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Abstract

Introduction—Interpersonal violence affects millions of people worldwide, often has lifelong
consequences, and is gaining recognition as an important global public health problem. There has
been no assessment of measures countries are taking to address it. This report aims to assess such
measures and provide a baseline against which to track future progress.

Methods—In each country, with help from a government-appointed National Data Coordinator,
representatives from six to ten sectors completed a questionnaire before convening in a consensus
meeting to decide on final country data; 133 of 194 (69%) WHO Member States participated. The
questionnaire covered data, plans, prevention measures, and victim services. Data were collected
between November 2012 and June 2014, and analyzed between June and October 2014. Global
and country-level homicides for 2000-2012 were also calculated for all 194 Members.

Results—Worldwide, 475,000 people were homicide victims in 2012 and homicide rates
declined by 16% from 2000 to 2012. Data on fatal and, in particular, non-fatal forms of violence
are lacking in many countries. Each of the 18 types of surveyed prevention programs was reported
to be implemented in a third of the 133 participating countries; each law was reported to exist in
80% of countries, but fully enforced in just 57%; and each victim service was reported to be in
place in just more than half of the countries.

Conclusions—Although many countries have begun to tackle violence, serious gaps remain, and
public health researchers have a critical role to play in addressing them.

Introduction

Interpersonal violence, which includes child maltreatment, youth violence, intimate partner
violence, sexual violence, and elder abuse, is gaining recognition as an important global
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public health problem. This is largely due to its magnitude, far-reaching health
consequences, and high costs to the health system and wider society. The Global Status
Report on Violence Prevention 2014, published by WHO, the UN Development Programme,
and the UN Office on Drugs and Crime, assesses, for the first time, national efforts to
address interpersonal violence.?

Almost half a million people die every year of homicide, with rates in most low- and middle-
income countries, particularly in Latin America and the Caribbean and Southern Africa,
higher than in richer countries.3~7 Victims and perpetrators of homicide are
disproportionately male (79% of victims and some 95% of perpetrators) and young (almost
half of homicide victims are aged 15-29 years).” One of the few existing recent estimates of
global trends in homicide rates found that the homicide rate fell by 9.2% globally, by 47.9%
in developed countries, and 3.1% in developing countries between 2000 and 2010.4

Though regarded as one of the most comparable and accurate indicators for measuring
violence,17 homicides represent only a fraction of the health and social burden arising from
violence. A quarter of adults report having been physically abused as children, one in five
women and one in 13 men reports having been sexually abused as a child, and one in three
women has been a victim of intimate partner violence at some point in her life.8-10

Interpersonal violence has serious and often lifelong consequences on mental and physical
health, reproductive health, academic performance, and social functioning.12-16 Victims are
at higher risk of depression, anxiety, post-traumatic stress disorder, and suicidal behavior
throughout their lives.10:15.17-21 Exposure to violence is strongly associated with high-risk
behaviors such as alcohol and drug abuse and smoking, key risk factors for leading causes of
death such as cardiovascular disease, cancer, liver disease, and other noncommunicable
diseases.1112 Exposure to violence in childhood—whether witnessing or experiencing
violence in the home or community—increases the risk for later victimization and
perpetration, including violence toward intimate partners and children.16.22-26

Violence thus places a heavy strain on health and criminal justice systems and social and
welfare services.2” The cost of child maltreatment, for instance, has been estimated to be US
$206 billion in the East Asia and Pacific region, or 1.9% of the region’s gross domestic
product,® and US$3.59 trillion globally, or 4.21% of the world’s gross domestic product.2°

Interpersonal violence entered the global public health agenda in 1996 when the WHO
adopted a resolution declaring violence a leading worldwide public health problem. As part
of its core functions of monitoring and assessing health trends, WHO publishes global status
reports, repeated every few years, on a variety of health issues, such as non-communicable
diseases,3? alcohol and health,31:32 road safety,33:34 and, now, violence prevention.2 These
aim to set baselines and monitor progress toward the achievement of the targets and the
implementation of recommendations in WHO global plans of action and other documents.
By identifying gaps in how the governments are addressing the health problem, these reports
also help stimulate action at national, regional, and international levels.

