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       Section 1.   The Nature, Causes, and Burden of the Condition (Alex Butchart)

1.1 Causes and characteristics

A.  Overview of Violence 

1)  Highlight the fact that unlike other diseases and unintentional injury, violence directly impacts on fear, social trust, and social capital

2)  Use same language of prevention and control throughout

B. Typology and Definitions [Ensure that these are consistent with the WHO World Report on Violence and Health (WRVH) because we don’t want to introduce a new and possibly confusing set of conditions] Clarify difference between “violent” deaths and violence as intentional injury— in a footnote.  

1) Interpersonal Violence

2) Self-Directed Violence (Suicide is going to be dealt with in a separate chapter on mental health, but we will address it here to show a) how it fits into the violence framework, and b) it has aspects of risk factors and preventive interventions in common with other forms of violence.  This chapter will focus on interpersonal violence without losing the links to the other types of violence.  We will make the typology be more comprehensive but then we will focus on some select forms of interpersonal violence for this chapter.  Otherwise the task would be too daunting if we did this for all of the areas.  From the economic perspective it also makes the most sense to focus in on interpersonal violence.  Raise some of the economic issues for self-directed and other types of violence but chapter will not address these as fully.  It is often difficult to separate self-directed gun violence in one article from interpersonal violence, especially in articles that address the overall burden of guns for society. (See appendix 2 for discussion of why suicide should be considered as a public health as well as a mental health problem)

3) Collective Violence and Terrorism (focus on the consequences of collective violence for the prevention of interpersonal violence in post-conflict settings; interpersonal violence may also be a risk factor for collective violence and terrorism and vice versa; public health approach to violence prevention can also be applied to collective violence)

4) Links between types of violence (address how different types of violence are risks for other types of violence); issues of human security

C. Public Health Approach to Violence (value added to deterrence)

1)Based on Science

2)Focused on Prevention

3)Leading to Integration (cross-sector)

1.2 Burden of disease due to violence. Age, geographical, and gender burden:  Mortality& R-DALYs (tied to burden chapter of Part One)

A. Health sector data on violence—many more victims present at health facilities than to police facilities, so at the very least PH has an important contribution on violence surveillance

1)What they include

2)Compared to crime data

3)Advantages of health sector data

B.  Mortality Burden

1)By Type

2)By age (must try to get data in 5 year age bands)

3)By Geography

4)By Gender

C. Morbidity Burden

1)Injury--by type, age, geography, gender

2)Mental health

a) By type, age, geography, gender

b) The damage to people that fear does—look at the interaction of mental health and collective fear and note this under both mental health consequences and collective violence

3)Reproductive health--bBy type, age, geography, gender

4)Other health consequences including disability

a) By type, age, geography, gender

b) Relationship to other health problems—violence contributes to other diseases by impeding eradication efforts, destroying infrastructure, preventing access to services, worsening many chronic diseases through impact of early adverse experiences or child abuse and neglect – [Felitti et al see also 4.3, 1. a-c.]

D. Significance compared to other health problems—

E. Future Trends— Based on Global Burden of Disease

!.3 The economic impact of violence (Hugh Waters)—We plan to use an alternative organization, a  more practical organization that reflects how the extant literature is organized.  In this breakdown different types of violence are considered different types of diseases.  It looks at total costs by different types of violence. Seems artificial to separate out indirect and direct costs for each type.  Raise this question to the editors with our rationale

The Costs of Interpersonal Violence (including direct, indirect, and social costs)

Overall costs—for which of these costs do we have data?

Child abuse and neglect

Intimate partner violence

Sexual assault

Workplace violence

Youth violence

Collective violence

Proximate risk factors – violence facilitators—these are things like guns, access to guns, child abuse as a predictor of violence when children become adults.  Gun violence cuts across many different types of violence 

Effects on public finances

1.4  Risk factors including genetic and environmental

(Important to stress the relationship between violence, inequality and poverty so that prevention can be framed as promoting development, and so that safety equity can be presented as a value we desire) This is an opportunity to identify violence prevention more closely with millennium development goals.  The WRVH didn’t highlight this connection closely enough.  Best way to do this might be to put it in a box.  

