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Violence in the United States
Status, Challenges, and Opportunities
Steven A. Sumner, MD, MSc; James A. Mercy, PhD; Linda L. Dahlberg, PhD; Susan D. Hillis, PhD;
Joanne Klevens, MD, PhD; Debra Houry, MD, MPH

IMPORTANCE Interpersonal violence, which includes child abuse and neglect, youth violence,
intimate partner violence, sexual violence, and elder abuse, affects millions of US residents
each year. However, surveillance systems, programs, and policies to address violence often
lack broad, cross-sector collaboration, and there is limited awareness of effective strategies
to prevent violence.

OBJECTIVES To describe the burden of interpersonal violence in the United States, explore
challenges to violence prevention efforts and to identify prevention opportunities.

DATA SOURCES We reviewed data from health and law enforcement surveillance systems
including the National Vital Statistics System, the Federal Bureau of Investigation’s Uniform
Crime Reports, the US Justice Department’s National Crime Victimization Survey,
the National Survey of Children's Exposure to Violence, the National Child Abuse and
Neglect Data System, the National Intimate Partner and Sexual Violence Survey,
the Youth Risk Behavior Surveillance System, and the National Electronic Injury
Surveillance System—All Injury Program.

RESULTS Homicide rates have decreased from a peak of 10.7 per 100 000 persons in 1980 to
5.1 per 100 000 in 2013. Aggravated assault rates have decreased from a peak of 442 per
100 000 in 1992 to 242 per 100 000 in 2012. Nevertheless, annually, there are more than
16 000 homicides and 1.6 million nonfatal assault injuries requiring treatment in emergency
departments. More than 12 million adults experience intimate partner violence annually and
more than 10 million children younger than 18 years experience some form of maltreatment
from a caregiver, ranging from neglect to sexual abuse, but only a small percentage of these
violent incidents are reported to law enforcement, health care clinicians, or child protective
agencies. Moreover, exposure to violence increases vulnerability to a broad range of mental
and physical health problems over the life course; for example, meta-analyses indicate that
exposure to physical abuse in childhood is associated with a 54% increased odds of
depressive disorder, a 78% increased odds of sexually transmitted illness or risky sexual
behavior, and a 32% increased odds of obesity. Rates of violence vary by age, geographic
location, sex, and race/ethnicity, and significant disparities exist. Homicide is the leading
cause of death for non-Hispanic blacks from age 1 through 44 years, whereas it is the fifth
most common cause of death among non-Hispanic whites in this age range. Additionally,
efforts to understand, prevent, and respond to interpersonal violence have often neglected
the degree to which many forms of violence are interconnected at the individual level, across
relationships and communities, and even intergenerationally. The most effective violence
prevention strategies include parent and family-focused programs, early childhood
education, school-based programs, therapeutic or counseling interventions, and public
policy. For example, a systematic review of early childhood home visitation programs found a
38.9% reduction in episodes of child maltreatment in intervention participants compared
with control participants.

CONCLUSIONS AND RELEVANCE Progress has been made in reducing US rates of interpersonal
violence even though a significant burden remains. Multiple strategies exist to improve
violence prevention efforts, and health care providers are an important part of this solution.
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I nterpersonal violence is a pervasive public health, social, and
developmental threat. It is a leading cause of death in the United
States, particularly among children, adolescents, and young

adults. Exposure to violence can cause immediate physical wounds
that clinicians recognize and treat but can also result in long-lasting
mental and physical health conditions that are often less apparent
to health care providers. Violence directly affects health care ex-
penditures. Indirectly, it stunts economic development, increases
inequality, and erodes human capital.

Interpersonal violence is defined by the World Health Organi-
zation as the intentional use of physical force or power, threatened
or actual, against another person or against a group or community
that results in or has a high likelihood of resulting in injury, death,
psychological harm, maldevelopment, or deprivation.1 Although vio-
lence has a long history of study by various fields, a focus on public
health approaches to prevention has largely emerged over the past
3 decades. In 1992, the Centers for Disease Control and Prevention
(CDC) established the National Center for Injury Prevention and Con-
trol as the focal point for advancing a public health approach to vio-
lence prevention in the United States.

The Burden of Violence
Status and Progress Made
Homicide rates have varied over the past 50 years. Beginning in the
1960s, the homicide rate in the United States increased steadily from
about 4 to 5 deaths per 100 000 persons to a peak of 10.7 deaths
per 100 000 in 1980.2 Homicide rates remained markedly el-
evated through the mid-1990s and raised the profile of violent crime
in political and social discourse. Rates of aggravated assault were 86
per 100 000 in 1960, peaked at 442 per 100 000 in 1992, and de-
creased to 242 per 100 000 in 2012 (Figure).

