so-
ciety) and provide a continuum of interventions and
activities spanning the stages of development. Such
programmes can address co-occurring risk factors,
such as low educational attainment, teenage preg-
nancy, unsafe sex and drug use, and thereby address
the needs of youths in many spheres of their lives.

Recommendations

Deaths and injuries from youth violence constitute
a major public health problem in many parts of the
world. Significant variations in the magnitude of
this problem exist within and between countries
and regions of the world. There are a broad range of
viable strategies for preventing youth violence,
some of which have been shown to be particularly
effective. However, no single strategy is on its own
likely to be sufficient to reduce the health burden of
youth violence. Instead, multiple concurrent ap-
proaches will be required and they will need to be
relevant to the particular place where they are
implemented. What is successful in preventing
youth violence in Denmark, for instance, will not
necessarily be effective in Colombia or South Africa.

Over the past two decades, a great amount has
been learnt about the nature and causes of youth
violence and how to prevent it. This knowledge,
although based mainly on research from developed
countries, provides a foundation from which to
develop successful programmes to prevent youth
violence. There is, however, much more to be
learned about prevention. Based on the present state
of knowledge, the following recommendations, if
implemented, should lead to greater understanding
and more effective prevention of youth violence.

Establishing data collection systems

Developing data systems for routine monitoring of
trends in violent behaviour, in injuries and in

deaths should form the basis of prevention efforts.
Such data will provide valuable information for
formulating public policies and programmes to
prevent youth violence and for evaluating them.
Simple approaches to the surveillance of youth
violence are needed that can be applied in a wide
range of cultural settings. In this regard, the
following points should be given priority.

o Uniform standards for defining and measur-
ing youth violence should be developed and
incorporated into injury and violence surveil-
lance systems. These standards should include
age categories that accurately reflect the
different risks among young people of being
victims or perpetrators of youth violence.

« Priority should be given to developing systems
to monitor deaths from violence in regions
where homicide data are currently inadequate
orlacking. Theseregions include Africa, South-
East Asia and the Eastern Mediterranean, and
parts of both the Americas and the Western
Pacific, especially the poorer parts of these two
regions.

« In parallel with surveillance, there should be
special studies to establish the ratio of fatal to
non-fatal cases of violence-related injuries,
classified by the method of attack, age and sex
of the victim. Such data can then be used to
estimate the magnitude of the youth violence
problem where only one type of data —such as
mortality or morbidity — is available.

+ All countries and regions should be encour-
aged to establish centres where routine
information available from the health services
(including emergency departments), the po-
lice and other authorities, relevant to violence,
can be collated and compared. This will greatly
help in formulating and implementing pre-
vention programmes.

More scientific research

Scientific evidence on the patterns and causes of
youth violence, both qualitative and quantitative, is
essential for developing rational and effective
responses to the problem. While an understanding
of the phenomenon of violence has greatly
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progressed, significant gaps remain which research
in the following areas could help to fill:

— cross-culturally, on the causes, development
and prevention of youth violence, in order to
explain the large variations worldwide in
levels of youth violence;

— on the validity and relative advantages of
using official records, hospital records and
self-reports to measure youth violence;

— comparing youths who commit violent
offences with both youths who commit
non-violent offences and those who are not
involved in violent or delinquent behaviour;

— to determine which risk factors have differ-
ential effects on the persistence, escalation,
de-escalation and terminating of violent
offending at various ages;

— to identify factors that protect against youth
violence;

— on female involvement in youth violence;

— cross-culturally, on the societal and cultural
influences on youth violence;

— in longitudinal studies measuring a broad
range of risk and protective factors, so as to
further the knowledge of developmental
pathways to youth violence;

— to provide a better understanding of how
social and macroeconomic factors might
effectively be modified to reduce youth
violence.

In addition to the research needs listed above:

o Estimates are needed of the total cost to society
of youth violence, so as better to assess the
cost-effectiveness of prevention and treatment
programmes.

« Institutions should be established to organize,
coordinate and fund global research on youth
violence.

Developing prevention strategies

Up to now, most of the resources committed to
prevention have been in untested programmes.
Many of these programmes have been based on
questionable assumptions and delivered with little
consistency or quality control. The ability effec-
tively to prevent and control youth violence

requires, above all, systematic evaluation of inter-
ventions. In particular, the following aspects
relating to youth violence prevention programmes
need much more research:

— longitudinal studies evaluating the long-
term impact of interventions conducted in
infancy or childhood;

— evaluations of the impact of interventions on
the social factors associated with youth
violence, such as income inequality and the
concentration of poverty;

— studies on the cost-effectiveness of preven-
tion programmes and policies.

Consistent standards are needed for evaluation
studies assessing the effectiveness of youth violence
programmes and policies. These standards should
include:

— the application of an experimental design;

— evidence of a statistically significant reduc-
tion in the incidence of violent behaviour or
in violence-related injuries;

— replication across different sites and different
cultural contexts;

— evidence that the impact is sustained over
time.

Disseminating knowledge

Greater efforts need to be made to apply what has
been learnt about the causes and prevention of
youth violence. Currently, knowledge on this
subject is disseminated to practitioners and policy-
makers worldwide with great difficulty, mainly
because of a poor infrastructure of communication.
The following areas in particular should receive
greater attention:

« Global coordination is needed to develop
networks of organizations that focus on
information sharing, training and technical
assistance.

 Resources should be allocated to the applica-
tion of Internet technology. In parts of the
world where this presents problems, other
non-electronic forms of information-sharing
should be promoted.

« International clearing houses should be set up
to identify and translate relevant information
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from all parts of the world, in particular from
lesser-known sources.

« Research is needed on how best to implement
youth violence prevention strategies and
policies. Simply knowing which strategies
have proved effective is not enough to ensure
they will be successful when implemented.

* Youth violence prevention programmes
should be integrated, wherever possible, with
programmes to prevent child abuse and other
forms of violence within the family.

Conclusion

The volume of information about the causes and
prevention of youth violence is growing rapidly, as
is the demand worldwide for this information.
Meeting the huge demand will require substantial
investment — to improve the mechanisms for
conducting public health surveillance, to carry out
all the necessary scientific research, and to create the
global infrastructure for disseminating and applying
what has been learnt. If the world can meet the
challenge and provide the resources required, youth
violence can, in the foreseeable future, begin to be
regarded as a preventable public health problem.
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Background

Child abuse has for a long time been recorded in
literature, art and science in many parts of the
world. Reports of infanticide, mutilation, abandon-
ment and other forms of violence against children
date back to ancient civilizations (7). The historical
record is also filled with reports of unkempt, weak
and malnourished children cast out by families to
fend for themselves and of children who have been
sexually abused.

