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Abstract This article is a version of the Intro-
duction to the World Report on Violence and
Health, published by the World Health Organiza-
tion (WHO). It presents a general description
about this phenomenon and points some basic
questions: concepts and definitions about the
theme; the state of knowledge about it; nature
and typology on violence; proposal of a quantita-
tive and qualitative approach of an ecological
model; responsibilities and functions of the public
health sector and its potentiality to prevent and
reduce violence in the world; the responsibilities
of the nations and the policy makers in a interse-
torial point of view; difficulties and obstacles for
actuation and challenges for the health sector.
Key words Violence and health, World Report
on Violence and Health, External causes

Resumo Este artigo é uma versão do que foi pu-
blicado no Informe Mundial sobre Violência e Sa-
úde da Organização Mundial de Saúde, como in-
trodução ao tema. Apresenta uma descrição geral
da problemática e a posição da OMS. Nele os au-
tores se dedicam a responder algumas questões
básicas: o estado do conhecimento sobre o assun-
to; os conceitos e definições com os quais a OMS
trabalha; a natureza e a tipologia sobre violência;
as formas de abordagem quantitativa e qualitati-
va em um modelo ecológico; o lugar e o papel da
saúde pública e sua potencialidade com vistas a
contribuir para prevenir e diminuir a violência
no mundo; as responsabilidades das nações e dos
gestores em todos os níveis; os obstáculos para
atuação e os desafios para o setor.
Palavras-chave Violência e saúde, Informe Mun-
dial sobre Violência e Saúde, Causas externas
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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 col-
lective 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 bil-
lions of US dollars in annual health care expen-
ditures worldwide, and billions more for na-
tional economies in terms of days lost from
work, law enforcement and lost investment.

The human cost in grief and pain, of course,
cannot be calculated. In fact, much of it is al-
most 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 pres-
sures 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 biolog-
ical and other individual factors explain some
of the predisposition 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.

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, le-
gal 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 re-
sponse. A wide range of public health practi-
tioners, researchers and systems have set them-
selves the tasks of understanding the roots of
violence and preventing its occurrence.

Violence can be prevented and its impact
reduced, in the same way that public health ef-

forts have prevented and reduced pregnancy-
related complications, workplace injuries, in-
fectious diseases, and illness resulting from
contaminated food and water in many parts of
the world. The factors that contribute to vio-
lent responses – whether they are factors of at-
titude 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 evi-
dence. Examples of success can be found around
the world, from small-scale individual and
community efforts to national policy and leg-
islative initiatives.

What can a public health 
approach contribute? 

By definition, public health is not about indi-
vidual patients. Its focus is on dealing with
diseases and with conditions and problems af-
fecting health and it aims to provide the max-
imum benefit for the largest number of peo-
ple. This does not mean that public health ig-
nores the care of individuals. Rather, the con-
cern is to prevent health problems and to ex-
tend better care and safety to entire popula-
tions.

The public health approach to any problem
is interdisciplinary and science-based1. It draws
upon knowledge from many disciplines, in-
cluding medicine, epidemiology, sociology, psy-
chology, criminology, education and econom-
ics. 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 empha-
sizes collective action. It has proved time and
again that cooperative efforts from such diverse
sectors as health, education, social services, jus-
tice and policy are necessary to solve what are
usually assumed to be purely “medical” prob-
lems. Each sector has an important role to play
in addressing the problem of violence and, col-
lectively, the approaches taken by each have the
potential to produce important reductions in
violence.

The public health approach to violence is
based on the rigorous requirements of the sci-
entific method. In moving from problem to so-
lution, it has four key steps: 1) uncovering as
much basic knowledge as possible about all the
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aspects of violence – through systematically
collecting data on the magnitude, scope, char-
acteristics and consequences of violence at lo-
cal, national and international levels; 2) inves-
tigating why violence occurs, that is, conduct-
ing research to determine: the causes and cor-
relates of violence; the factors that increase or
decrease the risk for violence; the factors that
might be modifiable through interventions; 3)
exploring ways to prevent violence, using the
information from the above, by designing, im-
plementing, monitoring and evaluating inter-
ventions; 4) implementing, in a range of set-
tings, interventions that appear promising,
widely disseminating information and deter-
mining 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 is the strong conviction that violent be-
haviour andits 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
measurement. There are many possible ways to
define violence. The World Health Organiza-
tion defines violence2 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
Organization associates intentionality with the
committing of the act itself, irrespective of the
outcome it produces. Excluded from the defin-
ition are unintentional incidents – such as
most road traffic injuries and burns.