The Global Status Report on Violence Prevention 2014 aims to evaluate the extent to which
the recommendations of the 2002 World Report on Violence and Healtt (Appendix A,
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available online) are being implemented by assessing measures countries are taking to
address violence. The report also includes homicide estimates for all 194 WHO Member
States.

Study Sample

Measures

Process

Countries were the units of analysis, and the study population was the 194 WHO Member
States; 133 WHO Member States participated, for a response rate of 69%. These 133
countries cover 6.1 billion people or 88% of the world’s population. Response rates varied
by WHO region and covered 63% of the population in the Eastern Mediterranean Region,
70% in the African Region, 83% in the European Region, 88% in the Region of the
Americas, and 97% in the South-East Asian and Western Pacific Regions. Reasons countries
did not participate include, for instance, that the Ministry of Health, WHQ’s official
counterpart in this project, did not nominate a National Data Coordinator (NDC) despite
reminders; that the NDCs once nominated were unable to participate in one of the many
offered training webinars; or that the country was in a state of war. Neither IRB approval nor
informed consent was sought for this project as no data from human subjects were obtained.

The questionnaire covered four content areas:

1 data on homicide from vital statistics and police, and non-fatal interpersonal
violence from population-based surveys;

2. national action plans, information exchange systems, and agencies/departments
responsible for overseeing or coordinating violence prevention;

3. prevention policies, programs, and laws; and
4. health, social, and legal services for victims of violence.

Prevention programs and services included in the questionnaire were based on systematic
reviews of the evidence and other guidance published by WHO and its partners.35-39
Appendix B (available online) provides details on the questionnaire.

Data collection took place in five steps between November 2012 and June 2014. First,
government-appointed NDCs in each country were trained through a series of webinars
delivered in multiple languages. The training focused on a detailed examination of the
content of the questionnaire and the process to be followed (identification of respondents,
holding of consensus meeting, uploading of final data into online database). Second, within
each country, a self-administered questionnaire was completed by respondents from
ministries of health, justice, education, gender and women, law enforcement and police,
children, social development and the interior, and, where relevant, nongovernmental
organizations and research institutions. Respondents from the different sectors were
identified by the NDCs based on their subject matter expertise and knowledge of violence
prevention activities in the country, often in consultation with other parts of the government
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and with WHO Country and Regional Office staff. Third, these respondents held a
consensus meeting and agreed on the final country submission best representing violence
prevention programs, laws, and services in their country. Fourth, WHO staff validated the
final submission for each country by checking the information against independent
databases and other sources and sometimes suggested to NDCs that they take into account
key studies that had been overlooked. Appendix C (available online) has more information
on the databases that were used. Finally, permission to include the final data in the status
report was obtained from country government officials. No countries refused permission.

Statistical Analysis

Results

Descriptive statistics—such as proportion of countries implementing a particular policy,
program, or victim service on a large scale or fully enforcing a law—uwere computed using
SPSS, version 22.

To estimate homicide rates for the 194 WHO Member States,2 countries were grouped into
two main estimation categories. For countries with >8 years of data on homicide between
2000 and 2012, estimates were computed directly using either vital registration or police
data based on decision rules developed on the basis of an in-depth analysis of the quality of
homicide data from both sources. For countries without long time series of data, regression
modeling was used to project national homicide rates, combining information on observed
levels of homicide rates across regions and countries with covariates associated with levels
of homicide (e.g., Gini index, infant mortality index, percentage of urban population). For
each country, three main sources of homicide data were examined: data provided by
countries from police and vital registration sources, data from the UN Office on Drugs and
Crime’s global studies on homicide,®’ and data from WHO’s Mortality Database.*?

Data on Fatal and Non-fatal Violence and National Action Plans

In 2012, some 475,000 people worldwide were victims of homicide, for an overall rate of
6.7 per 100,000 population. Rates in high-income countries (3.8 homicides per 100,000)
were generally lower than rates in low- and middle-income countries (7.2 homicides per
100,000). Within low- and middle-income countries, the highest estimated rates occur in the
Region of the Americas, with 28.5 homicides per 100,000 population, followed by the
African Region with 10.9 homicides per 100,000 population. The lowest estimated rate of
homicide is in the low- and middle-income countries of the Western Pacific Region, with 2.1
per 100,000 population.