For a long time also there have existed charitable
groups and others concerned with children’s well-
being who have advocated the protection of
children. Nevertheless, the issue did not receive
widespread attention by the medical profession or
the general public until 1962, with the publication
of a seminal work, The battered child syndrome, by
Kempe et al. (2).

The term “‘battered child syndrome’ was coined
to characterize the clinical manifestations of serious
physical abuse in young children (2). Now, four
decades later, there is clear evidence that child abuse
is a global problem. It occurs in a variety of forms
and is deeply rooted in cultural, economic and
social practices. Solving this global problem,
however, requires a much better understanding
of its occurrence in a range of settings, as well as of
its causes and consequences in these settings.

How are child abuse and neglect
defined?
Cultural issues
Any global approach to child abuse must take into
account the differing standards and expectations for
parenting behaviour in the range of cultures around
the world. Culture is a society’s common fund of
beliefs and behaviours, and its concepts of how
people should conduct themselves. Included in
these concepts are ideas about what acts of omission
or commission might constitute abuse and neglect
(3, 4. In other words, culture helps define the
generally accepted principles of child-rearing and
care of children.

Different cultures have different rules about what
are acceptable parenting practices. Some researchers
have suggested that views on child-rearing across

cultures might diverge to such an extent that
agreement on what practices are abusive or neglectful
may be extremely difficult to reach (5, 6). None-
theless, differences in how cultures define what is
abusive have more to do with emphasizing particular
aspects of parental behaviour. It appears that there is
general agreement across many cultures that child
abuse should not be allowed, and virtual unanimity
in this respect where very harsh disciplinary practices
and sexual abuse are concerned (7).

Types of abuse

The International Society for the Prevention of Child
Abuse and Neglect recently compared definitions of
abuse from 58 countries and found some common-
ality in what was considered abusive (/). In 1999,
the WHO Consultation on Child Abuse Prevention
drafted the following definition (8):

““Child abuse or maltreatment constitutes all forms

of physical and/or emotional ill-treatment, sexual

abuse, neglect or negligent treatment or commer-
cial or other exploitation, resulting in actual or
potential harm to the child’s health, survival,

development or dignity in the context of a

relationship of responsibility, trust or power.”

Some definitions focus on the behaviours or
actions of adults while others consider abuse to take
place if there is harm or the threat of harm to the
child (8—13). The distinction between behaviour —
regardless of the outcome —and impact or harm is a
potentially confusing one if parental intent forms
part of the definition. Some experts consider as
abused those children who have been inadvertently
harmed through the actions of a parent, while
others require that harm to the child be intended for
the act to be defined as abusive. Some of the
literature on child abuse explicitly includes violence
against children in institutional or school settings
(14-17).

The definition given above (8) covers a broad
spectrum of abuse. This chapter focuses primarily
on acts of commission and omission by parents or
caregivers that result in harm to the child. In
particular, it explores the prevalence, causes and
consequences of four types of child maltreatment
by caregivers, namely:
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— physical abuse;

— sexual abuse;

— emotional abuse;

— neglect.

Physical abuse of a child is defined as those acts
of commission by a caregiver that cause actual
physical harm or have the potential for harm. Sexual
abuse is defined as those acts where a caregiver uses
a child for sexual gratification.

Emotional abuse includes the failure of a
caregiver to provide an appropriate and supportive
environment, and includes acts that have an adverse
effect on the emotional health and development of a
child. Such acts include restricting a child’s move-
ments, denigration, ridicule, threats and intimida-
tion, discrimination, rejection and other non-
physical forms of hostile treatment.

Neglect refers to the failure of a parent to provide
for the development of the child — where the parent
is in a position to do so — in one or more of the
following areas: health, education, emotional
development, nutrition, shelter and safe living
conditions. Neglect is thus distinguished from
circumstances of poverty in that neglect can occur
only in cases where reasonable resources are
available to the family or caregiver.

The manifestations of these types of abuse are
further described in Box 3.1.

The extent of the problem
Fatal abuse
Information on the numbers of children who die
each year as a result of abuse comes primarily from
death registries or mortality data. According to the
World Health Organization, there were an esti-
mated 57 000 deaths attributed to homicide among
children under 15 years of age in 2000. Global
estimates of child homicide suggest that infants and
very young children are at greatest risk, with rates
for the 0—4-year-old age group more than double
those of 5—14-year-olds (see Statistical annex).
Therisk of fatal abuse for children varies according
to the income level of a country and region of the
world. For children under 5 years of age living in
high-income countries, the rate of homicide is 2.2
per 100 000 for boysand 1.8 per 100 000 for girls. In

low- to middle-income countries the rates are 2—3
times higher — 6.1 per 100 000 for boys and 5.1 per
100 000 for girls. The highest homicide rates for
children under 5 years of age are found in the WHO
African Region—17.9 per 100 000 for boysand 12.7
per 100 000 for girls. The lowest rates are seen in
high-income countries in the WHO European,
Eastern Mediterranean and Western Pacific Regions
(see Statistical annex).

Many child deaths, however, are not routinely
investigated and postmortem examinations are not
carried out, which makes it difficult to establish the
precise number of fatalities from child abuse in any
given country. Even in wealthy countries there are
problems in properly recognizing cases of infanti-
cide and measuring their incidence. Significant
levels of misclassification in the cause of death as
reported on death certificates have been found, for
example, in several states of the United States of
America. Deaths attributed to other causes — for
instance, sudden infant death syndrome or acci-
dents — have often been shown on reinvestigation
to be homicides (78, 19).

Despite the apparent widespread misclassifica-
tion, there is general agreement that fatalities from
child abuse are far more frequent than official
records suggest in every country where studies of
infant deaths have been undertaken (20-22).
Among the fatalities attributed to child abuse, the
most common cause of death is injury to the head,
followed by injury to the abdomen (78, 23, 24).
Intentional suffocation has also been extensively
reported as a cause of death (79, 22).