The inclusion of the word “power”, in ad-
dition to the phrase “use of physical force”,
broadens the nature of a violent act and ex-
pands the conventional understanding of vio-
lence to include those acts that result from a
power relationship, including threats and in-
timidation. The “use of power” also serves to
include neglect or acts of omission, in addi-
tion to the more obvious violent acts of com-
mission. Thus, “the use of physical force or
power” should be understood to include ne-
glect and all types of physical, sexual and psy-

chological abuse, as well as suicide and other
self-abusive acts.

This definition covers a broad range of out-
comes – including psychological harm, depri-
vation 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, communities
and health care systems worldwide. Many forms
of violence against women, children and the el-
derly, for instance, can result in physical, psy-
chological and social problems that do not nec-
essarily lead to injury, disability or death. These
consequences can be immediate, as well as la-
tent, and can last for years after the initial
abuse. Defining outcomes solely in terms of in-
jury or death thus limits the understanding of
the full impact of violence on individuals, com-
munities and society at large.

One of the more complex aspects of the de-
finition is the matter of intentionality. Two im-
portant 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 consid-
erable disparity between intended behaviour
and intended consequence. A perpetrator may
intentionally commit an act that, by objective
standards, is judged to be dangerous and high-
ly 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 seri-
ous 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 with-
out 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, ac-
cording to Walters & Parke3, is culturally de-
termined. 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 Or-
ganization, however, defines violence as it re-
lates to the health or well-being of individuals.
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Certain behaviours – such as hitting a spouse
– may be regarded by some people as accept-
able cultural practices, but are considered vio-
lent acts with important health implications
for the individual.

Other aspects of violence, though not ex-
plicitly stated, are also included in the defini-
tion. For example, the definition implicitly
includes all acts of violence, whether they are
public or private, whether they are reactive
(in response to previous events such as provo-
cation) or proactive (instrumental for or an-
ticipating more self-serving outcomes4), or
whether they are criminal or noncriminal.
Each of these aspects is important in under-
standing the causes of violence and in design-
ing prevention programmes.

Typology of violence 

In its 1996 resolution WHA49.25, declaring vi-
olence 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 com-
prehensive5.

The typology proposed here divides vio-
lence into three broad categories according to
characteristics of those committing the violent
act: 1) self-directed violence; b) interpersonal
violence; c) collective violence.

This initial categorization differentiates be-
tween violence a person inflicts upon himself
or herself, violence inflicted by another indi-
vidual or by a small group of individuals, and
violence inflicted by larger groups such as states,
organized political groups, militia groups and
terrorist organizations.

These three broad categories are each di-
vided further to reflect more specific types of
violence.
• Self-directed violence is subdivided into sui-
cidal behaviour and self-abuse. The former in-
cludes suicidal thoughts, attempted suicides –
also called “parasuicide” or “deliberate self-in-
jury” in some countries – and completed sui-
cides. Self-abuse, in contrast, includes acts such
as self-mutilation.
• Interpersonal violence is divided into two
subcategories: 1) family and intimate partner
violence – that is, violence largely between
family members and intimate partners, usually,

though not exclusively, taking place in the
home.
• Community violence – violence between in-
dividuals who are unrelated, and who may or
may not know each other, generally taking
place outside the home.

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

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 in-
dividuals 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 dis-
rupting economic activity, denying access to
essential services, or creating economic divi-
sion and fragmentation. Clearly, acts commit-
ted by larger groups can have multiple motives.

The nature of violent acts 

Figure 1 illustrates the nature of violent acts,
which can be: 1) physical; 2) sexual; 3) psycho-
logical; 4) involving deprivation or neglect.
The horizontal array in figure 1 shows who is
affected, and the vertical array describes how
they are affected.

These four types of violent acts occur in
each of the broad categories and their subcate-
gories 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 facili-
ties. Political violence can include such acts as
rape during conflicts, and physical and psycho-
logical warfare.
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This typology, while imperfect and far from
being universally accepted, does provide a useful
framework for understanding the complex pat-
terns of violence taking place around the world,
as well as violence in the everyday lives of indi-
viduals, families and communities. It also over-
comes many of the limitations of other typolo-
gies by capturing the nature of violent acts, the
relevance of the setting, the relationship be-
tween the perpetrator and the victim, and – in
the case of collective violence – possible motiva-
tions for the violence. However, in both research
and practice, the dividing lines between the dif-
ferent types of violence are not always so clear.