The increase in homicides from the late 1960s to the 1990s
(Figure and Table 1) has been attributed to factors such as the el-
evated proportion of youth among the population resulting from the
post–World War II baby boom; the spread of multiple drugs of abuse;
the proliferation of more powerful firearms; and rapid changes in
family structures, cultural norms, and societal dynamics.6 Since the

early 1990s, homicide rates have declined, but they still exceed rates
in other high-income countries. The World Health Organization’s
Global Status Report on Violence Prevention places the 2012 US ho-
micide rate at 5.4 per 100 000, whereas the rate for Canada was
1.8; for the United Kingdom, 1.5; and for Australia, 1.1 per 100 000.7

For many forms of nonfatal violence—including child maltreat-
ment, youth violence, intimate partner violence, sexual violence, and
elder abuse—progress has also been made, but the burden remains
high (Table 1). For example, from 1992 to 2012, official reports by
child protective service agencies of substantiated sexual abuse de-
clined by 62%, physical abuse by 54%, and neglect by 14%; how-
ever, an estimated 12.5% of US children still experience confirmed
child maltreatment by age 18 years.10,11 Furthermore, a recent analy-
sis of national crime survey data indicates that from 1995 to 2010,
rates of rape or sexual assault among females decreased 58% from
5.0 episodes to 2.1 episodes per 1000 population; however, nearly
1 in 5 women (19.3%) have experienced rape (completed or at-
tempted unwanted penetration) at some point in their life and ex-
perience the sequelae of such violence.15,17

The tables and figure in this report synthesize information from
multiple, national violence data systems maintained by the CDC, the
US Department of Justice, the US Administration for Children and
Families, and other partners, including the National Vital Statistics
System, the Uniform Crime Reports, the National Crime Victimiza-
tion Survey, the National Survey of Children's Exposure to Vio-
lence, the National Child Abuse and Neglect Data System, the Na-
tional Intimate Partner and Sexual Violence Survey, the Youth Risk
Behavior Surveillance System, and the National Electronic Injury Sur-
veillance System–All Injury Program. These data sources are di-
verse and range from household surveys to official administrative
data (see eTable 1 in the Supplement for a description of the major
data systems used).

The Hiddenness of Violence
Nearly all homicides are reported to health and safety officials and
are counted in public data sources, but nonlethal violence is often
unreported (eFigure 1 in the Supplement). For example, in 2011, ap-

Figure. Homicide, Assault, and Case-fatality Rates, United States, 1960-2012
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The homicide rate is from the National Center for Health Statistics3 and the
assault rate is from the Federal Bureau of Investigation (FBI).4 The case-fatality
rate (or lethality rate) was conceptualized by Harris et al5 and is calculated
herein as the homicide rate divided by the homicide rate plus the assault rate

(multiplied by 100 to display percentage). An aggravated assault is defined by
the FBI as an unlawful attack by one person on another for the purpose of
inflicting severe or aggravated bodily injury, usually accompanied by the use of a
weapon or by means likely to produce death or great bodily harm.
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proximately 1570 children younger than 18 years died from child
maltreatment.18 In that year more than 3 million children received
an investigation or response from state child protective services
departments,18 but it is estimated that most episodes of child mal-
treatment were not reported. National survey data from 2011 esti-
mate that 13.8% of children (calculated to be >10 million youth), had
experienced some form of maltreatment by a caregiver.19 Child mal-
treatment can go undetected for a considerable amount of time; cli-

nicians must be vigilant to avoid missed opportunities for detec-
tion and referral by recognizing symptoms and signs of maltreatment
in clinical encounters.20

Violence toward adults is also underreported. Survey data from
the National Intimate Partner and Sexual Violence Survey estimate
that more than 12 million women and men report experiencing some
form of violence (rape, physical violence, or stalking) by an inti-
mate partner each year, but only approximately 480 000 injuries

Table 1. Status and Progress Made on Fatal and Nonfatal Violence, United States

Type of Violence Rate or %
Data Source,
Data Type Year Summary and Progress

Fatal

Homicide rate, per 100 000 population 5.1 NVSS,
administrative
(death
certificates)

2013 Homicide rates have decreased from peak of 10.7 per 100 000 population
in 1980; current rate equals 1964 rate2

From 2004 to 2013, homicide rates decreased 23% in large central
metropolitan counties, 10% in suburbs, and were unchanged in rural areas8

Nonfatal

Aggravated assault rate, per 100 000
population

242 UCR,
administrative
(law enforcement)

2012 Rates have decreased 45% from a peak of 442 per 100 000 population
in 19924

Violence among high school students, %

In physical fight in preceding year 24.7 YRBS, health
survey

2013 In 1991, 42.5% of high-school students reported being in a physical fight
in the preceding year9

Carried a weapon 17.9 YRBS, health
survey

2013 In 1991, 26.1% of high-school students reported carrying a knife, gun,
or club in preceding 30 d9

Child maltreatment, %

Experience maltreatment by age 18 y
that is reported to and confirmed by
child protective service agenciesa

12.5 NCANDS,
administrative
(child protective
services reports)10

2011 From 1992 to 2012, substantiated sexual abuse declined by 62%; physical
abuse by 54%, and neglect by 14%11

Research on 1997-2009 hospitalization rates have detected no change in
injury from child abuse among young children12 and a 4.9% increase in severe
physical maltreatment among children <18 y13

Aged 14-17 y who have experienced
maltreatment in their life
(reported and unreported)b