Non-fatal abuse
Data on non-fatal child abuse and neglect come from
a variety of sources, including official statistics, case
reports and population-based surveys. These
sources, however, differ as regards their usefulness
in describing the full extent of the problem.
Official statistics often reveal little about the
patterns of child abuse. This is partly because, in
many countries, there are no legal or social systems
with specific responsibility for recording, let alone
responding to, reports of child abuse and neglect
(7). In addition, there are differing legal and
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BOX 3.1
Manifestations of child abuse and neglect

Injuries inflicted by a caregiver on a child can take many forms. Serious damage or death in abused
children is most often the consequence of a head injury or injury to the internal organs. Head
trauma as a result of abuse is the most common cause of death in young children, with children in
the first 2 years of life being the most vulnerable. Because force applied to the body passes
through the skin, patterns of injury to the skin can provide clear signs of abuse. The skeletal
manifestations of abuse include multiple fractures at different stages of healing, fractures of
bones that are very rarely broken under normal circumstances, and characteristic fractures of the
ribs and long bones.

The shaken infant

Shaking is a prevalent form of abuse seen in very young children. The majority of shaken children
are less than 9 months old. Most perpetrators of such abuse are male, though this may be more a
reflection of the fact that men, being on average stronger than women, tend to apply greater
force, rather than that they are more prone than women to shake children. Intracranial
haemorrhages, retinal haemorrhages and small “chip’ fractures at the major joints of the child’s
extremities can result from very rapid shaking of an infant. They can also follow from a
combination of shaking and the head hitting a surface. There is evidence that about one-third of
severely shaken infants die and that the majority of the survivors suffer long-term consequences
such as mental retardation, cerebral palsy or blindness.

The battered child

One of the syndromes of child abuse is the “’battered child”. This term is generally applied to
children showing repeated and devastating injury to the skin, skeletal system or nervous system. It
includes children with multiple fractures of different ages, head trauma and severe visceral
trauma, with evidence of repeated infliction. Fortunately, though the cases are tragic, this pattern
is rare.

Sexual abuse

Children may be brought to professional attention because of physical or behavioural concerns
that, on further investigation, turn out to result from sexual abuse. It is not uncommon for
children who have been sexually abused to exhibit symptoms of infection, genital injury,
abdominal pain, constipation, chronic or recurrent urinary tract infections or behavioural
problems. To be able to detect child sexual abuse requires a high index of suspicion and
familiarity with the verbal, behavioural and physical indicators of abuse. Many children will
disclose abuse to caregivers or others spontaneously, though there may also be indirect physical
or behavioural signs.

Neglect

There exist many manifestations of child neglect, including non-compliance with health care
recommendations, failure to seek appropriate health care, deprivation of food resulting in
hunger, and the failure of a child physically to thrive. Other causes for concern include the
exposure of children to drugs and inadequate protection from environmental dangers. In
addition, abandonment, inadequate supervision, poor hygiene and being deprived of an
education have all been considered as evidence of neglect.
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cultural definitions of abuse and neglect between
countries. There is also evidence that only a small
proportion of cases of child maltreatment are
reported to authorities, even where mandatory
reporting exists (25).

Case series have been published in many
countries. They are important for guiding local
action on child abuse, and raising awareness and
concern among the public and professionals (26—
32). Case series can reveal similarities between the
experiences in different countries and suggest new
hypotheses. However, they are not particularly
helpful in assessing the relative importance of
possible risk or protective factors in different
cultural contexts (33).

Population-based surveys are an essential ele-
ment for determining the true extent of non-fatal
child abuse. Recent surveys of this type have been
completed in a number of countries, including
Australia, Brazil, Canada, Chile, China, Costa Rica,
Egypt, Ethiopia, India, Italy, Mexico, New Zealand,
Nicaragua, Norway, Philippines, the Republic of
Korea, Romania, South Africa, the United States and
Zimbabwe (12, 14—17, 26, 34—43).

Physical abuse

Estimates of physical abuse of children derived
from population-based surveys vary considerably.
A 1995 survey in the United States asked parents
how they disciplined their children (72). An
estimated rate of physical abuse of 49 per 1000
children was obtained from this survey when the
following behaviours were included: hitting the
child with an object, other than on the buttocks;
kicking the child; beating the child; and threatening
the child with a knife or gun.

Available research suggests that the rates for
many other countries are no lower, and may be
indeed higher than the estimates of physical abuse
in the United States. The following findings, among
others around the world, have emerged recently:

o In a cross-sectional survey of children in
Egypt, 37% reported being beaten or tied up
by their parents and 26% reported physical
injuries such as fractures, loss of consciousness

or permanent disability as a result of being
beaten or tied up (17).

+ In a recent study in the Republic of Korea,
parents were questioned about their beha-
viour towards their children. Two-thirds of
the parents reported whipping their children
and 45% confirmed that they had hit, kicked
or beaten them (26).

« Asurvey of households in Romania found that
4.6% of children reported suffering severe and
frequent physical abuse, including being hit
with an object, being burned or being
deprived of food. Nearly half of Romanian
parents admitted to beating their children
“regularly”” and 16% to beating their children
with objects (34).

« In Ethiopia, 21% of urban schoolchildren and
64% of rural schoolchildren reported bruises
or swellings on their bodies resulting from
parental punishment (74).

Data that are more comparable come from the
World Studies of Abuse in the Family Environment
(WorldSAFE) project, a cross-national collaborative
study. Investigators from Chile, Egypt, India and
the Philippines administered a common core
protocol to population-based samples of mothers
in each country to establish comparable incidence
rates for harsh and more moderate forms of child
discipline. Specifically, the researchers measured
the frequency of parental discipline behaviours,
without labelling harsh discipline as abusive, using
the Parent—Child Conflict Tactics Scale (9-12, 40).
Other data to determine risk and protective factors
were also routinely collected in these studies.

Table 3.1 presents the findings, from the four
countries involved in this study, on the relative
incidence of self-reported parental discipline
behaviours. Identically worded questions were
used in each country. The results are compared to
those from a national survey conducted in the
United States using the same instrument (/2). It is
clear that harsh parental punishment is not confined
to a few places or a single region of the world.
Parents in Egypt, rural areas of India, and the
Philippines frequently reported, as a punishment,
hitting their children with an object on a part of the
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TABLE 3.1

was 22.6%, while in the Republic

Rates of harsh or moderate forms of physical punishment in the previous

6 months as reported by mothers, WorldSAFE study

of Korea it was 51.3%.
Data from the WorldSAFE

Type of punishment

Incidence (%)

Chile Egypt  India?