Measuring violence and its impact 

Different types of data are needed for different
purposes, including: 1) describing the magni-

tude and impact of violence; 2) understanding
which factors increase the risk for violent vic-
timization and perpetration; 3) knowing how
effective violence prevention programmes are.
Some of these types of data and sources are de-
scribed in table 1.

Data on fatalities, particularly through homi-
cide, and on suicide and war-related deaths can
provide an indication of the extent of lethal vi-
olence 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 mak-
ing comparisons within and between coun-
tries.

Mortality figures, however, are only one
possible type of data for describing the magni-

Self-directed

Self-abuse
Suicidal

behaviour
Family/
partner Community

Child Partner Elder Acquaintance Stranger

Social Political Economic

Collective

Physical Sexual Psychological Deprivation 
or neglect

Interpersonal

Violence

Figure 1
A typology of violence.
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tude 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 necessary. Such information
can help in understanding the circumstances
surrounding specific incidents and in describ-
ing the full impact of violence on the health of
individuals and communities. These types of
data include: health data on diseases, injuries
and other health conditions; self-reported data
on attitudes, beliefs, behaviours, cultural prac-
tices, victimization and exposure to violence;
community data on population characteristics
and levels of income, education and unemploy-
ment; crime data on the characteristics and cir-
cumstances of violent events and violent of-
fenders; 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.

Potential sources of the various types of in-
formation include: individuals; agency or insti-
tutional records; local programmes; communi-
ty and government records; population-based
and other surveys; special studies.

Though not listed in table 1, almost all sources
include basic demographic information – such
as a person’s age and sex. Some sources – in-
cluding medical records, police records, death
certificates and mortuary reports – include in-
formation specific to the violent event or in-
jury. Data from emergency departments, for
instance, may provide information on the na-
ture of an injury, how it was sustained, and
when and where the incident occurred. Data
collected by the police may include informa-
tion on the relationship between the victim
and the perpetrator, whether a weapon was in-
volved, and other circumstances related to the
offence.

Surveys and special studies can provide de-
tailed information about the victim or perpetra-

Table 1
Types of data and potential sources for collecting information.

Type of data Data sources Examples of information collected

Mortality Death certificates, vital statistics Characteristics of the decedent,
registries, medical examiners’, cause of death, location, time,
coroners’ or mortuary reports manner of death

Morbidity and Hospital, clinic or other medical Diseases, injuries, information on
other health data records physical, mental or reproductive 

health 

Self-reported Surveys, special studies, Attitudes, beliefs, behaviours,
focus groups, media cultural practices, victimization and

perpetration, exposure to violence 
in the home or community

Community Population records, local Population counts and density,
government records, other levels of income and education,
institutional records unemployment rates, divorce rates

Crime Police records, judiciary records, Type of offence, characteristics of
crime laboratories offender, relationship between victim 

and offender, circumstances of event

Economic Programme, institutional or agency Expenditures on health, housing 
records, special studies or social services, costs of treating 

violence-related injuries, use 
of services

Policy or legislative Government or legislative records Laws, institutional policies
and practices  
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the other hand, contain more detailed infor-
mation about the person and his or her back-
ground and involvement in violence. They are
limited, though, by the extent to which a per-
son 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.

Linking data across sources is one of the
more difficult problems in research on vio-
lence. Data on violence generally come from a
variety of organizations that operate indepen-
dently of one another. As such, data from med-
ical 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 commu-
nities and nations.

Although they are beyond the scope of this
discussion, a number of other problems in col-
lecting violence-related data should be men-
tioned. They include: 1) the difficulty of devel-
oping measures that are relevant and specific
to subpopulation groups and different cultural
contexts8, 9, 11, 14; 2) devising appropriate pro-
tocols to protect the confidentiality of victims
and ensure their safety 15; 3) 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 descrip-
tion of the magnitude and impact of the prob-
lem. 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.

In 2000, an estimated 1.6 million people
worldwide died as a result of self-inflicted, in-
terpersonal or collective violence, for an overall
age-adjusted rate of 28.8 per 100,000 popula-
tion (see Table 2).

