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PUBLIC HEALTH

About 4400 people die every day because of intentional
acts of self-directed, interpersonal, or collective violence.
Many thousands more are injured or suffer other non-fatal
health consequences as a result of being the victim or
witness to acts of violence. Additionally, tens of thousands
of lives are destroyed, families shattered, and huge costs
are incurred in treating victims, supporting families,
repairing infrastructure, prosecuting perpetrators, or as a
result of lost productivity and investment. 

This week, WHO sounds the alarm by releasing the
first World Report on Violence and Health1 and launching a
Global Campaign on Violence Prevention. The report
analyses a broad spectrum of violence including child
abuse and neglect by care givers, youth violence, intimate
partner violence, sexual violence, elder abuse, self-
directed violence and collective violence. For all these
types of violence, the report explores the magnitude and
effect in different cultural, social, and economic contexts
and describes the types of prevention efforts that have
been initiated. WHO intends to attract greater attention
and draw in resources for violence prevention and to
stimulate action at local, national, and international
levels.

History of violence as a public health issue
In many countries, violence prevention is still a new or
emerging field in public health. The public health
community has started only recently to realise the
contributions it can make to reducing violence and
mitigating its consequences. In 1949, Gordon called for
injury prevention efforts to be based on the understanding
of causes, in a similar way to prevention efforts for
communicable and other diseases.2 In 1962, Gomez,
referring to the WHO definition of health, stated that it is
obvious that violence does not contribute to “extending
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life” or to a “complete state of well-being”. He defined
violence as an issue that public health experts needed to
address and stated that it should not be the primary
domain of lawyers, military personnel, or politicians.3

The attention devoted to violence prevention by public
health experts has increased substantially since the 1970s;
the number of publications on violence listed in Medline
has risen by 550% (from 2711 in the 1970s to more than
8000 in the 1990s). During the same period, the total
number of articles listed in Medline less than doubled. In
addition to undertaking scientific research, several
countries developed other activities related to violence,
mainly in the area of data collection and services for
victims. The number of civil society organisations and
activities directed at responding to gender-based violence
against women also rose steeply. Efforts to put violence on
the global public health agenda culminated in 1996 with
the adoption of a resolution by the World Health
Assembly, the annual gathering of all ministers of health.4

This resolution declared violence a major global public
health issue and called for increased action. 

Why should the public health sector be
involved in violence prevention? 
The public health sector is directly concerned with
violence not only because of its huge effect on health and
health services, but also because of the significant
contributions that can and should be made by public
health workers in reducing its consequences. Public health
can benefit efforts in this area with its focus on prevention,
scientific approach, potential to coordinate multi-
disciplinary and multisectoral efforts, and role in assuring
the availability of services for victims.

Public health complements existing approaches to
violence, which are mainly reactive, by focusing on
changing the behavioural, social, and environmental
factors that give rise to violence.5 This vision is grounded
in traditions and concepts of public health that have been
successfully applied to reducing other public health
problems such as smallpox, motor vehicle injuries, and
poliomyelitis. There is growing evidence for, and
commitment to, the idea that violence prevention works.
Public health also has a strong emphasis on using
scientific evidence when making policies. If we are to be
successful in preventing violence, prevention policies and
programmes must be firmly grounded in science, as in
other successful public health efforts.

Violence prevention activities typically involve
partnerships across sectors of society, scientific
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disciplines, and organisations. The central role of
communities in preventing violence has also become a
common theme. Public health has a long-standing
commitment to supporting and aiding communities to
solve their own health problems. Public health also plays
an important part in assuring that necessary health
services are available in communities.6 This role can be
extended to health services to reduce the severity and
duration of the physical or psychological injuries and
disabilities of people injured in violent incidents.
Clearly, for example, emergency response and trauma
systems are a critical health-services component of
comprehensive approaches to violence prevention and
management.

The report and what it will achieve 
Overview
The report is a result of 3 years of work by more than 160
experts from more than 70 countries and regional
consultations held in Africa, the Americas, Asia, Europe,
and the Middle East. Much of the available information
regarding violence and health at the global level has been
compiled in one document. It is
the first time that WHO has
taken such a clear and visible
stand in favour of violence
prevention. With endorsements
of political leaders such as
Nelson Mandela, Kofi Annan,
and Oscar Arias the report will
be a powerful tool for
mobilising decision-makers
around the world. The Director
General of WHO has clearly
committed the organisation to
playing an important part in
violence prevention: “While
public health does not offer all
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
healthier and safer place for
all.” 