41.2 NatSCEV, health
survey

2011 Long-term data not available

Partner violence in lifetime, %

Rapec Women,
8.8,
Men, 0.5

NISVS, health
survey

2011 Long-term NISVS data not available.
National 1994-2011 crime survey data indicates the rate of intimate
partner violence against females (including rape/sexual assault, robbery, and
aggravated assault by a current or former spouse, boyfriend, or girlfriend)
decreased from 5.9 episodes per 1000 persons to 1.6 per 1000,
a 72% decrease.14

Physical violence Women,
31.5
Men, 27.5

NISVS, health
survey

2011

Dating violence among high school
students, %

Physical or sexual violence during the
past year among students who dated

Girls,
20.9
Boys,
10.4

YRBS, health
survey

2013 Long-term trend data on this specific measure not available

Sexual violence, %

Raped by any perpetratorc Women,
19.3
Men, 1.7

NISVS, health
survey

2011 Long-term NISVS data not available.
1995-2010 NCVS data indicates rates of rape or sexual assault among women
declined 58% from 5.0 episodes per 1000 population to 2.1 per 1000,
although rates have plateaued since 200515

Unwanted, nonpenetrative sexual
contact in their lifetime

Women,
27.3
Men, 10.8

NISVS, health
survey

2011

Elder abuse, %

Community-dwelling adults ≥60 y who
experienced emotional abuse, potential
neglect, physical abuse, or sexual abuse
over past year

11.4 National health
research survey16

2008 Long-term data not yet available

Abbreviations: NatSCEV, National Survey of Children's Exposure to Violence;
NCANDS, National Child Abuse and Neglect Data System; NCVS, National Crime
Victimization Survey; NISVS, National Intimate Partner and Sexual Violence
Survey; NVSS, National Vital Statistics System; YRBS, Youth Risk Behavior
Surveillance System; UCR, Uniform Crime Reports.
a Definitions of child maltreatment in NCANDS data can vary slightly from state

to state but generally include neglect, physical abuse, psychological
maltreatment, and sexual abuse.

b Child maltreatment in NatSCEV defined as physical abuse, sexual abuse,
emotional abuse, neglect, or custodial interference/family abduction.

c Rape defined as completed or attempted forced penetration, or alcohol or
drug-facilitated penetration.
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are reported to police annually and 150 000 injuries receive medi-
cal treatment (eFigure 2 in the Supplement). The US Justice Depart-
ment surveillance systems indicate that other forms of violent crime
are underreported as well (eFigure 3 in the Supplement).

One reason that violence is underrecognized is that violence re-
porting systems are compartmentalized; the CDC’s National Vio-
lent Death Reporting System synthesizes information from several
sources of data, but it only covers deaths and is currently opera-
tional in only 32 states. Medical, public health, police, judicial, child
welfare, educational, correctional, and community agencies and or-
ganizations have also not yet built mechanisms for comprehen-
sive, coordinated responses to violence.

Risk Factors for Perpetration of Multiple Types
of Violence
Many forms of violence are interconnected at the individual level,
across relationships and communities, and even intergeneration-
ally. Traditionally, efforts to understand, prevent, and respond to in-
terpersonal violence have been constrained by the way violence has
been categorized—usually in terms of the relationship between the
perpetrator and the survivor (eg, parent or caregiver-child, peer to
peer, partner or spouse), but different categories of violence have
similar risk factors or protective factors. A survivor of violence may
also be a violence perpetrator.21 Individuals experience multiple

forms of violence and some perpetrators may perpetrate multiple
types of violence.22 A family may experience both child maltreat-
ment as well as partner violence,23 and perpetrators of family vio-
lence may also be violent toward nonfamily members.24 Exposure
to violence as a child (either directly or as a witness) is a strong and
consistent predictor of future violence exposure as an adolescent
or adult as well as the perpetration of violence as an adolescent or
adult.25,26

Table 2 shows select risk factors that may influence the perpe-
tration of multiple forms of violence at different levels of the social
ecology—individual, family, community, and society. With regard to
individual-level risk factors for violence, there are certain neuropsy-
chological deficits, such as hostile attributional biases and poor im-
pulse control, that can be present among perpetrators of different
forms of violence.27-29 For example, poor impulse control can in-
volve problems with excessive anger or hyperreactivity to a given
stimulus, such as a child crying.27 In meta-analyses, poor impulse con-
trol is associated with a 0.34 correlation with physical child abuse
perpetration and a 0.15 correlation with youth violence
perpetration.27,28 These types of processing deficits may result from
exposure to chronic stressors prenatally or in early childhood af-
fecting the volume, connectivity, and chemistry of the brain. Though
these changes do not directly lead to violence perpetration, they can
leave an individual impaired in many areas of functioning, which can
contribute to violence involvement. For example, with hostile attri-
butional biases, individuals may incorrectly perceive an offense to

Table 2. Select Individual, Family, Community, and Society-Level Factors Associated With the Perpetration of Multiple Forms of
Interpersonal Violencea