A. Ecological Model

a. Individual (biological factors are included in this individual category) 

b. Relationships

c. Community

d. Society

B. Risk factors common to different types of violence—this is designed to bring together the developmental issues in risk factors. The table will be a useful way to go, highlighting the risk factors that are common as well as highlight the differences across different types.

a. Biological

b. Psychological

c. Social

d. Environmental

e. Economic

Section 2.   Interventions—Jim Mercy
2.1 Primary Prevention Approaches (behavioral, environmental, and medical; relates to organization of risk factors in Section 1.4This matrix is our preferred approach because it maps well into current scientific thinking.  This section will also emphasize key ways where violence prevention requires health and public health sectors to work closely with other sectors)

A. Organizational Framework/Matrix—this will describe this approach and relate this structure to the more traditional kinds of approaches used in chapters on infectious diseases 

a. Life Stages

1. Infancy

2. Childhood

3. Adolescence

4. Early Adulthood

5. Late Adulthood

b. Ecological Model

1. Individual

2. Relationships

3. Community

4. Society

B. Strategic Foci for Primary Prevention (brings together different critical strategies)

a. Preventing Perpetration of Violence

b. Early Interventions

c. Adult Involvement/Mentoring of Youth

d. Changing Cultural Norms—so important in global context

e. Improving the Criminal Justice and Social Welfare Systems

f. Reducing Income Inequality

C. Strategic Foci for Secondary and Tertiary Prevention

a. Intervening with Victims of Child Maltreatment

Mitigating the long-term consequences of exposure to violence

b. The Role of the Health Sector

Victim identification and referral

c. Emergency Response as a Prevention Strategy—could broaden into trauma systems development, may be unique factors in developing countries, eg responding directly and quickly getting victims into treatment for both physical and psychological injuries.  

d. Improving the Criminal Justice System 

D. Interpersonal Violence Prevention Strategies—there will be a stronger focus more on this interpersonal violence section than on self-directed and collective violence –i.e., the next two sections.

a. Description of strategies in life stages X ecological model matrix

b. Description of evidence on effectiveness

E. Self-Directed Violence Prevention Strategies 

a. Description of strategies in life stages X ecological model matrix 

b. Description of evidence on effectiveness

F. Collective Violence Prevention Strategies 

a. Description of strategies in life stages X ecological model matrix 

b. Description of evidence on effectiveness

G.  Non-health consequences of interventions

Section 3.   The Costs, Benefits, and Cost-Effectiveness of Interventions—Hugh Waters

3.1 Methodological issues—points out that there is not a lot done either on methodologies for violence or on estimates of costs, benefits, and cost-effectiveness

3.2 Review of the literature – (primarily costing literature)

A. Child abuse prevention through counseling

B. Firearms regulation

C. Substance abuse treatment and control

D. Sex-offender counseling

3.3 Society-wide economic and social gains from reduction in the risk of violence (about 20-30 studies available to summarize)

A. Estimates of avertable DALY’s –we will discuss the epidemiological burden of morbidity and mortality from violence in Section 1.2, will see what might be added here, but not much on this in literature

B. Effects on investment and economic growth

3.4  Factors influencing cost-effectiveness (including ecological/environmental)—This is likely to be an overview and fairly general discussion, since there are not a lot of specific study results to go on.

A. State of the Health System

B. Political Stability—relate to collective violence

C. Poverty

D. Integration of programs across sectors

E. Overall infrastructure—health, criminal justice, social welfare, education, labor

F. Economic inequality

Section 4.   Implementation of Prevention and Control Strategies:  Lessons of Experience.  (Given the lack of studies in implementing violence prevention programs in developing countries, goal will be to 1) highlight those that have been done, and 2) draw lessons from other program areas.  Add footnote that explains our use of the terms “prevention and control,” using similar language in sections 2 and 4).

4.1 Institutions and programs:  how widely and successfully applied are the various interventions. (Address importance for violence prevention of building political will and working across sectors)

a. Case examples for different interventions—Gun-related homicide in Cali, Colombia; Pesticide related Suicide in Samoa;

b.  What are the lessons about implementation success and failure? (What are the lessons to be learned from other health problems, like elimination of infectious diseases? What are the implications for disease elimination programs re costs and benefits of reducing violence: how has violence affected other disease eradication programs (e.g. peace days for immunization and guinea worm eradication in Sudan, African Sleeping Sickness in Congo, etc.)

