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Violence and Health:
The United States in a
Global Perspective

Violence is a public health
problem that can be under-
stood and changed. Research
over the past 2 decades has
demonstrated that violence
can be prevented and that, in
some cases, prevention pro-
grams are more cost-effective
than other policy options such
as incarceration.

The United States has much
to contribute to—and stands
to gain much from—global ef-
forts to prevent violence. A
new World Health Organization
initiative presents an opportu-
nity for the United States to
work with other nations to find
cost-effective ways of prevent-
ing violence and reducing its
enormous costs. (Am J Public
Health. 2003;93:256-261)
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ON OCTOBER 3, 2002, THE
World Health Organization
(WHO) released the milestone
World Report on Violence and
Health." This report examines
what is known about the epide-
miology and prevention of vio-
lence from research and pro-
grams throughout the world. It
addresses several types of vio-
lence, including child abuse and
neglect by caregivers, youth vio-
lence (violence by adolescents
and young adults aged 10 to 29
years), intimate partner violence,
sexual violence, elder abuse, self-
inflicted violence, and collective
violence (the use of violence by
one group against another to
achieve political, social, or eco-
nomic objectives; for example,
war or terrorism). The report dis-
cusses how the different types of
violence are related and also
contains recommendations for
advancing efforts to prevent vio-
lence at the global, national, and
local levels. The report is the re-
sult of 3 years of work, during
which WHO drew on the knowl-
edge of more than 160 experts
from more than 70 countries.
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The release of this report
marks the beginning of a world-
wide WHO campaign that will
include global and national
events with decisionmakers, the
media, and the general public.
The campaign will focus on dis-
cussing how the report’s recom-
mendations might be imple-
mented. As we embark on this
global campaign, it is useful for
the US public health community
to consider its role in global ef-
forts to prevent violence.
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VIOLENCE IN A GLOBAL
CONTEXT

On an average day more than
4500 people worldwide die vio-
lent deaths (i.e., those related to
suicide, homicide, and war).!
About half of the estimated 1.7
million violent deaths that oc-
curred in the world in 2000
were the result of suicide, about
one-third resulted from homicide,
and one-fifth were from war-
related injuries (Table 1).
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Violence disproportionately

impacts adolescents and young
adults. Suicide, interpersonal vio-
lence, and war-related deaths are
the 4th, 5th, and 10th leading
causes of death, respectively,
among 15- to 44-year-olds in the
world. Together, they account for
about 13.6% of deaths among
males and 7.1% of deaths among
females in this age group, al-
though rates vary considerably
by region, country, and areas
within countries.
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The United States has very high
rates of homicide- and firearm-
related death, compared with
other high-income countries
throughout the world.** The US
violent death rate in 2000 was
about twice as high as the esti-
mated rate for other high-income
countries in 2000." However,
when one considers the entire
world, many nations and regions
face far higher rates of violent
death than the United States.”

The US age-adjusted homicide
rate of 6.2 per 100000 in 2000
was lower than the global esti-
mated rate of 8.8 per 100000."°
Moreover, estimated homicide
rates for the WHO regions of
Africa and the Americas were
about 3 times those for the
United States. Similarly, the US
age-adjusted suicide rate of 10.6
per 100000 in 2000 was lower
than the global estimated suicide
rate of 14.5 per 100000."° Esti-
mated suicide rates for 2000 in
the WHO regions of Europe and
the Western Pacific were about
twice those of the United States.
In 2000, the United States suf-
fered very few war-related
deaths, in contrast to the African
region, where more than half of
the world’s estimated 310 000
war-related deaths occurred that
year and where war-related
deaths outnumber homicides and
suicides.