Factors or Conditions

Child Maltreatmentb
Youth Violence
(Including Bullying)b

Partner Violence
(Teen and Adult)b

Correlation Coefficient P Value Correlation Coefficient P Value Correlation Coefficient P Value
Individual

Hostile attributional biases 0.3027c <.001 0.1328d <.05 +29

Poor impulse control 0.3427c <.001 0.1528d <.001 +29

Alcohol or drug abuse 0.1727c <.001 0.3028d +29

Experienced abuse as a child 0.2127c <.001 0.0728d <.05 +29

Family

Poor parent-child relationship 0.2227c <.001 0.1528d <.05 +29

Familial economic stress/socioeconomic status 0.1427c <.001 0.2428d +29

Family conflict 0.3927c <.001 0.1228d <.05 +29

Community

Disadvantaged neighborhood +30 +31 +32

Poor neighborhood cohesion or organization +30 +31 +32

Exposure to neighborhood violence +30 +33 +32

Society

Income inequality 0.1734e <.001 0.4435 <.01 0.0436e,f <.05

High prevalence of poverty 0.2534e <.001 0.4435 <.01 0.0637e <.01

a This table details select risk factors for violence perpetration and effect size
expressed as a correlation coefficient, where available. The individual-level
factor or condition refers to that of the perpetrator of violence. Correlation
coefficients are unadjusted measures that indicate the strength of the
relationship between 2 variables but do not indicate causality and may
occasionally act as proxies for other constructs. The variance explained by any
1 risk factor is generally small; this list of risk factors should not be considered
all inclusive. Nearly all measures in this Table are drawn from systematic
reviews and meta-analyses. Exceptions are indicated.

b For systematic reviews that do not report correlation coefficients, + denotes

articles reporting that more than 50% of studies reviewed indicate a positive
association with violence perpetration.

c Correlations are for child physical abuse.
d Based on longitudinal studies; predictors at ages 6 through 11 years of

offending at ages 15 through 25 years.
e Effect measure from a single study.
f Corresponds to an ordered logit model regression coefficient.
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themselves where none was intended—such as a youth who inter-
prets a glance from peers or a collision in the hallway with another
student to be a threat, where no insult was actually intended (cor-
relation coefficient for youth violence of 0.13).

There are many causes of stressors to children that can affect
brain development or are associated with violence perpetration later
in life, including child maltreatment and witnessing partner vio-
lence. Chronic stressors may result from living conditions that affect
children directly, such as poverty. At the societal level, high levels
of income inequality have been linked to multiple forms of vio-
lence. A study of income inequality across 3142 US counties de-
tected a 0.17 correlation between county-level income inequality and
official child maltreatment reports; cross-national studies have also
found significant associations between income inequality and other
forms of violence.34-36 Additionally, stressors can occur indirectly by
means of their effects on parental well-being and parenting behav-
iors. Structural disadvantage and racism can also contribute to the
perpetration of multiple forms of violence.38 Although most of the
risk factors listed in Table 2 are associated with chronic stress in the
lives of children, it is important to note that the variance explained
by any 1 risk factor is generally small. Consequently, although these
risk factors should be considered in exploring opportunities for pre-
vention, intervening solely on 1 risk factor may have limited effect.
Research suggests that it is the accumulation of multiple adverse ex-
periences that is associated with the greatest risk of subsequent like-
lihood of violence involvement. In contrast to the effect of risk fac-
tors, adverse health outcomes may be buffered by protective factors,
such as safe, stable, and nurturing family relationships and high lev-
els of support and cohesion within communities.31

Challenges for Violence Prevention
Disparity
Rates of violence vary by age group, geographic location, sex, race,
and ethnicity. For example, homicide is the leading cause of death
for non-Hispanic blacks from age 1 through 44 years, whereas it is

the fifth most common cause of death among non-Hispanic whites
in this age range. This high rate among African Americans is primar-
ily driven by exceptionally high rates among males between the ages
of 15 and 34 years.3 Child protective services reports from 2013 in-
dicate that the rate of child maltreatment is 8.1 per 1000 children
among white, 14.6 among black, and 8.5 among Hispanic children.18

Differences in child maltreatment rates as well as other forms of vio-
lence are attributable to underlying risk factors, such as poverty.39

Table 3 displays disparities in violence by race/ethnicity; disparities
in rates of violence increase with the severity of violence (ie, homi-
cide vs nonfatal violence).

Violence disproportionately affects younger individuals—
rates of experiencing homicide among those between the ages of
15 and 39 years are more than 2-fold higher than those among in-
dividuals 40 years or older.3 The increase in homicide rates from 1985
to 1993 was largely accounted for by an increase in homicide among
individuals aged 15 to 24 years.40 Rates of violence also vary by lo-
cation; for example, metropolitan areas have greater homicide rates
than suburban or rural areas.8 Variation in rates of violence by geo-
graphic area may be attributable to social constructs such as in-
equality and poor social cohesion, which are elevated in urban
areas.41