4.3 What are implications for health system development?

a.  Exposure to child maltreatment and abuse imposes huge burden on health system in developing countries.  We suspect this is also true for developing countries.  To obtain these data we should consider repeating the adverse experiences study (Felitti and Anda) on costs and consequences of adverse life experiences in developing country setting to demonstrate the impact of violence on 

1.  The Authors found a strong graded relationship between the breadth of exposure to abuse or household dysfunction during childhood and the presence of adult diseases including ischemic heart disease, cancer, chronic lung disease, skeletal fractures, and liver disease. The seven categories of adverse childhood experiences were strongly interrelated and persons with multiple categories of childhood exposure were likely to have multiple health risk factors later in life:  exposure to child abuse and other adverse events of childhood was associated with had 4- to 12-fold increased health risks for alcoholism, drug abuse, depression, and suicide attempt; a 2- to 4-fold increase in smoking, poor self-rated health, 50 sexual intercourse partners, and sexually transmitted disease; and a 1.4- to 1.6-fold increase in physical inactivity and severe obesity. (Felitti VJ Anda RF et al, Relationship of Childhood Abuse and Household Dysfunction to Many of the Leading Causes of Death in Adults, AJPM, Vol 14, N 4, May 1998, p 245-258).  ).  

2.  There is probably a need for improving the capacity of the health system to intervene and mitigate the consequences of exposure to maltreatment

3.  Need for mental health services to be connected to physical health services and violence prevention services so that appropriate treatment can be delivered to persons affected by early exposures to violence who present with physical symptoms.  This will have benefits for the identified patient and benefit their children by helping to break the cycle of violence.

Section 5.   The R & D Agenda 

Strategic research/product development/epidemiological and operational research; for each what is current knowledge, what are the top priorities, where are the opportunities for conducting the research  This section will examine links between different forms of violence so that we can take advantage of comprehensive prevention strategies, not just prevention programs targeting one specific type of violence.  

A.  More Cost and Cost-Effectiveness Research on Existing and New Programs

B.  Search for new, innovative approaches already occurring at the community level

C. Analysis of proven practices in developed countries that may be transferable to developing countries

D. Political analysis of how to raise violence on the health agenda and an understanding of how to increase health approaches in the traditional criminal justice system.

E. How do we get a common research agenda developed, prioritized, and implemented?  More likely to achieve a critical mass of resources for research if we can integrate research needs of developing countries.   How do we accelerate knowledge generation, dissemination, integration, and application?

F. More evaluation research of primary prevention programs in developing countries.  Need to do long-term research on these interventions, like impact of violence prevention on kids in shantytown in Nairobi.

Section 6.   Conclusions:  Promises and Pitfalls
A. Avoid the trap of pitting targeted interventions against poverty reduction—they are not mutually exclusive and neither is comprehensive and complete in itself. Need to both address inequality as well as the targeted interventions, need to strike a balance.  Poverty causes violence and violence causes poverty, therefore advantages to addressing both simultaneously.

B. Avoid the cycle of perpetuating the problem by resisting investing in anything not completely proven.  Need to link this to the following point.  

C. Adopt a learn as we go approach—take an approach that makes sense and learn from it.  Focus on those interventions that are proven and promising and avoid those things that don’t seem to work.  In developing countries, there is an extreme dependence on individual counseling as a way to prevent revenge attacks—studies cited in WRVH suggest this is one of the ineffective strategies.  We need to keep people from implementing things proven not to work.  For this reason we should be including these here.  Ideally we don’t even do C/E studies on interventions that seem ineffective, so unless we mention these explicitly, the “failures” won’t come to light.

D. Accelerate knowledge generation, dissemination, integration, and application through collaboration.

E. Remind people about relevant UN resolutions on Violence and Violence prevention—especially from UN crime prevention council. These are frameworks that can provide policy support for local policies.  

