
ways of explaining the pros and cons of existing tech-
nologies to the public.11 12

Stronger and braver governance is required to
ensure that responsible decisions about risk manage-
ment emerge for areas such as screening, which have
such potentially enormous individual and societal con-
sequences. These decisions must be based on sound
research and proper partnerships.
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Treating violence as a public health problem
The approach has advantages but diminishes the human rights perspective

In every country, to a greater or lesser extent,
violence blights lives and undermines health.
Acknowledging this, in 1996 the 49th World

Health Assembly adopted a resolution (WHA49.25)
declaring violence a major and growing public health
problem across the world. The resolution ended by
calling for a plan of action for progress towards a sci-
ence based public health approach to preventing vio-
lence. The World Health Organization defines
violence as the intentional use of physical force or
power, threatened or actual, against oneself, another
person, or a group or community, that either results
in, or has a high likelihood of resulting in, injury,
death, psychological harm, maldevelopment, or depri-
vation.1 In 2000, an estimated 1.6 million people died
as a result of violence. Many more suffered injury. Of
the deaths, nearly half were suicides, almost a third
were homicides—of whom 57 000 were of children—
and about a fifth were related to war. This week, the
WHO published the World Report on Violence and
Health.2 The report includes sections on youth
violence, child abuse, violence by intimate partners,
abuse of elderly people, sexual violence, self directed
violence, and collective violence. Underlying the bleak
statistics in each chapter is a terrifying amount of pain
and suffering.

Bringing all forms of intentional violence together
in one volume makes very clear how much the
different forms of violence feed on each other. People
who were subjected to child abuse or violence from an
intimate partner are much more likely to harm them-
selves. Collective violence fractures normal social
bonds and often leads to sexual violence and
heightened violence in young people. Almost every
form of violence predisposes to another. Wherever
power is distributed unequally across divisions of
socioeconomic class, race, or sex, violence flourishes,
and the more unequal the distribution the greater the

flourishing. All social classes experience violence, but
people with the lowest socioeconomic status are
consistently at greatest risk. More than 90% of all
violence related deaths occur in low and middle
income countries. Inequality always compounds
inequality, and, as Wilkinson points out, the distribu-
tions of violence and of death from non-violent causes
are closely related.3

The fundamental premise of the report is that vio-
lence is both predictable and preventable. The authors
argue that more can be achieved by regarding violence
as a problem of public health rather one of crime, and
that politicians and decision makers in all countries
and at all levels of society have a responsibility to make
changes that will prevent violence and so protect
health. A science based public health approach has
considerable strengths. The painstaking collation of
the available statistics from countries across the world
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allows useful conclusions to be drawn about those fac-
tors that seem to make violence more likely. A huge
variety of interventions has been tried in different
places and the impact evaluated more or less robustly.
Public health research already shows that much can be
done to minimise violence and that more research is
likely to be increasingly useful.

But a public health approach also has its
weaknesses. As Skrabanek argues in relation to poverty,
violence is unacceptable not primarily because it
undermines health but because it is, in itself,
demeaning, cruel, and unjust.4 People should be
entitled to live free of violence, not because this
protects their health but because they have a human
right to do so. In important ways, the public health
approach diminishes what it is to be human. Human
individuals are moral beings whose futures are never
entirely determined by their circumstance and who
have at least a degree of freedom to make choices
about the ways in which they will and will not act. This
freedom is the essence of human dignity and, as
humans, we judge each other on the basis of these free
choices. The existence of choice is captured in the
report in the notion of intentionality included in the
definition of violence but thereafter receives scant
attention. Clearly, it can be much easier to make laud-
able moral choices when the circumstances of one’s
life are untroubled by lack of hope and opportunity,
but everyone retains a degree of choice, whatever their
circumstances. To what extent does an explanation of
violence condone it? These issues were well under-
stood by Aristotle and the writers of the Greek
tragedies, and the extenuating power of a lack of moral
luck has been debated ever since.5 The debate remains
as relevant as ever and deserves some consideration by
the WHO.

The report’s recommendations call on policy
makers and governments to integrate prevention of
violence into social and educational policies and so
promote gender and social equality. What the report
does not point out is that governments are dependent
on their electorates, who too often resist the allocation
of more services and resources to poor families and
communities. The unasked question is whether people
in all societies who find themselves comfortably
situated on the gaining side of inequality and favoured
by moral luck will exercise their gift of free choice to
support policies that promote the more equal
distribution of hope, opportunity, and power. Mann
and colleagues argue that the promotion and protec-
tion of health are inextricably linked to promotion
and protection of human rights and dignity.6 If a
human rights perspective were allowed to temper the
undoubted strengths of the science based public
health approach a much more comprehensive
response to the challenge of world violence could be
achieved.
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Bioweapons
Usable weapons are technically easier to produce now, but we lack legal protection
against them

Biological weapons have been used throughout
history.1 2 For example, in medieval sieges
infected animal corpses were thrown over the

walls to start epidemics. In the first world war attempts
were made to infect horses with glanders, and
throughout history invading armies have poisoned
wells and other water sources. Despite the 1972
international convention banning their use,3 attempts
have been made to use these weapons—the Aum Shin-
rikyo sect in Japan tried to use them in 1995. The
attacks on media and government offices in the United
States with anthrax in 2001 in the aftermath of the
events of September 11 reminded all of us of our vul-
nerability to biological and toxin weapons. Whether
those attacks were the work of organised groups, rogue
states and their supporters, or individuals with
perceived grievances against the US government and
its agents is irrelevant. The key point is that they show
that the clandestine manufacture and distribution of
effective biological weapons is possible today, and as

genetic and other technology becomes more easily
available the risk of further attacks must be increasing.

The reality is that our protection from biological
and toxin weapons has been based on the scientific dif-
ficulty of producing robust weapons grade materials
and packaging them so that they survive transport and
distribution. In relation to the anthrax produced and
distributed in the United States it is clear that these
problems were largely solved—the anthrax was
produced in large quantities and was sufficiently fine to
be suspended in the air and inhaled after some of the
releases. Anthrax is easier than some agents to
release—the spores are relatively resistant to drying
and changes in heat, and hence the postal distribution
was effective.

Advances in biotechnology and genetic engineer-
ing are making it easier to manufacture and handle
other agents. With simple automated systems,
weapons grade material can be manufactured with
reduced risk to the people making it. In addition
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