Slowing Decrease in Case-Fatality Rates
The proportion of assaults resulting in the death of an individual (ie,
the case-fatality rate) has declined markedly since the 1960s
(Figure). This decline in the lethality of assaults is believed to be
largely attributable to improvements in the quality and availability
of trauma care. Over the past several decades, the number of hos-
pitals, hospital capacity, physician availability and specialization,
and technology used in caring for individuals who are critically ill
has improved and such measures have been associated with lethal-
ity reductions on the county level.5 Injured patients receiving care
at trauma centers have a lower risk of death than those treated at
other facilities.42 However, since the mid-1990s, decreases in case-

Table 3. Rates of Experiencing Violence by Race and Ethnicitya

Type of Violence Year

Non-Hispanic

Hispanic

Non-Hispanic
Black:White
(Non-Hispanic) RatiobWhite Black

American Indian/
Alaska Native

Asian/Pacific
Islander

Homicides per 100 000 populationc 2013 2.5 18.7 4.5 8.4 1.6 7.5

Aggravated assaults per 1000 population 2013 3.4 6.0 3.7 1.8

Women reporting experiencing rape in their life, %d 2011 20.5 21.2 13.6 27.5 1.0

Women reporting experiencing physical violence by an
intimate partner in their life, %

2011 30.5 41.2 29.7 51.7 15.3 1.4

Annual child maltreatment cases per 1000 childrene 2013 8.1 14.6 8.5 12.5 1.7/7.9 1.8

High school students in physical fight in past year, % 2013 20.9 34.7 28.4 1.7

a Data sources: homicide data from National Vital Statistics System; assault data
from National Crime Victimization Survey; rape and intimate partner violence
data from the National Intimate Partner and Sexual Violence Survey; child
maltreatment data from the National Child Abuse and Neglect Data System;
fight data from the Youth Risk Behavior Surveillance System.

b The ratio is calculated by dividing the non-Hispanic black figure by the
non-Hispanic white figure; this column is shown to highlight the magnitude of
the disparity between fatal and nonfatal violence by race.

c Rates of homicide are age adjusted.

d Rape is defined as completed or attempted forced penetration, or alcohol or
drug-facilitated penetration. An intimate partner can include current or former
spouses (including married spouses, common-law spouses, civil union
spouses, and domestic partners), boyfriends or girlfriends, dating partners,
and ongoing sexual partners.

e Child maltreatment is defined as determination that maltreatment was
substantiated or indicated; or the child was considered an alternative
response victim. Rates of child maltreatment are reported separately for Asian
and Pacific Islander.
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fatality rates have slowed (Figure). It appears that there is a limit to
which skilled critical care can save patients’ lives; clinicians and
health care systems should consider ways to become more
involved in violence prevention.

Health Consequences of Violence
Beyond physical injuries, which are the most apparent conse-
quences of violence, the association between violence and infec-
tious diseases, especially sexually transmitted infections (STIs) such
as human immunodeficiency virus (HIV), is well established.43,44 For
example, although forced sexual intercourse can directly transmit
infectious agents, sexual and nonsexual violence are also associ-
ated with subsequent early sexual debut, multiple partners, failure
to use condoms or other forms of protection, and other behaviors
that increase the risk of STIs. In a recent meta-analysis, relative to
children experiencing no abuse, the odds of contracting STIs or en-
gaging in risky sexual behaviors ranged from 57% higher among
those children experiencing neglect to 78% higher among children
experiencing physical abuse.44 Beyond the risk of STIs, exposure to
abuse as a youth is also associated with adverse reproductive health
outcomes, including fetal death and postpartum depression.45

Experiencing violence (physical, sexual, psychological) is asso-
ciated with increased risks of mental health and behavioral disor-
ders such as depression, posttraumatic stress disorder, personality
and conduct disorders, anxiety, sleep and eating disorders, sub-
stance abuse, and suicide and suicide attempts.46 For example, meta-
analyses indicate that children who were physically abused have a
54% increased odds of depressive disorders and a 92% increased
odds of drug use.44 Children experiencing emotional abuse or ne-
glect can have even higher rates of psychological comorbidities
(>300% increased odds of depressive disorders from emotional
abuse and >200% increased odds from neglect, relative to chil-
dren without abuse exposure).44 Psychosocial outcomes in adult-
hood associated with past experiences of childhood violence may
also include problems with finances, family, jobs, anger, and stress.45

Lastly, violence is also associated with the development of ma-
jor noncommunicable diseases, such as cardiovascular disease, can-
cer, chronic lung disease, and diabetes as well as key risk factors for
several chronic diseases, including harmful alcohol use, tobacco use,
physical inactivity, and obesity.44,47 For example, data from meta-
analyses, indicate that children who have experienced physical abuse
have a 55% increased odds of tobacco smoking and a 32% in-
creased odds of obesity, relative to nonabused children.44 Al-
though the relationship between childhood violence exposure and
many noncommunicable diseases is still emerging, a growing num-
ber of prospective, longitudinal studies are establishing strong as-
sociations.