Although the United States
fares better than most of the
world in the absolute rate of vio-
lent death, homicide and suicide
are relatively more important as
causes of death in the United
States than in many other parts
of the world. Throughout the
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world, suicide is estimated to
have been the 13th leading
cause of death in 2000 and
homicide the 22nd leading
cause." In contrast, in the United
States suicide was the 11th lead-
ing cause of death and homicide
the 14th in 2000.°

Fatal injuries represent only a
small fraction of the health bur-
den of violence. Nonfatal vio-
lence between intimate partners,
for example, compromises the
health of millions of women
throughout the world. Popula-
tion-based studies conducted in
48 countries have revealed that
10% to 69% of women report
having been physically assaulted
by an intimate partner during
their lifetimes.” In the United
States, this figure is 22.1%.° In
cities that have conducted popu-
lation-based studies, the propor-
tion of women reporting an at-
tempted or completed sexual
assault by an intimate partner
sometime during their lifetime
ranges from 6.2% in Yokohama,
Japan, to 46.7% in Cuzco, Peru.’
The lifetime prevalence in the
United States is 7.7%.® The per-
centage of female adolescents re-
porting that their first sexual in-
tercourse was forced ranges from
7% in New Zealand to 47.6% in
a 9-country study in the
Caribbean.’ In the United States,
this prevalence is reported to be
9.1%.°

Maltreatment has a severe im-
pact on the health of children
and the elderly. Limited research
has shown that in some countries
nearly half of children report
they have been hit, kicked, or
beaten by their parents," and

A woman stands amid hundreds of
pairs of shoes placed on the steps
of the Kentucky state capitol on
October 15, 2002, to bring atten-
tion to victims of domestic vio-
lence. Last year, Kentucky's 17 do-
mestic violence programs
sheltered more than 4600 women
and children, according to offi-
cials. (AP Photo/Ed Reinke)
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In many nations and communities,
violence and war also increase the costs of
services related to health and security,
thereby reducing productivity and
property values, disrupting human
services, and undermining governance.

A sculpture of a gun with a tied-up
barrel, symbolizing a gun-free South
Africa, is seen at the entrance to the
Victoria and Albert waterfront shop-
ping center in Cape Town, South
Africa, in 1999. The government un-
veiled stringent new gun control leg-
islation that year. The law stiffens
sentences, obliges gun owners to
reregister firearms every five years,
and gives police more powers to in-
vestigate suspected owners of illegal
weapons. (AP Photo/Obed Zilwa)

about 20% of women and 5% to
10% of men report having suf-
fered sexual abuse as chil-
dren."™* Furthermore, 4% to 6%
of the elderly have experienced
some form of abuse in their
homes in the previous year.* ™
These estimates are based
largely on studies conducted in
the United States and other de-
veloped countries.

Youth violence, suicidal behav-
ior, and war also have significant
consequences for the morbidity
of many populations around the
world. The proportion of 13-
year-olds that report engaging in
bullying once a week ranges
from 1.2% in England and Swe-
den to 9.7% in Latvia."® The
comparable US proportion is
7.6%."® The ratio of fatal to non-
fatal suicidal behavior in the
United States is estimated to be
approximately 1:2—3 among per-
sons over age 65; among people
under age 25, the ratio may
reach 1:100-200."*° These
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findings are comparable to parts
of the developed world, but data
for less developed countries are
not readily available. And, al-
though the exact figures may
never be determined, huge num-
bers of people—very often
women and children—suffer in-
juries and permanent disability
as a result of wars and other
forms of collective violence in
many parts of the world.*!

The health and social conse-
quences of violence are much
broader, however, than death
and injury. They include very se-
rious consequences for the physi-
cal and mental health and devel-
opment of victims. Studies
indicate that exposure to mal-
treatment and other forms of vio-
lence during childhood is associ-
ated with risk factors and
risk-taking behaviors later in life
(depression, smoking, obesity,
high-risk sexual behaviors, unin-
tended pregnancy, alcohol and
drug use) as well as some of the
leading causes of death, disease,
and disability (heart disease, can-
cer, suicide, sexually transmitted
diseases).**30

In many nations and commu-
nities, violence and war also in-
crease the costs of services re-
lated to health and security,
thereby reducing productivity
and property values, disrupting
human services, and undermin-
ing governance. Between 1996
and 1997, the Inter-American
Development Bank sponsored
studies on the economic impact
of collective and interpersonal vi-
olence in 6 Latin American
countries. Expenditures just for
health services related to such vi-
olence amounted to about 1.9%
of the gross domestic product in
Brazil, 5% in Colombia, 4.3% in
El Salvador, 1.3% in Mexico,
1.5% in Peru, and 0.3% in

Venezuela.*! The threat of inter-
personal violence and war desta-
bilizes the economies of nations
and regions by threatening the
establishment and viability of
businesses and, hence, the
prospects for economic growth.