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

tor, and his or her background, attitudes, behav-
iours and possible previous involvement in vio-
lence. Such sources can also help uncover vio-
lence that is not reported to the police or other
agencies. For example, a house-hold survey in
the 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 police6. In another
study, conducted in the United States of Ameri-
ca, 46% of victims who sought emergency treat-
ment did not make a report to the police.

The availability, quality and usefulness of
the different data sources for comparing types
of violence within and between countries vary
considerably. Countries around the world are
at very different stages with regard to their ca-
pacity for data collection7.

Mortality data are the most widely collect-
ed and available of all sources of data. Many
countries maintain birth and death registries
and keep basic counts of homicides and sui-
cides. Calculating rates from these basic counts,
however, is not always possible because popu-
lation data are often unavailable or unreliable.
This is especially true where populations are in
flux – in areas, for instance, experiencing con-
flict or continuous movements among popula-
tion groups – or where populations are diffi-
cult to count, as is the case in densely populat-
ed or very remote areas. Systematic data on
non-fatal outcomes are not available in most
countries of the world, though systems to col-
lect 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, 9, 10, 11, 12, 13, 14.

Even when data are available, the quality of
the information may be inadequate for research
purposes and for identifying strategies for pre-
vention. Given that agencies and institutions
keep records for their own purposes, following
their own internal procedures for record-keep-
ing, their data may be incomplete or lack the
kind of information necessary for a proper un-
derstanding of violence.

Data from health care facilities, for in-
stance, 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, but
not the circumstances surrounding the injury.
These data may also be confidential and thus
not available for research purposes. Surveys, on
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million violence-related deaths were suicides,
almost one-third were homicides and about
one-fifth were war-related.

Like many other health problems in the
world, violence is not distributed evenly among
sex or age groups. In 2000, there were an esti-
mated 520,000 homicides, for an overall age-
adjusted rate of 8.8 per 100,000 population
(see Table 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, re-
spectively, per 100,000) (see Table 3). The high-
est rates of homicide in the 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 815,000 peo-
ple in 2000, for an overall age-adjusted rate of
14.5 per 100,000 (see Table 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 in-
crease with age and are highest among those
aged 60 years and older (see Table 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 100,000 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 vio-

lent 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 2).

There are also considerable regional differ-
ences in rates of violent death. These differ-
ences are evident, for example, among the
WHO regions. 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 dou-
ble 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 West-
ern 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 differ-
ences between countries. For example, in 1994
the homicide rate among males in Colombia
was reported to be 146.5 per 100,000, while the
corresponding rates in Cuba and Mexico were
12.6 and 32.3 per 100,000, respectively16. 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 States in 1999, for
instance, African-American youths aged 15-24
years had a rate of homicide (38.6 per 100,000)
more than twice that of their Hispanic coun-
terparts (17.3 per 100,000), and over 12 times
the rate of their Caucasian, non-Hispanic coun-
terparts (3.1 per 100,000)17.

The above-mentioned mortality figures are
almost certainly underestimates of the true
burden of violence. In all parts of the world,

Table 2
Estimated global violence-related deaths, 2000.

Type of violence Numbera Rate per 100,000 Proportion
populationb of total (%)

Homicide 520,000 8.8 31.3
Suicide 815,000 14.5 49.1
War-related 310,000 5.2 18.6 
Totalc 1,659,000 28.8 100.0
Low-to middle-income countries 1,510,000 32.1 91.1
High-income countries 149,000 14.4 8.9

Source: WHO Global Burden of Disease project for 2000, Version 1 (see Statistical annex).
a Rounded to the nearest 1,000.
b Age-standardized.
c Includes 14,000 intentional injury deaths resulting from legal intervention.



C
iên

cia &
 Saú

d
e C

o
letiva,11(2):277-292,2006

285

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 – sur-
veillance 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 vi-
olence 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 Egypt18,

19, 20, 21. The proportion of women from vari-
ous cities or provinces around the world re-
porting ever having been sexually assaulted
(including victims of attempted assault) varied
from 15.3% inToronto, Canada, to 21.7% in
León, Nicaragua, 23.0% in London, England,
and 25.0% in one province in Zimbabwe 21, 22,

23, 24, 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 Unit-
ed States to 76.0% in Jerusalem, Israel26, 27, 28.