Philippines  USA

study are also illuminating about

Severe physical punishment

patterns of more ‘“‘moderate”

Hit the child with an object 4 26 36 21 4 forms of physical discipline in
tock: . .
Kﬁ:l?é dOTh:ucthi; ) 0 5 10 6 0 different countries (see Table
Burned the child 0 > 1 0 0 3.1). Moderate discipline is not
Beat the child 0 25 —° 3 0 universally agreed to be abusive,
Threatened the child with a knife 0 0 1 1 0 though some professionals and
or gun
Choked the child 0 1 2 1 0 parents regard such forms of
Moderate physical punishment discipline as unacceptable. In this
Spanked buttocks (with hand) 51 29 58 75 47 area, the WorldSAFE Study sug-
Hit the child on buttocks (with object) 18 28 23 51 21 ted ider di
Slapped the child’s face or head 13 41 58 21 4 gested a Wider divergence among
Pulled the child’s hair 24 29 29 23 b societies and cultures. Spanking
Shook the child® 39 59 12 20 9 children on the buttocks was the
Hit the child with knuckles 12 25 28 8 b discinli
Pinched the child 3 45 17 60 5 most common disciplinary mea-
Twisted the child's ear 27 31 16 31 —b sure reported in each country,
Forced the child to kneel or standinan 0 6 2 4 —° with the exception of Egypt,
uncomfortable position . where other measures such as
Put hot pepper in the child’s mouth 0 2 3 1 —

@ Rural areas.
® Question not asked in the survey.
€ Children aged 2 years or older.

body other than the buttocks at least once during
the previous 6 months. This behaviour was also
reported in Chile and the United States, though ata
much lower rate. Harsher forms of violence — such
as choking children, burning them or threatening
them with a knife or gun — were much less
frequently reported.

Similar parental self-reports from other coun-
tries confirm that harsh physical punishment of
children by their parents exists in significant
amounts wherever it has been examined. In Italy,
based on the Conflict Tactics Scales, the incidence of
severe violence was 8% (39). Tang indicated an
annual rate of severe violence against children, as
reported by the parents, of 461 per 1000 in China
(Hong Kong SAR) (43).

Another study, comparing rates of violence
against primary school-aged children in China and
the Republic of Korea, also used the Conflict Tactics
Scales, though with the questions being directed at
the children rather than their parents (47). In China,
the rate of severe violence reported by the children

shaking children, pinching them,
or slapping them on the face or
head were more frequently used
as punishment. Parents in rural
areas of India, though, reported slapping their
children on the face or head about as often as
slapping them on the buttocks, while in the other
countries slapping children on the face or head
occurred less often.

Severe and more moderate forms of discipline
are not limited to the family or home environment.
A substantial amount of harsh punishment occurs
in schools and other institutions at the hands of
teachers and others responsible for the care of
children (see Box 3.2).

Sexual abuse

Estimates of the prevalence of sexual abuse vary
greatly depending on the definitions used and the
way in which information is collected. Some
surveys are conducted with children, others with
adolescents and adults reporting on their child-
hood, while others question parents about what
their children may have experienced. These three
different methods can produce very different
results. For example, the survey of Romanian
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BOX 3.2
Corporal punishment

Corporal punishment of children — in the form of hitting, punching, kicking or beating — is socially
and legally accepted in most countries. In many, it is a significant phenomenon in schools and
other institutions and in penal systems for young offenders.

The United Nations Convention on the Rights of the Child requires states to protect children
from "all forms of physical or mental violence” while they are in the care of parents and others,
and the United Nations Committee on the Rights of the Child has underlined that corporal
punishment is incompatible with the Convention.

In 1979, Sweden became the first country to prohibit all forms of corporal punishment of
children. Since then, at least 10 further states have banned it. Judgements from constitutional or
supreme courts condemning corporal punishment in schools and penal systems have also been
handed down — including in Namibia, South Africa and Zimbabwe — and, in 2000, Israel’s supreme
court declared all corporal punishment unlawful. Ethiopia’s 1994 constitution asserts the right of
children to be free of corporal punishment in schools and institutions of care. Corporal
punishment in schools has also been banned in New Zealand, the Republic of Korea, Thailand and
Uganda.

Nevertheless, surveys indicate that corporal punishment remains legal in at least 60 countries
for juvenile offenders, and in at least 65 countries in schools and other institutions. Corporal
punishment of children is legally acceptable in the home in all but 11 countries. Where the practice
has not been persistently confronted by legal reform and public education, the few existing
prevalence studies suggest that it remains extremely common.

Corporal punishment is dangerous for children. In the short term, it kills thousands of children
each year and injures and handicaps many more. In the longer term, a large body of research has
shown it to be a significant factor in the development of violent behaviour, and it is associated
with other problems in childhood and later life.

families already mentioned found that 0.1% of
parents admitted to having sexually abused their
children, while 9.1% of children reported having
suffered sexual abuse (34). This discrepancy might
be explained in part by the fact that the children
were asked to include sexual abuse by people other
than their parents.

Among published studies of adults reporting
retrospectively on their own childhood, preva-
lence rates of childhood sexual abuse among men
range from 1% (44) — using a narrow definition
of sexual contact involving pressure or force — to
19% (38), where a broader definition was
employed. Lifetime prevalence rates for childhood
sexual victimization among adult women range
from 0.9% (45), using rape as the definition of
abuse, to 45% (38) with a much wider defini-
tion. Findings reported in international studies
conducted since 1980 reveal a mean lifetime

prevalence rate of childhood sexual victimization
of 20% among women and of 5-10% among
men (46, 47).

These wide variations in published prevalence
estimates could result either from real differences in
risk prevailing in different cultures or from
differences in the way the studies were conducted
(46). Including abuse by peers in the definition of
child sexual abuse can increase the resulting
prevalence by 9% (48) and including cases where
physical contact does not occur can raise the rates by
around 16% (49).