Homicide is not distributed evenly among sex and age groups. Men and boys account for
82% of all homicide victims and have estimated rates of homicide that are more than four
times those of women and girls (10.8 and 2.5, respectively, per 100,000). The highest
estimated rates of homicide in the world are found among boys and men aged 15-29 years
(18.2 per 100,000), followed closely by men aged 30-44 years (15.7 per 100,000). The

aA detailed description of the methodology is provided in the full report, available online.2
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disproportionate impact of homicide on youth is a consistent pattern across all levels of
country income.

Globally, one in every two homicides is committed with a firearm, and one in four with a
sharp instrument such as a knife, although the mechanism of homicide varies by region.
Although firearms account for 75% of all homicides in the low- and middle-income
countries of the Region of the Americas, they account for only 25% of homicides in the low-
and middle-income countries of the European Region, where 37% of homicides involve
sharp instruments.

From 2000 to 2012, homicide rates declined by 16% globally (from 8.0 to 6.7 per 100,000
population), and in high-income countries by 39% (from 6.2 to 3.8 per 100,000 population).
Homicide rates in low- and middle-income countries showed less decline: For both upper
and lower middle—income countries, the estimated decline was 13%, and for low-income
countries it was 10% (Figure 1).

For the 133 countries participating in the report, gaps in the availability of homicide data
from the two sources the report examined—ypolice and civil or vital registration data—were
identified. Some 12% of countries report lacking homicide data from police sources, 60%
did not have usable homicide data from civil or vital registration sources, and 9% report
having neither.

Differing survey methods and case definitions precluded comparisons of prevalence rates for
the different types of non-fatal violence across countries. Less than half of countries reported
having conducted nationally representative population-based surveys on most types of non-
fatal violence, and many more countries reported that they had plans of action to reduce
violence than population-based prevalence surveys (Figure 2). This suggests that national
planning and policymaking is often being carried out without nationally representative data
that provide a full perspective on the prevalence of violence.

Prevention Programs, Policies, and Laws

On average, each of the 18 types of surveyed prevention programs was reported to be
implemented on a large scale in about a third of the countries (Figure 3). Life skills training
and bullying prevention to address youth violence and social and cultural norm change
strategies to address intimate partner violence and sexual violence were the strategies most
commonly reported by countries.

About 40% of countries reported having national policies providing incentives for youth at
risk of violence to complete secondary schools and less than a quarter as having policies to
prevent violence by reducing concentrations of poverty. Most countries report laws that
reduce harmful alcohol use and nearly all countries have measures in place to regulate
access to firearms, although the laws themselves and the populations covered vary widely.

On average, the surveyed laws were reported to exist by 80% of countries, but to be fully
enforced by just 57%. The biggest gaps between the existence and enforcement of laws
related to bans on corporal punishment and to domestic/family violence legislation (Figure
4).
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Services for Victims

The report surveyed six health and social services for victims, selected because evidence
suggests they are either effective or promising and because they were assumed to be widely
implemented. It found that 69% of countries surveyed had child protection services in place;
67%, medicolegal services for sexual violence victims; 59%, identification and referral
services for child maltreatment; 53%, identification and referral services for intimate partner
violence and sexual violence; 49%, mental health services; and 34% of countries had adult
protective services in place.

Discussion

The homicide estimates calculated for all 194 WHO Member States are broadly in
agreement with other recent estimates. This report estimates that the global number of
homicides is 475,000 for 2012; the UN Office on Drugs and Crime estimate’ is 437,000,
also for 2012; and the Institute of Health Metrics and Evaluation estimate® is 456,000 for
2010. All three sources find higher rates in low- and middle-income countries, particularly in
the Americas and Southern Africa, than in high-income countries. This convergence, which
extends to the sex and age distribution and mechanisms of homicide, may in part be due to
the different estimates largely drawing from the same data sources. The only other global
estimate of trends in homicide rates, from the Institute of Health Metrics and Evaluation,*
also found rates to be declining rapidly in high-income countries since 2000, and more
slowly elsewhere. Explaining this decline and differences in homicide rates across time and
countries has been the focus of a rapidly growing body of scientific literature.41-46

The report also reveals that national action plans for violence prevention are often present
when national survey data are not. It shows that countries are starting to invest in prevention,
but not on a scale commensurate with the burden, and that policies addressing the social
determinants of violence, such as poverty and education, should be strengthened. It also
makes clear that enforcement of laws relevant to violence prevention, critical for establishing
non-violent norms and deterring violence, remains weak in many countries and that
important types of services for victims of violence—for instance, to reduce psychological
trauma—are not widely implemented in many parts of the world.