An important point here is that these data
are based largely on self-reports. It is difficult
to know whether they overestimate or underes-
timate the true extent of physical and sexual as-
saults among these population groups. Certain-
ly, in those countries with strong cultural pres-
sures to keep violence “behind closed doors” or
simply to accept it as “natural”, non-fatal vio-

lence 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 experi-
enced 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 bil-
lions of US dollars each year in health care, le-
gal costs, absenteeism from work and lost pro-
ductivity. In the United States, a 1992 study es-
timated the direct and indirect annual costs of
gunshot wounds at US$ 126 billion. Cutting or
stab wounds cost an additional US$ 51 bil-
lion29. In a 1996 study in the Canadian province
of New Brunswick, the mean total cost per sui-
cide death was over US$ 849,000. The total di-
rect and indirect costs, including costs for
health careservices, autopsies, police investiga-
tions and lost productivity resulting from pre-
mature death, amounted to nearly US$ 80 mil-
lion30.

The high cost of violence is not unique to
Canada and the United States. Between 1996
and 1997, the Inter-American Development
Bank sponsored studies on the magnitude and
economic impact of violence in six Latin Amer-
ican countries31. Each study examined expendi-
tures, as a result of violence, for health care ser-
vices, law enforcement and judicial services, as
well as intangible losses and losses from the

Table 3
Estimated global homicide and suicide rates by age group, 2000.

Age group (years) Homicide rate Suicide rate
(per 100,000 population) (per 100,000 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 19.4 4.4 15.6 12.2
30-44 18.7 4.3 21.5 12.4
45-59 14.8 4.5 28.4 12.6
≥ 60 13.0 4.5 44.9 22.1
Totala 13.6 4.0 18.9 10.6 

Source: WHO Global Burden of Disease project for 2000, Version 1 (see Statistical annex).
a Age-standardized.
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transfer of assets. Expressed as a percentage of
the gross domestic product (GDP) in 1997, the
cost of health care expenditures arising from vi-
olence 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 bur-
den of all types of violence on health care sys-
tems, or their effects on economic productivi-
ty around the world. The available evidence
shows that victims of domestic and sexual vio-
lence have more health problems, significantly
higher health care costs and more frequent vis-
its to emergency departments throughout their
lives than those without a history of abuse. The
same is true for victims of childhood abuse and
neglect. These costs contribute substantially to
annual health care expenditures.

Since national cost estimates are also gen-
erally lacking for other health problems, such
as depression, smoking, alcohol and drug abuse,
unwanted pregnancy, human immunodefi-
ciency virus/acquired immunodeficiency syn-
drome (HIV/AIDS), other sexually transmitted
diseases and other infections (all of which have
been linked to violence in small-scale stud-
ies)32, 33, 34, 35, 36, 37, it is not yet possible to cal-
culate 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 in-
terplay of individual, relationship, social, cul-
tural and environmental factors. Understand-
ing how these factors are related to violence is
one of the important steps in the public health
approach to preventing violence.

The chapters in this report apply an ecolog-
ical model to help understand the multifaceted
nature of violence. First introduced in the late
1970s38, 39, this ecological model was initially
applied to child abuse and subsequently to
youth violence40, 41. More recently, researchers
have used it to understand intimate partner vi-
olence42, 43 and abuse of the elderly44, 45. The
model explores the relationship between indi-
vidual and contextual factors and considers vi-
olence as the product of multiple levels of in-
fluence on behaviour (see Figure 2).

The first level of the ecological model seeks
to identify the biological and personal history
factors that an individual brings to his or her
behaviour. In addition to biological and demo-
graphic factors, factors such as impulsivity, low

Societal Community Relationship Individual

Figure 2
Ecological model for understanding violence.
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educational attainment, substance abuse, and
prior history of aggression and abuse are con-
sidered. In other words, this level of the ecolog-
ical model focuses on the characteristics of the
individual that increase the likelihood of being
a victim or a perpetrator of violence.

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 victimization 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 op-
portunity for violent encounters. Because indi-
viduals are bound together in a continuing re-
lationship, it is likely in these cases that the vic-
tim will be repeatedly abused by the offender46.
In the case of interpersonal violence among
youths, research shows that young people are
much likely to engage in negative activities
when those behaviours are encouraged and ap-
proved by their friends47, 48. Peers, intimate
partners and family members all have the po-
tential to shape an individual’s behaviour and
range of experience.