Opportunities for Prevention
Violence prevention programs are often developed to address cer-
tain forms of violence (eg, child maltreatment, partner violence,
youth violence) rather than multiple forms of violence. By focusing
on those strategies that can reduce multiple forms of violence,
practitioners have the potential to maximize gains in violence pre-

vention. In Table 4 and Table 5, we highlight violence prevention
strategies with some evidence for an effect on multiple forms of
violence and that have been evaluated by major violence preven-
tion evaluation bodies or possess other strong experimental evi-
dence. The oldest and most tested violence prevention strategies
are largely parent- and family-focused programs, early childhood
education, therapeutic or counseling interventions, school-based
programs, and public policy approaches.

Parent- and family-focused programs provide education and
training to parents with the goal of improving emotional bonds
between parents and children and teaching participants how to
effectively discipline, monitor, and supervise children as well as
strengthen access to social support and other resources. Programs
for young children with components that teach parents communi-
cation skills and positive parent-child interaction skills and that
include active role play and practice produce greater preventive
effects than those without these components.62 Although parent-
ing and family focused programs can vary substantially in content,
method, and setting, a systematic review of early childhood home
visitation programs detected a 38.9% reduction in episodes of
child maltreatment in intervention participants compared with
control participants.63 The earlier parenting and family programs
are delivered in a child’s life, the greater the benefits; however, sig-
nificant benefits have also been demonstrated when delivered to
adolescent populations.64

The evidence also suggests that early childhood education can
prevent future violence involvement. Early childhood education pro-
grams are associated with positive social and emotional develop-
ment, lower rates of official reports of child abuse and neglect, less
aggression and child behavior problems, and higher rates of sec-
ondary school completion and have also demonstrated long-term
effects on violent and criminal behavior.65,66 One example is the Chi-
cago Child-Parent Center program, which provides a comprehen-
sive educational program beginning in preschool, as well as other
family support services to economically and educationally disad-
vantaged children.67 A 15-year follow-up of preschool program par-
ticipants across 25 sites in Chicago demonstrated statistically sig-
nificant lower rates of juvenile arrests in the intervention vs control
group (16.9% vs 25.1%, respectively).67

There is also substantial evidence for therapeutic approaches
and universal school-based violence prevention programs. Not
only do therapeutic programs reduce the trauma-related harms of
experiencing violence, but they also can prevent subsequent vio-
lence involvement. Cognitive behavioral therapy (CBT) and Multi-
systemic therapy are 2 examples of therapeutic approaches. A
Campbell Collaboration meta-analysis of CBT programs for criminal
offenders demonstrated a crime recidivism reduction of 25% (re-
cidivism rate of 0.30 in the intervention group compared with
0.40 in the control group over approximately 12 months after the
intervention period).53 As for universal school-based programs,
such approaches are associated with a 15% relative reduction in
violent behavior in students across all school years participating in
these programs and a 29% reduction in violence among students
in high school.68 School-based programs have demonstrated
reductions in both peer violence and teen dating violence and are
also cost-effective.48,69

Although many policy-level interventions for violence remain
to be tested, there is some evidence for policies that aim to reduce
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alcohol-related harms. Given the strong association between alco-
hol use and violence involvement, reductions in alcohol consump-
tion are expected to be associated with reduced levels of multiple
forms of violence. Based on systematic reviews, the Community Pre-
ventive Services Task Force recommends increasing alcohol prices,
limiting days and hours of sale, regulation of alcohol outlet density,
upholding liability of establishments for alcohol-related harm com-
mitted by customers (dram shop liability), enhanced enforcement
of laws prohibiting the sale of alcohol to minors, and screening and
brief interventions for problem drinkers.49

There are also other policy- and community-level approaches
that represent promising strategies to prevent multiple forms of vio-
lence. Violence is higher in communities where there are limited eco-
nomic opportunities; where there are high concentrations of poor
and unemployed people; where people move frequently; and where
there are limited public, mental health, and social services avail-
able to residents and fewer civic and voluntary associations.31 Con-
sequently, the evidence for other policy- and community-level
approaches to address these characteristics points to income-
strengthening approaches (eg, subsidies or cash transfers), urban

Table 4. Examples of Violence Prevention Strategies That Can Impact Multiple Forms of Violencea

Approach

Example
Program/
Intervention Descriptionb

Level of Evidence
Washington State Institute
for Public Policy
(Benefit Minus Cost From
Meta-analysis48), $c

Blueprints for
Healthy Youth
Developmentd

Systematic Review
Recommendations49e

Early childhood
visitation

Nurse-Family
Partnership

Nurses visit low-income families
during pregnancy, after birth, and
first few years of life;
Support women for improved
health, pregnancy outcomes, child
care, social support, educational
attainment, and employability

17 332 Model program Task Force: early childhood home
visitation to prevent child
maltreatment

Parenting
training

Parent
Management
Training,
Oregon Model

Group and individual parent
training sessions delivered in a
range of settings and focused on
communication, child
development, parent-child
bonding, parenting skills, behavior
management techniques

NA Model program Cochrane review: supports
behavioral and cognitive behavioral
group–based parenting for child
conduct problems (includes
Oregon Model)50

Campbell review: supports early
family/parent training to prevent
antisocial behavior and delinquency51