Emotional and psychological abuse

Psychological abuse against children has been
allotted even less attention globally than physical
and sexual abuse. Cultural factors appear strongly to
influence the non-physical techniques that parents
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choose to discipline their children =~ TABLE 3.2

— some of which may be regarded
by people from other cultural

Rates of verbal or psychological punishment in the previous 6 months as
reported by mothers, WorldSAFE study

Verbal or psychological punishment

backgrounds as psychologically

Incidence (%)
Chile Egypt India®  Philippines  USA

harmful. Defining psychological

Yelled or screamed at the child 84 72 70 82 85

abuse is therefore Very difﬁcult. Called the child names 15 44 29 24 17

Cursed at the child 3 51 —b 0 24

Furthermore, the consequences of ) b

Refused to speak to the child 17 48 31 15 —

psychological abuse, however de-  threatened to kick the child out of 5 0 —b 26 6
fined, are likely to differ greatly  the household

depending on the context and the Threatened abandonment 8 10 20 48 —b

) Threatened evil spirits 12 6 20 24 —b

age of the child. Locked the child out of the 2 1 —b 12 b

There is evidence to suggest

household

that shouting at children is a  ° Ruralareas.

common response by parents
across many countries. Cursing
children and calling them names appears to vary
more greatly. In the five countries of the WorldSAFE
study, the lowest incidence rate of calling children
names in the previous 6 months was 15% (see Table
3.2). The practices of threatening children with
abandonment or with being locked out of the house,
however, varied widely among the countries. In the
Philippines, for example, threats of abandonment
were frequently reported by mothers as a disciplin-
ary measure. In Chile, the rate of using such threats
was much lower, at about 8%.

Data on the extent that non-violent and non-
abusive disciplinary methods are employed by
caregivers in different cultures and parts of the
world are extremely scarce. Limited data from the
WorldSAFE project suggest that the majority of
parents use non-violent disciplinary practices.
These include explaining to children why their
behaviour was wrong and telling them to stop,
withdrawing privileges and using other non-
violent methods to change problem behaviour
(see Table 3.3). Elsewhere, in Costa Rica, for
instance, parents acknowledged using physical
punishment to discipline children, but reported it
as their least preferred method (50).

Neglect

Many researchers include neglect or harm caused by a
lack of care on the part of parents or other caregivers as
part of the definition of abuse (29, 51-53).
Conditions such as hunger and poverty are some-

b Question not asked in the survey.

times included within the definition of neglect.
Because definitions vary and laws on reporting abuse
do not always require the mandatory reporting of
neglect, it is difficult to estimate the global dimen-
sions of the problem or meaningfully to compare
rates between countries. Little research, for instance,
has been done on how children and parents or other
caregivers may differ in defining neglect.

In Kenya, abandonment and neglect were the
most commonly cited aspects of child abuse when
adults in the community were questioned on the
subject (57). In this study, 21.9% of children
reported that they had been neglected by their
parents. In Canada, a national study of cases
reported to child welfare services found that,
among the substantiated cases of neglect, 19%
involved physical neglect, 12% abandonment, 11%
educational neglect, and 48% physical harm
resulting from a parent’s failure to provide adequate
supervision (54).

What are the risk factors for child
abuse and neglect?

Avariety of theories and models have been developed
to explain the occurrence of abuse within families.
The most widely adopted explanatory model is the
ecological model, described in Chapter 1. As applied
to child abuse and neglect, the ecological model
considers a number of factors, including the
characteristics of the individual child and his or her
family, those of the caregiver or perpetrator, the
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TABLE 3.3

Sex

Rates of non-violent disciplinary practices in the previous 6 months as

reported by mothers, WorldSAFE study

In most countries, girls are at

Non-violent discipline

Incidence (%)

higher risk than boys for infanti-

cide, sexual abuse, educational and

Chile Egypt  India®  Philippines  USA

Explained why the behaviour 91 80 94 90 94 nutritional neglect, and forced
rostitution (see also apter 6).

was wrong prostitut Iso Chapter 6

Took privileges away 60 27 43 3 77 Findi f li . 1

Told child to stop 88 69 b 91 b indings from several internationa

Gave child something to do 71 43 27 66 75 studies show rates of sexual abuse

Made child stay in one place 37 50 5 58 75 to be 1.5-3 times higher among

@ Rural areas.
b Question not asked in the survey.

nature of the local community, and the social,
economic and cultural environment (55, 56).

The limited research in this area suggests that
some factors are fairly consistent, over a range of
countries, in Conferring risk. Itis important to note,
though, that these factors, which are listed below,
may be only statistically associated and not causally

linked (6).

Factors increasing a child’s vulnerability

A number of studies, mostly from the developed
world, have suggested that certain characteristics of
children increase the risk for abuse.

Age

Vulnerability to child abuse — whether physical,
sexual or through neglect — depends in part on a
child’s age (14, 17, 57, 58). Fatal cases of physical
abuse are found largely among young infants (78,
20, 21, 28). In reviews of infant deaths in Fiji,
Finland, Germany and Senegal, for instance, the
majority of victims were less than 2 years of age
(20, 24, 28, 59).

Young children are also at risk for non-fatal
physical abuse, though the peak ages for such abuse
vary from country to country. For example, rates of
non-fatal physical abuse peak for children at 3—6
years of age in China, at 6—11 years of age in India
and between 6 and 12 years of age in the United
States (71, 40, 43). Sexual abuse rates, on the other
hand, tend to rise after the onset of puberty, with
the highest rates occurring during adolescence (75,
47, 60). Sexual abuse, however, can also be
directed at young children.

girls than boys (46). Globally,

more than 130 million children
between the ages of 6 and 11 years are not in school,
60% of whom are girls (6/). In some countries, girls
are either not allowed to receive schooling or else are
kept at home to help look after their siblings or to
assist the family economically by working.

Male children appear to be at greater risk of harsh
physical punishment in many countries (6, 12, 16,
40, 62). Although girls are at increased risk for
infanticide in many places, it is not clear why boys
are subjected to harsher physical punishment. It may
be that such punishment is seen as a preparation for
adult roles and responsibilities, or else that boys are
considered to need more physical discipline.
Clearly, the wide cultural gaps that exist between
different societies with respect to the role of women
and the values attached to male and female children
could account for many of these differences.

Special characteristics

Premature infants, twins and handicapped children
have been shown to be at increased risk for physical
abuse and neglect (6, 53, 57, 63). There are
conflicting findings from studies on the importance
of mental retardation as arisk factor. It is believed that
low birth weight, prematurity, illness, or physical or
mental handicaps in the infant or child interfere with
attachment and bonding and may make the child
more vulnerable to abuse (6). However, these
characteristics do not appear to be major risk factors
for abuse when other factors are considered, such as
parental and societal variables (6).

Caregiver and family characteristics
Research has linked certain characteristics of the
caregiver, as well as features of the family environ-
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ment, to child abuse and neglect. While some factors —
including demographic ones —are related to variation
in risk, others are related to the psychological and
behavioural characteristics of the caregiver or to
aspects of the family environment that may compro-
mise parenting and lead to child maltreatment.