The third level of the ecological model ex-
amines 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 perpetra-
tors of violence. A high level of residential mo-
bility (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 communi-
ties 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 unemploy-
ment or widespread social isolation (for exam-
ple, people not knowing their neighbours or
having no involvement in the local communi-
ty) 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 deterioration, or where
there are few institutional supports.

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 sus-
tain gaps between different segments of soci-
ety – or tensions between different groups or
countries. Larger societal factors include: 1)
cultural norms that support violence as an ac-
ceptable way to resolve conflicts; 2) attitudes
that regard suicide as a matter of individual
choice instead of a preventable act of violence;
3) norms that give priority to parental rights
over child welfare; 4) norms that entrench male
dominance over women and children; 5) norms
that support the use of excessive force by police
against citizens; 6) 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 in-
equality between groups in society.

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

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 factors. Prevailing cultural norms, poverty,
social isolation and such factors as alcohol
abuse, substance abuse and access to firearms
are risk factors for more than one type of vio-
lence. As a result, it is not unusual for some in-
dividuals at risk of violence to experience more
than one type of violence. Women at risk of
physical violence by intimate partners, for ex-
ample, are also at risk of sexual violence18.

It is also not unusual to detect links between
different types of violence. Research has shown
that exposure to violence in the home is associ-
ated with being a victim or perpetrator of vio-
lence in adolescence and adulthood49. The ex-
perience of being rejected, neglected or suffer-
ing indifference at the hands of parents leaves
children at greater risk for aggressive and anti-
social behaviour, including abusive behaviour as
adults50, 51, 52. Associations have been found be-
tween suicidal behaviour and several types of vi-
olence, including child maltreatment53, 54, inti-
mate partner violence33, 55, sexual assault53 and
abuse of the elderly56, 57. In Sri Lanka, suicide
rates were shown to decrease during wartime,
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only to increase again after the violent conflict
ended58. In many countries that have suffered
violent conflict, the rates of interpersonal vio-
lence remain high even after the cessation of
hostilities – among other reasons because of the
way violence has become more socially accept-
ed and the availability of weapons.

The links between violence and the interac-
tion 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 popula-
tions 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.

Public health interventions are traditional-
ly characterized in terms of three levels of pre-
vention:
• Primary prevention – approaches that aim
to prevent violence before it occurs.
• Secondary prevention – approaches that fo-
cus on the more immediate responses to vio-
lence, such as pre-hospital care, emergency ser-
vices or treatment for sexually transmitted dis-
eases following a rape.
• Tertiary prevention – approaches that focus
on long-term care in the wake of violence, such
as rehabilitation and reintegration, and at-
tempts 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
afterwards or over the longer term. Although
traditionally they are applied to victims of vio-
lence and within health care settings, sec-
ondary and tertiary prevention efforts have al-
so been regarded as having relevance to the
perpetrators of violence, and applied in judi-
cial settings in response to violence.

Researchers in the field of violence preven-
tion have increasingly turned to a definition of
prevention that focuses on the target group of
interest. This definition groups interventions
as follows59:
• Universal interventions – approaches aimed
at groups or the general population without

regard to individual risk; examples include vi-
olence prevention curricula delivered to all
students in a school or children of a particular
age and community-wide media campaigns.
• Selected interventions – approaches aimed
at those considered at heightened risk for vio-
lence (having one or more risk factors for vio-
lence); an example of such an intervention is
training in parenting provided to lowincome,
single parents.
• Indicated interventions – approaches aimed
at those who have already demonstrated vio-
lent behaviour, such as treatment for perpetra-
tors of domestic violence.

Many efforts to date, in both industrialized
and developing countries, have focused on sec-
ondary and tertiary responses to violence. Un-
derstandably, 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 ac-
companied by a greater investment in primary
prevention. A comprehensive response to vio-
lence is one that not only protects and supports
victims of violence, but also promotes non-vi-
olence, reduces the perpetration of violence,
and changes the circumstances and conditions
that give rise to violence in the first place.

Because violence is a multifaceted problem
with biological, psychological, social and envi-
ronmental 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:
• Addressing individual risk factors and tak-
ing steps to modify individual risk behaviours.
• Influencing close personal relationships
and working to create healthy family environ-
ments, 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 vi-
olence.
• 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
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poor and to ensure equitable access to goods,
services and opportunities.