LEARNING FROM THE
REST OF THE WORLD

Increasingly, violence is be-
coming a global problem. This is
clearly the case in wars and
other forms of collective violence
that frequently transcend geo-
graphic and physical boundaries.
Interpersonal violence and suici-
dal behavior also can cross inter-
national borders. Recent immi-
grants, for example, may bring
cultural values or norms that
make them more or less vulnera-
ble to interpersonal violence or
suicidal behavior than people
who were born in the United
States or who have lived there
for many years.

Even where violence itself
does not cross borders, some fac-
tors that influence it do. For ex-
ample, illicit drug markets may
be accompanied by violence in
countries involved in the produc-
tion, distribution, and sale of ille-
gal drugs.** Industries such as
small arms trade and sexual slav-
ery also have implications that
transcend national borders.>*3°
Other issues that may be more
difficult to assess but are cause
for concern include increased
penetration of global media mar-
kets by violent programming
and, in some cases, the apparent
glorification of violence in sports
and computer games. "

One important insight gained
from looking at violence as a
global problem is the importance
of cultural context. Cultural tradi-
tion is sometimes used to justify
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social practices that perpetrate vi-
olence.! Such practices include
violence against women, female
genital mutilation, and the use of
severe physical means to punish
children, including at school.
Cultural norms must be dealt
with sensitively and respectfully
in all research and prevention ef-
forts—sensitively, because of peo-
ple’s often passionate attachment
to their traditions, and respect-
fully, because culture is often a
source of protection against vio-
lence (for example, long-held tra-
ditions may promote equality of
women or respect for the eld-
erly). Prevention programs as
well as mechanisms for promot-
ing them must be tailored to
their target populations. The
United States will need to in-
crease its understanding of its
own cultural diversity in order to
improve efforts at preventing vio-
lence domestically.
Cross-national studies show
that the quality of a govern-
ment—as reflected in the effi-
ciency and reliability of its crimi-
nal justice institutions and the
existence of programs that pro-
vide economic safety nets—is
associated with lower rates of
homicide.>*® In Salvador,
Bahia, Brazil, for example, one
study concluded that dissatisfac-
tion with the police, the justice
system, and prisons increased the
use of unofficial modes of jus-
tice.3® In the United States, these
institutions are often taken for
granted, but in examining the
problem of violence globally, one
becomes increasingly aware that
these institutions are the first line
of defense against higher rates of
interpersonal and collective vio-
lence. From the perspective of vi-
olence prevention, maintaining a
fair and efficient criminal justice
system and basic supports for in-
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dividuals and families in dire
economic circumstances should
remain an important priority in
the United States.

In examining preventive re-
sponses to violence around the
world, one is struck by the nature
and resourcefulness of many of
the strategies adopted in low-
income communities. For exam-
ple, in some communities in India,
the practice of dharna—public
shaming and protest done in front
of the house or workplace of abu-
sive men—has been used as a
strategy to prevent the recurrence
of intimate partner violence.*’
And in the Kapchorwa district of
Uganda, the Reproductive, Educa-
tion, and Community Health Pro-
gram enlists the support of elders
in incorporating alternative prac-
tices to female genital mutilation
that uphold the original cultural
traditions.* Although the effec-
tiveness of these approaches has
yet to be definitively demon-
strated, they are inexpensive and
build on the unique nature of the
communities in which they were
implemented—something that is
needed in low-income US com-
munities as well, where violence
is more common and prevention
resources scarce.

One risk factor that appears to
be universally associated with in-
terpersonal and collective vio-
lence is income inequality.>®**
Poverty itself does not appear to
be consistently associated with
violence, but the juxtaposition of
extreme poverty with extreme
wealth appears to be a key ingre-
dient in the recipe for violence.
Given that income inequality has
been growing in recent decades
in many wealthy countries, it
may be wise to closely examine
its potential contribution to
higher rates of violence in the
United States and be more proac-
tive in finding strategies to re-
duce its influence on violence.