Sex

Whether abusers are more likely to be male or
female, depends, in part, on the type of abuse.
Research conducted in China, Chile, Finland, India
and the United States suggests that women report
using more physical discipline than men (72, 40,
43, 64, 65). In Kenya, reports from children also
show more violence by mothers than fathers (57).
However, men are the most common perpetrators
of life-threatening head injuries, abusive fractures
and other fatal injuries (66—68).

Sexual abusers of children, in the cases of both
female and male victims, are predominantly men in
many countries (46, 69, 70). Studies have
consistently shown that in the case of female
victims of sexual abuse, over 90% of the perpe-
trators are men, and in the case of male victims,
between 63% and 86% of the perpetrators are men
(46, 71, 72).

Family structure and resources
Physically abusive parents are more likely to be
young, single, poor and unemployed and to have
less education than their non-abusing counterparts.
In both developing and industrialized countries,
poor, young, single mothers are among those at
greatest risk for using violence towards their
children (6, 12, 65, 73). In the United States, for
instance, single mothers are three times more likely
to report using harsh physical discipline than
mothers in two-parent families (/2). Similar
findings have been reported in Argentina (/3).
Studies from Bangladesh, Colombia, Italy, Kenya,
Sweden, Thailand and the United Kingdom have
also found thatlow education and alack of income to
meet the family’s needs increase the potential of
physical violence towards children (39, 52, 62, 67,
74-76), though exceptions to this pattern have been
noted elsewhere (/4). In a study of Palestinian

families, lack of money for the child’s needs was one
of the primary reasons given by parents for
psychologically abusing their children (/7).

Family size and household composition

The size of the family can also increase the risk for
abuse. A study of parents in Chile, for example,
found that families with four or more children were
three times more likely to be violent towards their
children than parents with fewer children (78).
However, it is not always simply the size of the
family that matters. Data from a range of countries
indicate that household overcrowding increases the
risk of child abuse (17, 41, 52, 57, 74, 79). Unstable
family environments, in which the composition of
the household frequently changes as family mem-
bers and others move in and out, are a feature
particularly noted in cases of chronic neglect (6, 57).

Personality and behavioural characteristics

A number of personality and behavioural char-
acteristics have been linked, in many studies, to
child abuse and neglect. Parents more likely to
abuse their children physically tend to have low
self-esteem, poor control of their impulses, mental
health problems, and to display antisocial beha-
viour (6, 67, 75, 76, 79). Neglectful parents have
many of these same problems and may also have
difficulty planning important life events such as
marriage, having children or seeking employment.
Many of these characteristics compromise parent-
ing and are associated with disrupted social
relationships, an inability to cope with stress and
difficulty in reaching social support systems (6).

Abusive parents may also be uninformed and
have unrealistic expectations about child develop-
ment (6, 57, 67, 80). Research has found that
abusive parents show greater irritation and annoy-
ance in response to their children’s moods and
behaviour, that they are less supportive, affection-
ate, playful and responsive to their children, and
that they are more controlling and hostile (6, 39).

Prior history of abuse

Studies have shown that parents maltreated as
children are at higher risk of abusing their own
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children (6, 58, 67, 81, 82). The relationship here
is complex, though (87/-83), and some investiga-
tions have suggested that the majority of abusing
parents were not, in fact, themselves abused (58).
While empirical data suggest that there is indeed a
relationship, the importance of this risk factor may
have been overstated. Other factors that have been
linked to child abuse — such as young parental age,
stress, isolation, overcrowding in the home,
substance abuse and poverty — may be more
predictive.

Violence in the home

Increasing attention is being given to intimate
partner violence and its relationship to child abuse.
Data from studies in countries as geographically
and culturally distinct as China, Colombia, Egypt,
India, Mexico, the Philippines, South Africa and the
United States have all found a strong relationship
between these two forms of violence (6, 15, 17,
37, 40, 43, 67). In a recent study in India, the
occurrence of domestic violence in the home
doubled the risk of child abuse (40). Among
known victims of child abuse, 40% or more have
also reported domestic violence in the home (84).
In fact, the relationship may be even stronger, since
many agencies charged with protecting children do
not routinely collect data on other forms of violence
in families.

Other characteristics

Stress and social isolation of the parent have also
been linked to child abuse and neglect (6, 39, 57,
73, 85). It is believed that stress resulting from job
changes, loss of income, health problems or other
aspects of the family environment can heighten the
level of conflict in the home and the ability of
members to cope or find support. Those better able
to find social support may be less likely to abuse
children, even when other known risk factors are
present. In a case—control study in Buenos Aires,
Argentina, for instance, children living in single-
parent families were at significantly greater risk for
abuse than those in two-parent families. The risk for
abuse was lower, though, among those who were
better able to gain access to social support (/3).

Child abuse has also been linked in many studies
to substance abuse (6, 37, 40, 67, 76), though
further research is needed to disentangle the
independent effects of substance abuse from the
related issues of poverty, overcrowding, mental
disorders and health problems associated with this
behaviour.

Community factors
Poverty

Numerous studies across many countries have
shown a strong association between poverty and
child maltreatment (6, 37, 40, 62, 86—88). Rates of
abuse are higher in communities with high levels of
unemployment and concentrated poverty (89-91).
Such communities are also characterized by high
levels of population turnover and overcrowded
housing. Research shows that chronic poverty
adversely affects children through its impact on
parental behaviour and the availability of commu-
nity resources (92). Communities with high levels
of poverty tend to have deteriorating physical and
social infrastructures and fewer of the resources and
amenities found in wealthier communities.

Social capital

Social capital represents the degree of cohesion and
solidarity that exists within communities (85).
Children living in areas with less “‘social capital” or
social investment in the community appear to be at
greater risk of abuse and have more psychological
or behavioural problems (85). On the other hand,
social networks and neighbourhood connections
have been shown to be protective of children (4,
58, 93). This is true even for children with a
number of risk factors — such as poverty, violence,
substance abuse and parents with low levels of
educational achievement — who appear to be
protected by high levels of social capital (85).

Societal factors

A range of society-level factors are considered to
have important influences on the well-being of
children and families. These factors — not examined
to date in most countries as risk factors for child
abuse — include:



CHAPTER 3. CHILD ABUSE AND NEGLECT BY PARENTS AND OTHER CAREGIVERS ¢ 69

o The role of cultural values and economic
forces in shaping the choices facing families
and shaping their response to these forces.