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 encour-
aging a strictly scientific assessment of inter-
ventions in different settings is valuable for
everyone. It is particularly needed by others
trying to determine the most effective respons-
es 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
something can be done. Even more important-
ly, it provides them with valuable guidance as
to which efforts are likely to reduce violence.

Rigorous research takes time to produce re-
sults. The impulse to invest only in proven ap-
proaches should not be an obstacle to support-
ing promising ones. Promising approaches are
those that have been evaluated but require
more testing in a range of settings and with dif-
ferent population groups.

There is also wisdom in trying out and test-
ing a variety of programmes, and in using the
initiatives and ideas of local communities. Vio-
lence is far too pressing a problem to delay
public health action while waiting to gain per-
fect knowledge.

In various parts of the world, cultural speci-
ficity and tradition are sometimes given as jus-
tifications 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 sensi-
tively and respectfully in all prevention efforts –
sensitively because of people’s often passionate
attachment 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 con-
sultations with religious and traditional leaders,
lay groups and prominent figures in the com-
munity, such as traditional healers, when de-
signing and implementing programmes.

Long-term successes in the prevention of
violence will increasingly depend on compre-
hensive approaches at all levels.

At the local level, partners may include
health care providers, police, educators, social
workers, employers and government officials.
Much can be done here to promote violence

prevention. Smallscale 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.

Multisectoral partnerships are highly de-
sirable at the national level as much as at the
local level. A variety of government ministries
– and not only those concerned with law en-
forcement, social services and health – have
important contributions to make in prevent-
ing violence. Education ministries 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 em-
ployers. Defence ministries can positively shape
the attitudes towards violence of large num-
bers of young men under their control, by en-
couraging discipline, promoting codes of hon-
our, and impressing a strong awareness of the
lethalness of weapons. Religious leaders and
organizations have a role to play in their pas-
toral work and, in appropriate cases, by offer-
ing their good offices to mediate in specific
problems.

As has been shown, for instance, in the in-
ternational response to AIDS and in the field of
disaster relief, cooperation and exchange of in-
formation 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 special-
ized fields. These include the Office of the Unit-
ed Nations High Commissioner for Human
Rights (in relation to human rights), the Office
of the United Nations High Commissioner for
Refugees (refugees), the United Nations Chil-
dren’s Fund (children’s well-being), the United
Nations Development Fund for Women and the
United Nations Population Fund (women’s
health), the United Nations Development Pro-
gramme (human development), the United Na-
tions 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,



D
ah

lb
er

g,
L

.L
.&

 K
ru

g,
E

.G
.

290

nongovernmental organizations and religious
organizations are already involved in violence
prevention activities around the world.

If violence is largely preventable, the ques-
tion 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 particular-
ly the case for the less visible forms of violence,
such as abuse of children, women and the el-
derly. The notion that violence is preventable is
also new or questionable for decision-makers.
To many people in authority, a violence-free
society seems unobtainable; 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, vi-
olence 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 lev-
els 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 evi-
dence that many forms of violence are pre-
ventable. Too many of them feel that the tradi-
tional approaches of the criminal justice sys-
tem are the only ones that “work”. Such a view
fails to acknowledge the range of violence in
society. It perpetuates the concentration on
certain highly visible forms of violence – no-
tably youth violence – while paying much less
attention to other types, such as intimate part-
ner violence and abuse of children and the el-
derly, 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 ini-
tiatives 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 prac-
titioners, academic institutions, nongovern-
mental organizations and international organi-
zations, to help governments increase their
knowledge of and confidence in workable in-
terventions. 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 communities around the world. A
major priority today is to persuade all the vari-
ous sectors – at the global, national and com-
munity levels – to commit themselves to this
objective. Public health officials can do much
to establish national plans and policies to pre-
vent violence, building important partnerships
between sectors and ensuring a proper alloca-
tion of resources to prevention efforts.

While public health leadership need not
and indeed cannot direct all the actions to pre-
vent and respond to violence, it has a signifi-
cant role to play. The data at the disposal of
public health and other agencies, the insights
and understanding developed through scientif-
ic method, and the dedication to finding effec-
tive responses are important assets that the
field of public health brings to the global re-
sponse to violence.
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