School-based
social-emotional
learning
approaches

Life Skills
Training

Typically delivered to school-aged
students; includes problem-solving
skills, emotional regulation, and
resistance skills
Involves didactic instruction,
demonstrations, practice-based
learning, and strategies for multiple
risk behaviors

1028 Model program Task Force review: universal
school-based programs
Campbell review: school-based
bullying prevention programs52

Early childhood
education

Child-Parent
Centers/
Head Start

Multiple models of early childhood
education and support ranging
from universal prekindergarten to
additional health, social, or
parental support

26 386 (pre-kindergarten)
16 068 (Head Start)f

NA NA

Public policy Increasing
alcohol prices

Increasing alcohol prices by 10% is
associated with a 5.0% decrease in
beer, 6.4% in wine, and 7.9% in
spirit consumption
Other policy approaches include
restricting outlet density

NA NA Task Force review: increasing
alcohol prices to reduce excessive
consumption and related harms
(includes studies on violence)

Therapeutic
approaches

CBT Addresses distorted thought
patterns and beliefs that can lead to
harmful actions; targeting thought
patterns aims to improve
management of behaviors and
emotions; can be used to reduce
trauma-related harms and problem
or criminal behaviors

10 777 (adult)
6738 (child)g

NAh Task Force review: individual and
group CBT for reducing psychological
harm from traumatic events
(including physical and sexual abuse,
exposure to school, community,
and domestic violence)
Campbell review: demonstrated a 25%
reduction in crime recidivism53

Abbreviations: CBT, cognitive behavioral therapy; NA, not evaluated.
a Strategies selected have evidence for affecting more than 1 form of violence as

determined from leading violence prevention program evaluation bodies;
thus, some programs that target 1 form of violence are not discussed. Example
programs are those reviewed by the evaluation bodies listed. The list is not all
inclusive and inclusion should not necessarily be viewed as an endorsement
over comparable programs.

b Program descriptions are abbreviated.
c Benefit-cost provided is for listed example program unless otherwise noted.

Formulae available in reference technical documentation. Benefit-cost
calculations account for multiple outcomes and expenses.

d Programs designed as ‘Model’ are based on level of randomized clinical trial

evidence and other criteria. Model programs require a minimum of (1) 2
high-quality randomized control trials or (2) 1 high-quality randomized control
trial plus 1 high-quality quasi-experimental evaluation. Programs must also
demonstrate sustained effect for 12 or more months after the intervention and
be ready for dissemination. See www.blueprintsprograms.com for full criteria.

e The Community Preventive Services Task Force is an independent, nonfederal,
unpaid panel of public health and prevention experts.

f For prekindergarten programs funded by states or local school districts; Head
Start is federally funded.

g For adult moderate- to high-risk offenders; benefit for juvenile offenders not
yet available; $6738 for child trauma.

h Program refers to a general approach.
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upgrading (eg, improved transportation, lighting, buildings, green
space), economic development strategies (eg, business improve-
ment districts), and residential mobility programs that enable fami-
lies living in disadvantaged environments to resettle in more advan-
taged neighborhoods.70-72 Increasing family income through
subsidies or cash transfers, for example, has been shown to reduce
child abuse and neglect, youth violence, and partner violence.58,59,71

Lastly, bystander strategies are increasingly being used to pre-
vent sexual violence, teen-dating violence, and bullying. With this
approach, participants are trained to recognize potentially violent
situations or behaviors that they see occurring and are taught skills
to safely intervene. This approach also seeks to change underlying
social norms that promote violence. A meta-analysis of bystander
education to prevent sexual assault on college campuses found mod-
erate effects on both bystander efficacy and intentions to help oth-
ers at risk; smaller but significant effects were seen on increasing ac-
tual bystander helping behaviors, decreasing acceptance of rape
myths, and decreasing rape proclivity.56 Additionally, a recent meta-
analysis of bullying programs detected an increase in bystander in-
terventions among program recipients (an increase of 20% of 1 stan-
dard deviation more than control group participants).57

Although less is known about the modifiable factors that serve
as protective buffers in the face of disadvantage, previous research
suggests that connectedness and community-level collective effi-
cacy are protective factors that may offset many of the negative in-
fluences in disadvantaged environments. These factors also seem
to be protective across multiple forms of violence, including child
maltreatment, youth violence, intimate partner violence, and sui-
cidal behavior.73 Although, to date, few interventions in these areas
have been tested and evaluated, it is a promising area for future re-
search. It is also important to acknowledge the significant contri-
butions to violence prevention and response elucidated by other do-
mains, such as criminology. Strategies such as problem-oriented

policing are also associated with important effects on violence re-
duction. The science of violence prevention has made significant
progress over the last 2 decades. Widespread dissemination and
adoption of available evidence-based strategies, however, is still
needed.