« Inequalities related to sex and income — factors
present in other types of violence and likely to
be related to child maltreatment as well.

o Cultural norms surrounding gender roles,
parent—child relationships and the privacy of
the family.

o Child and family policies — such as those
related to parental leave, maternal employ-
ment and child care arrangements.

o The nature and extent of preventive health care
for infants and children, as an aid in identify-
ing cases of abuse in children.

o The strength of the social welfare system — that
is, the sources of support that provide a safety
net for children and families.

« The nature and extent of social protection and
the responsiveness of the criminal justice
system.

o Larger social conflicts and war.

Many of these broader cultural and social factors
can affect the ability of parents to care for children —
enhancing or lessening the stresses associated with
family life and influencing the resources available
to families.

The consequences of child abuse
Health burden

1l health caused by child abuse forms a significant
portion of the global burden of disease. While some
of the health consequences have been researched
(21, 35, 72, 94-96), others have only recently
been given attention, including psychiatric dis-
orders and suicidal behaviour (53, 97, 98).
Importantly, there is now evidence that major
adult forms of illness — including ischaemic heart
disease, cancer, chronic lung disease, irritable
bowel syndrome and fibromyalgia — are related to
experiences of abuse during childhood (99-101).
The apparent mechanism to explain these results is
the adoption of behavioural risk factors such as
smoking, alcohol abuse, poor diet and lack of
exercise. Research has also highlighted important

TABLE 3.4
Health consequences of child abuse

Physical
Abdominal/thoracic injuries
Brain injuries
Bruises and welts
Burns and scalds
Central nervous system injuries
Disability
Fractures
Lacerations and abrasions
Ocular damage

Sexual and reproductive
Reproductive health problems
Sexual dysfunction
Sexually transmitted diseases, including HIV/AIDS
Unwanted pregnancy

Psychological and behavioural
Alcohol and drug abuse
Cognitive impairment
Delinquent, violent and other risk-taking behaviours
Depression and anxiety
Developmental delays
Eating and sleep disorders
Feelings of shame and guilt
Hyperactivity
Poor relationships
Poor school performance
Poor self-esteem
Post-traumatic stress disorder
Psychosomatic disorders
Suicidal behaviour and self-harm

Other longer-term health consequences
Cancer
Chronic lung disease
Fibromyalgia
Irritable bowel syndrome
Ischaemic heart disease
Liver disease
Reproductive health problems such as infertility

direct acute and long-term consequences (21, 23,
99-103) (see Table 3.4).

Similarly, there are many studies demonstrating
short-term and long-term psychological damage
(35, 45, 53, 94, 97). Some children have a few
symptoms that do not reach clinical levels of
concern, or else are at clinical levels but not as high
as in children generally seen in clinical settings.
Other survivors have serious psychiatric symptoms,
such as depression, anxiety, substance abuse,
aggression, shame or cognitive impairments.
Finally, some children meet the full criteria for
psychiatric illnesses that include post-traumatic
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stress disorder, major depression, anxiety disorders
and sleep disorders (53, 97, 98). A recent
longitudinal cohort study in Christchurch, New
Zealand, for instance, found significant associations
between sexual abuse during childhood and
subsequent mental health problems such as depres-
sion, anxiety disorders and suicidal thoughts and
behaviour (97).

Physical, behavioural and emotional manifesta-
tions of abuse vary between children, depending on
the child’s stage of development when the abuse
occurs, the severity of the abuse, the relationship of
the perpetrator to the child, the length of time over
which the abuse continues and other factors in the
child’s environment (6, 23, 72, 95-101).

Financial burden

The financial costs associated with both the short-
term and long-term care of victims form a significant
proportion of the overall burden created by child
abuse and neglect. Included in the calculation are the
direct costs associated with treatment, visits to the
hospital and doctor, and other health services. Arange
of indirect costs are related to lost productivity,
disability, decreased quality of life and premature
death. There are also costs borne by the criminal
justice system and other institutions, including:

— expenditures related to apprehending and
prosecuting offenders;

— the costs to social welfare organizations of
investigating reports of maltreatment and
protecting children from abuse;

— costs associated with foster care;

— costs to the education system;

— costs to the employment sector arising from
absenteeism and low productivity.

Available data from a few developed countries
illustrate the potential financial burden. In 1996,
the financial cost associated with child abuse and
neglect in the United States was estimated at some
US$12.4 billion (8). This figure included estimates
for future lost earnings, educational costs and adult
mental health services. In the United Kingdom, an
estimated annual cost of nearly US$1.2 billion has
been cited for immediate welfare and legal services
alone (104). The costs of preventive interventions

are likely to be exceeded many times over by the
combined total of short-term and long-term costs
of child abuse and neglect to individuals, families
and society.

What can be done to prevent child
abuse and neglect?

While the prevention of child abuse is almost
universally proclaimed to be an important social
policy, surprisingly little work has been done to
investigate the effectiveness of preventive interven-
tions. Careful work has been done on a few
interventions, such as home visitation (105-107),
but many more interventions in this field lack
adequate evaluation (708).

The majority of programmes focus on victims or
perpetrators of child abuse and neglect. Very few
emphasize primary prevention approaches aimed at
preventing child abuse and neglect from occurring
in the first place. The more common responses are
described below.

Family support approaches

Training in parenting

A number of interventions for improving parenting
practices and providing family support have been
developed. These types of programmes generally
educate parents on child development and help
them improve their skills in managing their
children’s behaviour. While most of these pro-
grammes are intended for use with high-risk
families or those families in which abuse has
already occurred, it is increasingly considered that
providing education and training in this area for all
parents or prospective parents can be beneficial. In
Singapore, for instance, education and training in
parenting begins in secondary school, with “pre-
paration for parenthood” classes. Students learn
about child care and development, and gain direct
experience by working with young children at
preschool and child care centres (8).

For families in which child abuse has already
occurred, the principal aim is to prevent further
abuse, as well as other negative outcomes for the
child, such as emotional problems or delayed
development. While evaluations of programmes
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on education and training in parenting have shown
promising results in reducing youth violence, few
studies have specifically examined the impact of
such programmes on rates of child abuse and
neglect. Instead, for many of the interventions,
proximal outcomes — such as parental competence
and skills, parent—child conflict and parental
mental health — have been used to measure their
effectiveness.

As an example, Wolfe et al. evaluated a
behavioural intervention to provide training in
parenting, specifically designed for families con-
sidered at risk (709). Mother—child pairs were
randomly assigned to either the intervention or a
comparison group. Mothers who received the
training in parenting reported fewer behavioural
problems with their children and fewer adjustment
problems associated with potential maltreatment
compared with mothers in the comparison group.
Furthermore, a follow-up evaluation by the case-
workers showed that there was a lower risk of
maltreatment by the mothers who had received the
training in parenting.