Appendix 1:  Chapter Sections on Prevention from WHO World Violence Report

How can violence be prevented? 15

Types of prevention 15

Multifaceted responses 16

Documenting effective responses 16

Balancing public health action 16

Addressing cultural norms 16

Actions against violence at all levels 16

What can be done to prevent youth violence? 38

Individual approaches 38

Relationship approaches 41

Community-based efforts 43

Societal approaches 45

Recommendations 47

What can be done to prevent child abuse and neglect? 70

Family support approaches 70

Health service approaches 72

Therapeutic approaches 73

Legal and related remedies 74

Community-based efforts 75

Societal approaches 76

What can be done to prevent intimate partner violence? 103

Support for victims 104

Legal remedies and judicial reforms 104

Treatment for abusers 106

Health service interventions 106

Community-based efforts 107

Principles of good practice 109

Action at all levels 110

Women’s involvement 111

Changing institutional cultures 111

A multisectoral approach 111

What can be done to prevent elder abuse? 134

Responses at national level 134

Local responses 136

Recommendations 141

Greater knowledge 141

Stronger laws 142

More effective prevention strategies 142

What can be done to prevent sexual violence? 165

Individual approaches 165

Developmental approaches 166

Health care responses 166

Community-based efforts 168

Legal and policy responses 169

Actions to prevent other forms of sexual violence 170

What can be done to prevent suicides? 199

Treatment approaches 199

Behavioral approaches 199

Relationship approaches 200

Community-based efforts 201

Societal approaches 202

Intervention after a suicide 203

What can be done to prevent collective violence? 228

Reducing the potential for violent conflicts 228

Responses to violent conflicts 229

Documentation, research and dissemination of information 232

Recommendations 233

Information and understanding 234

Preventing violent conflicts 234

Peacekeeping 236

Health sector responses 236

Humanitarian responses 236

Appendix 2: Approaching Suicide as a Public Health Problem

This chapter on violence prevention will consider aspects of suicide that complement the mental health approach to suicide.  It will focus on ways that public health agencies can use violence prevention models to assess the problem of suicide and to develop multi-sectoral interventions to prevent it.

Rationale for approaching suicide as a Public Health Problem (drawn from O’Carroll PW, Rosenberg ML, Mercy JA. Suicide. In Violence in America: A Public Health Approach. Oxford University Press, New York, 1991)

I.  Suicide is not solely determined by mental illness

     Mental illness is not the only relevant risk factor in the causal mechanism leading to suicide.  Research has consistently pointed to the importance of many other factors unrelated to mental illness as important determinants of suicide such as access to firearms, geographic mobility, parental loss, family disruption (including by HIV/AIDS), being a family member of a suicide victim, alcohol and drug use, and social isolation.  If public health programs to address these factors complement a focus on mental illness, then many more lives might be saved. 

II.  Even for those suicides for which mental illness is the key risk factor, it will be important to expand prevention efforts beyond the mental health sector.

Mental health practitioners can only accomplish the important clinical work they do when patients come to see them.  There are many factors, however, that determine whether suicidal patients seek help from mental health professionals.  In many developing countries mental health professionals are rare.  One example of progress in this area is the training of “gatekeepers” across a variety of disciplines (e.g., education, general medicine, community health promoters).  These gatekeepers often play a critical role in facilitating proper care by mental health professionals—but training these gatekeepers is a task that is in large part beyond the scope of mental health systems.

III.  An effective approach to suicide prevention requires the collaboration of individuals in public health, mental health, medicine, education, and social services in both the public and private sector.

One of the most important developments in the field of suicidology in the last 40 years has been the recognition that suicide prevention cannot be accomplished solely through the efforts of one societal sector.  This realization was clearly recognized in the US National Strategy for Suicide Prevention and in the national prevention strategies for many other developed countries.  The characterization of suicide itself as solely a mental health problem (as opposed to depression, for example, which is an important risk factor for suicide) could undermine efforts to engender multidisciplinary and intersectoral efforts to prevent suicide.  Where resources are scarce, this collaboration is even more important.  Where suicide is linked to violence against women, collaboration with criminal justice will be important; where pesticides are a common cause of suicide, critical collaboration with agricultural policy and program officials may be important routes to prevention.

IV.  Although mental illness is an important risk factor for suicide across all age groups, in the U.S. at least, mental illness seems to play its least important role in the etiology of the suicide among youth ages 15-24, the group in which suicide rates have been increasing most rapidly in the U.S.  and groups which might be most affected by unemployment and intergroup conflicts.

For young people in this age group, prevention strategies that focus on mental illness alone would appear to be insufficient for the prevention of suicide.

V.  In developing countries, mental health agencies may be inadequately developed or non-existent and public health programs should look at other sectors from which suicide prevention resources could be drawn.
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