CONTRIBUTING TO
PREVENTION
WORLDWIDE

The United States can con-
tribute significantly to preventing
violence worldwide. For exam-
ple, US research-funding institu-
tions can continue to invest in re-
search to better understand the
etiology and prevention of vio-
lence. This research investment
should be extended to include
cross-cultural and international
research, especially on the social,

TABLE 1—Estimated Global Violence-Related Deaths, 2000

Age Adjusted Rate Proportion of Total

Type of Violence Number® per 100000 Population (%)
Homicide 520000 8.8 313
Suicide 815000 14.5 49.1
War-related 310000 5.2 18.6
Total® 1659000 28.8 100.0

-
Country income level

Low to middle 1510000 321 91.1

High 149000 14.4 8.9

Note. Data are from the WHO Global Burden of Disease Project for 2000, Version 1.

*Rounded to the nearest 1000.

®Includes 14 000 intentional injury deaths resulting from legal intervention. Consequently the numbers, rates, and percentages in this table do
not add up to the exact figures in the total row.
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economic, and policy factors that
transcend national borders.

The lessons learned from US
progress in building violence
prevention programs at the fed-
eral and state levels can help
other countries establish their
own programs. Violence preven-
tion work within the Department
of Health and Human Services
has greatly expanded over the
past 20 years. Twenty years ago,
for example, fewer than 5 peo-
ple worked at the Centers for
Disease Control and Prevention
(CDC) on violence as a public
health problem. Now the CDC
has more than 70 people work-
ing full-time on violence preven-
tion in its Division of Violence
Prevention within the National
Center for Injury Prevention and
Control, making this the largest
organized collection of experts in
the world fully devoted to pre-
venting injuries and deaths asso-
ciated with violence. The divi-
sion budget has grown from less
than $500 000 to more than
$90 million during this time.

The field of violence preven-
tion has grown in the United
States along with the CDC’s pro-
gram. Two decades ago, few, if
any, state or local health depart-
ments had activities addressing
violence. US public health
schools did not teach their stu-
dents about violence prevention,
and scientific articles about vio-
lence did not appear in leading
medical and public health jour-
nals. Today, most US state and
large city health departments
have some activities focused on
violence prevention. Almost
every school of public health in
the United States has added
courses on the epidemiology of
violence and its prevention or has
at least integrated this issue into
its existing coursework. And sci-
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entific articles on violence are
regularly seen in leading journals.

The concepts, principles, and
methods underlying the growth of
the field of violence prevention in
the United States may also be
useful in establishing violence pre-
vention programs in other coun-
tries. US public health institutions
and foundations can also help
stimulate and support the devel-
opment of international organiza-
tions that will in turn advance evi-
dence-based violence prevention
policies and programs in other
parts of the world and help na-
tions learn from one another.

Finally, the United States
should consider its role, direct or
indirect, in influencing conditions
that contribute to violent political
conflict in many parts of the
world. The United States should
similarly consider how it influ-
ences globalization patterns that
are associated with violence.

CONCLUSION

Twenty year ago, the words
“violence” and “prevention” were
rarely used in the same sentence.
Today, the idea that violence can
be prevented is more widely rec-
ognized, thanks to the traditions
and concepts of public health: a
commitment to prevention, the
application of the tools of science
to achieve this goal, and the firm
belief that effective public health
actions require collaboration and
cooperation across scientific dis-
ciplines, civic organizations, soci-
etal sectors, and political entities
at all levels. The application of
these traditions and concepts to
violence is inspiring policymak-
ers, advocates, civic leaders,
youth, students, researchers,
teachers, and others in many
parts of the world to take actions
they may have never previously
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contemplated to reduce the pro-
found physical and psychological
consequences of violence.

Violence is a problem that can
be understood and changed, not
an inevitable consequence of the
human condition. The United
States has much to gain from and
to contribute to global efforts to
prevent violence. Policymakers
and the public health community
in the United States should em-
brace this opportunity to con-
tribute to improving the health
and quality of life of people
throughout the world through vi-
olence prevention. H
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