Definition and types of violence
The report uses the definition of violence developed by a
WHO working group in 1996: “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.”7 This particular definition encompasses all
types of violence and covers the wide range of acts of
commission and omission that constitute violence and
outcomes beyond deaths and injuries. 

In the report, violence is divided into three broad
categories: self-inflicted, interpersonal, and collective
(figure 1). Each category is subdivided to reflect specific
types of violence, settings of violence, and nature of
violent acts (physical, sexual, psychological, and
deprivation or neglect). Although analysis of specific types
of violence is worthwhile, it is also important to
understand their links. For example, victims of child
abuse have an above average chance of becoming involved
in aggressive and violent behaviour as adolescents and
adults,8–10 and sexual abuse during childhood or ado-

PUBLIC HEALTH

1084 THE LANCET • Vol 360 • October 5, 2002 • www.thelancet.com

Violence

InterpersonalSelf-inflicted Collective

EconomicPoliticalSocialCommunityFamily/partnerSelf-abuse

Child Partner Elder Acquaintance Stranger

Suicidal behaviour

Nature of
violence:

Physical

Sexual

Psychological

Deprivation

Figure 1: Types of violence 
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lescence has been linked to suicidal behaviour.11 Many risk
factors, such as alcohol abuse, the availability of firearms,
or socioeconomic inequalities are also common in most
types of violence. These links are important because they
show the potential for prevention of several types of
violence by interventions to address a few key risk factors.
They also support the need for greater collaboration
between groups working on the prevention of different
types of violence.

Magnitude
Global and national data are very scarce.
However, it is estimated that 1·6 million
people died from violence in 2000,12 which
corresponds to 28·8 per 100 000 population.
Almost half these deaths were suicides, nearly
a third were homicides, and a fifth were war
related. Rates vary considerably between and
within countries. 

Without reliable data, global estimates for
the different types of abuse are difficult to
make. However, the widespread nature of
violence is clear: in 48 population-based
studies from around the world, between 10%
and 69% of women reported having been
physically assaulted by an intimate partner
during their lifetime;13 about 20% of women
and 5–10% of men reported having been
sexually abused as children;14,15 and the results
of the few population-based studies on abuse
of elderly people show that between 4% and
6% are abused in some way in their homes.16–20

Much research has shown that the health
consequences of violence are far broader than
death and injuries. Victims of violence are at
risk of psychological and behavioural
problems, including depression, alcohol
abuse, anxiety, and suicidal behaviour, and
reproductive health problems, such as
sexually transmitted diseases, unwanted
pregnancies, and sexual dysfunction.13,21–23

Causes
Violence cannot be attributed to a single
factor. Its causes are complex and occur at
different levels. To represent this complexity,
the report uses an ecological model with four
levels.24–30 The first level identifies biological
and personal factors that influence how
individuals behave and increase their
likelihood of becoming a victim or perpetrator
of violence: demographic characteristics (age,
education, income), personality disorders,
substance abuse, and a history of experiencing,
witnessing, or engaging in violent behaviour. 

The second level focuses on close relationships, such as
those with family and friends. In youth violence, for
example, having friends who engage in or encourage
violence can increase a young person’s risk of being a
victim or perpetrator of violence.31,32 For intimate partner
violence, the most consistent marker at this level of the
model is marital conflict or discord in the relationship. In
elder abuse, important factors are stress due to the nature
of the past relationship between the abused person and
the care giver or because of overcrowded living
conditions.

The third level explores the community context—ie,
schools, workplaces, and neighbourhoods. Risk at this
level may be affected by factors such as the existence of a

local drug trade, the absence of social networks, and
poverty. All these factors have been shown to be
important in several types of violence. 

Finally, the fourth level looks at the broad societal
factors that help to create a climate in which violence is
encouraged or inhibited: the responsiveness of the
criminal justice system, social and cultural norms
regarding gender roles or parent-child relationships,

income inequality, the strength of the social welfare
system, the social acceptability of violence, the availability
of firearms, the exposure to violence in mass media, and
political instability. 

Lessons learned about prevention
The ecological model can also be used as a framework for
violence prevention. To prevent violence it is necessary to
act across several different levels at the same time.
Programmes focusing on individuals tend to encourage
positive attitudes and behaviour in children and young
people and can change the behaviour of individuals who
have already become violent. Relationship approaches are
used to influence interactions inside families and negative
influences from peers. Community-based efforts can
stimulate community action or focus on the care and
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support of victims. Finally, societal approaches focus on
economic conditions, cultural norms, and broad social
influences such as mass media.