To address these gaps, the report makes several recommendations relevant to national,
regional, and global violence prevention efforts.2 The first is to scale up prevention
programs, ensuring that they address all forms of violence, that programs targeting multiple
types of violence are simultaneously prioritized, and that they are informed by evidence. The
quality of the prevention programs identified through the survey should be assessed to
ensure that their content and mode of delivery conform as closely as possible to evidence-
based best practices. The second recommendation is to ensure that existing laws are fully
enforced to close the gap between existence and enforcement of laws, and that the quality of
laws is reviewed against internationally recognized standards and strengthened if required.
The third recommendation is to ensure that services to identify, refer, and protect victims are
comprehensive and sensitive, informed by evidence, and widely available and accessible.
Particular attention should be paid to further developing mental health and adult protective
services in the many countries where they remain weak. The fourth recommendation is to
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strengthen data collection to reveal the true extent of the problem and to develop and
monitor national action plans, programs, and services. The last main recommendation is to
set national, regional, and international baselines and targets for violence prevention and
track progress toward their achievement.

The Global Status Report on Violence Prevention 2014 for the first time provides data on
national efforts to address interpersonal violence. It has four strengths. First, the report
includes recent, high-quality, and comparable homicide estimates, which draw on multiple
sources of data. These provide rates by country, region, and globally; time trends; and
breakdowns by sex and mechanism. Second, its coverage is comprehensive: It addresses all
the main types of interpersonal violence and prevention measures and covers 133 countries,
accounting for 88% of the world’s population. Third, it uses a standardized method, which
included multisectoral input and consensus meetings in countries. Fourth, almost all
included data have been endorsed by the governments of the countries concerned, ensuring
recognition by government of the problem as described in the report, a prerequisite for
governments taking responsibility for addressing interpersonal violence.

The first limitation is that the prevalence data on non-fatal violence reported by countries
varied in the definitions of violence and time frames used, precluding comparison across
countries. Second, it is possible that countries overestimated the extent and quality of
national violence prevention activities, particularly in determining the degree of program
implementation and enforcement of laws. Third, although the survey provided an assessment
of the existence and extent of implementation of measures to prevent and respond to
violence, it was not designed to assess their quality or effectiveness. Fourth, efforts other
than those surveyed may be taking place in countries, so it is possible that more prevention
work is under way in those countries. Viewed in the context of WHO global status reports on
other topics, features of the method used for this report—particularly the multisectoral input,
the consensus meetings, and the process of data validation—lead the authors to have some
confidence in these findings.

Conclusions

The Global Status Report on Violence Prevention 2014 shows that many countries have
begun to take measures to tackle violence. Yet, it also highlights the many gaps that remain
and the effort required to address them. The public health system can play a critical role in
advancing government efforts to address violence. It can, for instance, make a major
contribution to improving the collection of homicide data, to gathering systematic,
population-based data to assess the prevalence of non-fatal violence, and to carrying out
evaluation research to ensure that the programs and services being implemented are effective
and make good use of scarce resources. As this report and other recent research shows,*’
greater attention must be given to developing research and prevention capacity in low- and
middle-income countries where it is lacking and the burden of violence is highest. For
without such capacity, the potential of evidence-based violence prevention to reduce all
forms of violence is unlikely to be realized.
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Trends in estimated rates of homicide by country income status,* 2000-2012, world.
*Low-income: $1,025 or less; lower middle—income: $1,026 to $4,035; upper middle—
income: $4,036 to $12,475; high—income: $12,476 or more (World Bank).
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Proportion of countries with national survey data and national action plans, by type of
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Figure 3.
Proportion of countries implementing violence prevention programs on a large scale by type

of program (77=133 countries).

Note: Although each program is shown as relevant to a particular type of violence, some of
the programs listed in the figure have shown preventive effects on several types of violence.
CM, child maltreatment; EA, elder abuse; IPV, intimate partner violence; SV, sexual
violence; YV, youth violence.
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Proportion of countries with laws to prevent violence and extent of full enforcement (7=133

countries).
FGM, female genital mutilation.
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