Home visitation and other family support
programmes

Home visitation programmes bring community
resources to families in their homes. This type of
intervention has been identified as one of the most
promising for preventing a number of negative
outcomes, including youth violence (see Chapter 2)
and child abuse (/05—107). During the home visits,
information, support and other services to improve
the functioning of the family are offered. A number
of different models for home visitation have been
developed and studied. In some, home visits are
provided to all families, regardless of their risk
status, whereas others focus on families at risk for
violence, such as first-time parents or single and
adolescent parents living in communities with high
rates of poverty.

In a survey of more than 1900 home visitation
programmes, Wasik & Roberts (/70) identified
224 that primarily provided services for abused and
neglected children. Among these, the enhancement
of parenting skills and raising the parents’ level of

coping were considered the most important
services, followed by emotional support. Families
were generally visited weekly or every 2 weeks,
with the services provided over a period ranging
from 6 months to 2 years.

An example of such a programme is the one run
by the Parent Centre in Cape Town, South Africa.
Home visitors are recruited from the community,
trained by the centre and supervised by professional
social workers. Families are visited monthly during
the prenatal period, weekly for the first 2 months
after birth, from then on once every 2 weeks up to
2 months of age and then monthly until the baby
reaches 6 months. At that time, visits may continue
or be terminated, depending on the supervisor’s
assessment. Families may be referred to other
agencies for services where this is felt appropriate.

One of the few studies on the long-term effects
of home visitation on child abuse and neglect was
conducted by Olds et al. (/06). They concluded
that, throughout the 15-year period after the birth
of a first child, women who were visited by nurses
during their pregnancy and during their child’s
infancy were less likely to be identified as
perpetrators of child abuse than women who were

not visited.

Intensive family preservation services

This type of service is designed to keep the family
together and to prevent children from being placed
in substitute care. Targeted towards families in
which child maltreatment has been confirmed, the
intervention is short (lasting a few weeks or
months) and intense, with generally 10-30 hours
a week devoted to a particular family, either in the
home or somewhere else that is familiar to the
child. A broad array of services are usually offered,
according to the needs of the family, including
various forms of therapy and more practical services
such as temporary rent subsidies.

An example of such a programme in the United
States is Homebuilders, an intensive in-home
family crisis intervention and education pro-
gramme (/7/). Families who have one or more
children in imminent danger of being placed in
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care are referred to this programme by state
workers. Over a period of 4 months, the families
receive intensive services from therapists who are
on call 24 hours a day. The wide range of services
being offered includes help with basic needs such as
food and shelter and with learning new skills.

Evaluations of this type of intervention have
been limited and their findings somewhat incon-
clusive, mainly because of the fact that programmes
offer a large variety of services and relatively few
studies have included a control group. There is
some evidence suggesting that programmes to
preserve the family unit may help avoid placing
children in care, atleast in the short term. However,
there is little to suggest that the underlying family
dysfunction at the root of the problem can be
resolved with short, intensive services of this type.
One meta-analysis of several different intensive
family preservation programmes found that those
with high levels of participant involvement, using
an approach that built on the strengths of the family
and involved an element of social support,
produced better results than programmes without
these components (//2).

Health service approaches
Screening by health care professionals
Health care professionals have a key part to play in
identifying, treating and referring cases of abuse and
neglect and in reporting suspected cases of maltreat-
ment to the appropriate authorities. It is vital that
cases of child maltreatment are detected early on, so as
to minimize the consequences for the child and to
launch the necessary services as soon as possible.
Screening, traditionally, is the identification of
a health problem before signs and symptoms
appear. In the case of child abuse and neglect,
screening could present problems, since it would
need to rely on information obtained directly
from the perpetrator or from observers. For this
reason, relatively few approaches to screening
have been described, and for the most part the
focus has been on improving the early recogni-
tion by health care providers of child abuse and
neglect, primarily through greater levels of
training and education.

Training for health care professionals

Studies in various countries have highlighted the
need for the continuing education of health care
professionals on the detection and reporting of
early signs and symptoms of child abuse and
neglect (7/73—115). Consequently, a number of
health care organizations have developed training
programmes so as to improve both the detection
and reporting of abuse and neglect, and the
knowledge among health care workers of available
community services. In the United States, for
example, the American Medical Association and
the American Academy of Pediatrics have produced
diagnostic and treatment guidelines for child
maltreatment (//6) and sexual abuse (7///). In
New York state, health care professionals are
required to take a 2-hour course on identifying
and reporting child abuse and neglect as a
prerequisite to gain a licence (//8). There have
also been moves in several European countries and
elsewhere to increase such training for health care
professionals (7, 119-121).

The detection of child abuse and neglect,
however, is not always straightforward (/22—
124). Specific interview techniques and types of
physical examination are generally required. Med-
ical professionals should also be alert to the
presence of family or other risk factors that might
suggest child abuse.

To maintain a continuing and dynamic process
of education, some researchers have suggested
multicomponent, structured curricula for health
professionals, according to their particular level of
involvement with child abuse cases (7/25). Under
this proposal, separate but integrated courses of
training would be developed for medical students
and physicians in training, on the one hand, and for
those with a specific interest in child abuse on the
other.

Evaluations of training programmes have fo-
cused principally on the health care worker’s
knowledge of child abuse and behaviour. The
impact of training programmes on other outcomes,
such as improved care and referral for children, is
not known.
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Therapeutic approaches

Responses to child abuse and neglect depend on
many factors, including the age and developmental
level of the child and the presence of environmental
stress factors. For this reason, a broad range of
therapeutic services have been designed for use
with individuals. Therapeutic programmes have
been set up throughout the world, including in
Argentina, China (Hong Kong SAR), Greece,
Panama, the Russian Federation, Senegal and

Slovakia (7).

Services for victims

A review of treatment programmes for physically
abused children found that therapeutic day care —
with an emphasis on improving cognitive and
developmental skills — was the most popular
approach (726). Therapeutic day care has been
advocated for a range of conditions related to abuse,
such as emotional, behavioural or attachment-
related problems and cognitive or developmental
delays. The approach incorporates therapy and
specific treatment methods in the course of the
child’s daily activities at a child care facility. Most
programmes of this type also include therapy and
education for the parents.

An example of a specific treatment method for
socially withdrawn, abused children has been
described by Fantuzzo et al. (727). Maltreated
preschool children who were highly withdrawn
socially w