Our understanding of the nature and prevention of the
major types of violence suggests some common directions.
First, families play a fundamental part in influencing the
propensity for violent behaviour. Families can exert both
protective and risk-inducing influences on the likelihood

that their children will engage in interpersonal violence and
suicidal behaviour as they grow older. The creation of
environments that enhance the ability of families to protect
their children from violence will be a key activity. Efforts to
provide parents with information they can use to raise their
children more effectively in difficult environments seems
another promising direction. 

Childhood exposure to violence in the form of physical,
sexual, or emotional abuse, neglect, or even witnessing
violence in the home has a significant effect on the wellbeing
of children. Childhood exposure to violence is a risk factor
for a range of risk behaviours and disorders (eg, smoking,
obesity, high-risk sexual behaviour, and depression) that
are, in turn, causally related to other major public health
problems such as cancer, heart disease, sexually transmitted
disease, and suicide.33 Early interventions to reduce
childhood exposure to violence are key factors to reduce the
far-reaching consequences of violence and its expression by
children as they grow into adolescents and adults.

Social norms and values can have a powerful role in
justifying the victimisation of women and children. Suicidal
behaviour and even war are also more easily justified in
certain cultural contexts. Much attention has to be paid to
the varied social and cultural traditions that exist across the
world. The notion that violence towards women, children,
or other human beings can be justified needs to be
reconsidered given the enormous health and social costs
that violence exacts from victims and societies. Promotion
of norms and values in which violence is depicted as
illegitimate and irresponsible could be very important in
creating social contexts that are intolerant of violence and
are considerate to its victims.

Economic conditions are both causes and effects of
violence. Poor people bear a disproportionate share of the
public health burden of violence in almost every society.

Income inequality, in particular, is associated with national
homicide rates.34 Interpersonal violence and war impede
economic development by increasing the costs of health and
security-related services, reducing productivity and property
values, disrupting human services, and undermining
governance. The threat of violence can destabilise the
economies of nations and regions by compromising the
establishment and viability of businesses. Consequently, we

cannot separate economic policies and
programmes from violence prevention.
Comprehensive approaches to violence
prevention should include efforts to
promote positive economic devel-
opment, especially in ways that seek to
reduce inequities. 

The WHO report shows that early
childhood interventions, such as home
visits, reduce maltreatment of children
and are among the most promising
interventions for long-term reduction in
violence among young people.
Parenting and family therapy
programmes also have positive, long-
term effects on violent and delinquent
behaviour and are cost effective.
Programmes that emphasise life-skills
and social competency are promising
approaches to address interpersonal
violence, and treatment for mental
disorders and behavioural therapy
programmes can reduce suicidal
behaviour. Other measures, such as
reducing access to tools for suicide and
homicide, have reduced rates of these

incidents in some settings. The report also shows, however,
that few programmes have been rigorously assessed. There
is also an imbalance in focus—community and societal
strategies have been underemphasised by comparison with
programmes addressing individual and relationship factors. 

Proposed way ahead
National plans of action need to be developed in
collaboration with all relevant agencies to ensure that
governmental and non-governmental agencies agree
priorities and objectives, define one another’s
responsibilities, and work together on achieving these goals.
Plans should include review and reform of legislation and
policy, building data collection and research capacity,
strengthening services for victims, and developing and
assessing prevention responses. To ensure that the plan
moves beyond words to action, a specific organisation must
be mandated to monitor and report periodically on
progress. 

Our understanding of the magnitude and causes of
violence needs to be improved. Data for the human,
social, and financial costs of violence are important for
understanding the issue, setting priorities, and advocating
for increased prevention efforts. However, the quantity
and quality of data are poor all over the world.
Furthermore, data are often not comparable across
countries and regions because of differences in definition,
data collection methods, and classification systems.
Greater efforts are needed to collect data in a standard
way and ensure its wide dissemination. Although progress
has been made in understanding the factors that cause
violence and those that contribute to its prevention, much
more research is needed, especially into broader social
and cultural factors, including those related to
globalisation.
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One of the main areas the report draws attention to is
investment in primary prevention: early intervention to
prevent children developing into perpetrators of violence.
Several primary prevention interventions show promise.
Violence prevention efforts need to be integrated into
social and educational policies and thereby reduce gender
and social inequalities, which are major risk factors for
most types of violence. Inequalities can be addressed only
by an array of interventions including legal reforms,
strengthening of social protection services, education, and
advocacy. 

One area where the public health sector has an
important responsibility is in assuring the availability of
services for victims of violence. Emergency and long-term
care services need to be improved so that they provide a
comprehensive response for victims of violence.
Common taboos often prevent recognition of, and
services for, sexual violence, self-inflicted violence, and
abuse of children, women, or elderly people.
Furthermore, efforts should be made to provide a
response that integrates the medical, legal, and social
services that victims might need.

Many agencies are working towards addressing violence
at the international or national level. However, few
mechanisms exist to promote collaboration between
agencies and specialties. WHO held a meeting to increase
collaboration across UN agencies, which led to the
publication of The Guide to UN Resources and Activities for
the Prevention of Interpersonal Violence.35 In the Americas,
the Inter-American Coalition on Violence Prevention
(http//www.iacpv.org) builds on the strengths of six
agencies to develop multisectoral violence prevention:
Centers for Disease Control and Prevention (CDC);
Inter-American Development Bank; Organization of
American States; Pan-American Health Organization;
United Nations Education, Scientific, and Cultural
Organization; and the World Bank. The coalition’s main
objectives are to raise awareness among decision makers,
opinion makers, and civic leaders about the social and
economic costs of violence; to promote the need to
transcend traditional crime-fighting approaches based on
control, and to promote those emphasising prevention;
and to establish coordination procedures between
multilateral organisations to enhance the success of
interventions at national and local levels. 

Adherence to international treaties and human rights
mechanisms needs to be promoted and strengthened.
Various international instruments of direct relevance for
violence prevention have been signed in the past few
decades. Countries could intensify efforts to ratify these
instruments and adapt their national legislation
accordingly. Finally, practical international responses to
the global drugs and arms trade need to be sought.
Because of their large and global effects, even small
successes in this area might change the lives of many
people. 

What challenges does the movement to
prevent violence face? 
The movement to prevent violence faces many challenges.
First and foremost, we need to convince policy makers,
ministers of health, and the public that violence
prevention programmes and policies can be cost effective
compared with alternatives such as incarceration.
Although more scientific evidence is needed in many
areas, good evidence is already available for some types 
of violence. For example, in an economic analysis of
several violence prevention strategies compared with
incarceration in California, incentives for high school

graduation and parental training were more cost effective
than a repeat offender minimum sentence incarceration
approach such as the three strikes law.36

Another major challenge is to convince national and
local public health institutions that violence prevention is
a legitimate and important part of their mission. Ministers
of health can be important actors and facilitators for
violence prevention. At present, violence prevention is not
generally viewed as a public health priority, much less a
legitimate public health activity in most ministries of
health. However, this attitude is slowly changing. For
example, the ministry of health in Mozambique has
supported the creation of a national violence prevention
plan, and schools of public health are increasingly offering
courses in violence epidemiology and integrating violence
prevention topics into their curricula.

A significant challenge is the creation of a sense of
ownership and responsibility for addressing the problem
of violence at the community level. Empowerment of
communities is essential, because many of the most
important solutions will have to be implemented locally.
The value of community ownership and a sustained
commitment to violence prevention has been shown
powerfully in Bogota, Colombia, where three successive
mayors have supported and continued to implement a
multifaceted set of violence prevention policies and
programmes, including restrictions on the sale of alcohol
and firearm carrying on weekends and special occasions,
community mobilisation, and infrastructure development.
Homicide rates in Bogota have fallen substantially, and
this decline is associated, in part, with the intermittent
city-wide ban on carrying firearms.37

Global leadership will be needed to help stimulate and
provide technical assistance to violence prevention efforts
across the world. Without the creation of international
organisations with a capacity for such leadership,
development and implementation of effective violence
prevention policies and programmes will proceed slowly
and with difficulty. Moreover, such leadership can
improve the ability of nations to learn from one another. 

To prevent violence we must be able to measure and
monitor it. Development of surveillance systems to
collect basic information systematically and continuously
on the magnitude and character of injuries and deaths
from violence is a challenge in all parts of the world.
Fortunately, many efforts are underway to develop such
systems. For example, earlier this year, WHO and CDC
published Injury Surveillance Guidelines. Standards for the
classification of injury data are also being developed: the
international classification of external causes of injury
(http://www.iceci.org) is intended to help researchers and
prevention practitioners to understand more precisely the
characteristics of the injuries they are studying, answer
questions on the circumstances of injuries, and provide
more detailed information about specific injury categories
such as assaults and suicide attempts. These standards
have been used to develop an emergency department
injury surveillance system in Jamaica.38 Information from
this system is being used to guide violence prevention
activities.

Conclusion 
With the publication of the World Report on Violence and
Health, the international community now has a
compilation of some of the best available knowledge on
the prevention of violence and the role of the public health
sector. The report should serve as catalyst for debate and
action. During the 1-year campaign that starts this week,
WHO and its partners will bring this debate to countries
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around the world to ensure the wide use of the report and
the implementation of its recommendations into policies
and action. 
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