Role of Health Care Systems and Clinicians
Many health care or clinical approaches to violence prevention are
still early in development and, in general, there is limited experi-
mental evidence for such approaches. However, a variety of strat-
egies are being pursued and merit additional evaluation. Individu-
als exposed to violence can use health care services at a high rate
and some clinicians have established programs designed to pre-
vent their patients’ future involvement in violence and recidivism
for violent injury (Box).76,80 Such programs often are operated by
emergency departments and trauma services80,81; however, pri-
mary care clinics also have implemented programs to prevent vio-
lence, such as the Safe Environment for Every Kid (SEEK) model, a
pediatric outpatient program. The SEEK program consists of iden-
tification of risk factors, offering brief counseling, and referring pa-
tients for services. A randomized clinical trial in which participants
were followed up for more than 3.5 years found that children whose
families were in the SEEK intervention had a significantly lower rate
of official child protective services reports of child maltreatment
(13.3%) than did those in the control group (19.2%). Intervention
families also experienced improved health benefits such as lower
rates of delayed immunizations.54 In addition to the identification
of risk factors for violence involvement, clinicians can be trained to
recognize the signs and symptoms that may be associated with ex-
periencing violence, such as injuries; unexplained chronic pain; gas-
trointestinal symptoms; genitourinary symptoms; repeated unin-

Table 5. Promising Interventionsa

Approach
Example
Program/Intervention Description

Evidence for Effectiveness
(Evidence Described as Programs Not Yet Evaluated by Listed
Evaluation Bodies)

Brief clinical
interventions

SEEK Primary care–based approach to identify
targeted risk factors, brief interventions such
as motivational interviewing, handouts, and
resource referrals, including social worker
support

RCTs suggest that SEEK is associated with reduced child
maltreatment and may also reduce intimate partner violence54,55

Bystander
training

Green Dot Educate and empower individuals witnessing
violence or harmful behaviors to act and shift
social norms

A systematic review of campus sexual assault prevention showed
some behavioral change56A systematic review of bullying
prevention programs was associated with increased bystander
intervention57

Income supports WIC, Food Stamp Program,
or other supplements

Supplement family income: programs can
provide foodstuffs; other services; or direct
cash transfers, subsidies, or tax credits

Income supplement programs have been evaluated in randomized
and quasi-experimental longitudinal designs: the Minnesota Family
Investment Program, an alternative welfare structure that provided
increased financial incentives for families, was administered
through random allocation and was associated with decreased
domestic violence and child behavioral problems58

Another rigorous evaluation among Native American families
demonstrated that income supplements from the opening a casino
was associated with a decrease in conduct disorders among
children who moved out of poverty59

Built
environment
modifications

Green space creation or
provision

Access to green space by cleaning vacant lots
and planting grass or trees or through housing
assignments

Random assignment of urban public housing residents to areas of
increased green space was associated with decreased levels of
partner violence60 and a longitudinal, decade-long,
difference-in-differences analysis demonstrated that vacant lot
greening was associated with decreased gun assaults61

Abbreviations: NA, not evaluated; RCTs, randomized clinical trials; SEEK, Safe
Environment for Every Kid; WIC, Special Supplemental Nutrition Program for
Women, Infants, and Children.

a Other promising interventions are those not yet reviewed by the evaluation
bodies listed but with experimental evidence suggesting potential effect on
multiple forms of violence.

Violence in the United States Special Communication Clinical Review & Education

jama.com (Reprinted) JAMA August 4, 2015 Volume 314, Number 5 485

Copyright 2015 American Medical Association. All rights reserved.

Downloaded From: http://jama.jamanetwork.com/ by a University Of Connecticut Health Center User  on 08/05/2015

http://www.jama.com/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2015.8371


Copyright 2015 American Medical Association. All rights reserved.

tended pregnancies or sexually transmitted disease; symptoms of
depression, anxiety, and sleep disorders; alcohol or other sub-
stance abuse82; and behavioral problems in children.

New incentives and opportunities have been created to im-
prove identification and assistance of patients at risk of violence and
those presently experiencing violence. With the passage of the Af-
fordable Care Act, screening adolescent and adult women for inter-
personal violence and counseling must now be covered by many
health plans with no cost sharing for patients.75 Reimbursement rates
and implementation details are likely to differ across plans, but this
may facilitate identification of such patients and support on-going
efforts. Large trials have shown little efficacy if the intervention for
patients who screened positive for intimate partner violence in-
volved providing them a resource list or informing their clinician with
subsequent discussion and referral left to the discretion of the
clinician.83,84 Programs that have followed a positive screen result
with more intensive support, such as a clinic-based CBT interven-
tion, have noted improved outcomes.85 One such program, which
screened minority women at prenatal care clinics and then pro-
vided CBT, demonstrated a reduction in subsequent intimate part-
ner violence (23.3% in intervention group vs 37.8% in control group
over all follow-up interviews; intervention participants also gave birth
to a lower proportion of infants with very preterm birth [1.5% vs
6.6%]).85 More research is needed to better identify elements of pro-
grams that most effectively assist individuals found to be experi-
encing intimate partner violence or to identify other novel strate-

gies. For example, medical-legal partnerships, an approach that
attempts to better integrate legal services for patients into clinical
care, can potentially assist clinicians with interventions not typi-
cally considered by the medical community. For example, in 1 ret-
rospective cohort study, at the 12-months follow-up, women who
had obtained permanent protection orders had a rate of police-
reported physical abuse that was 20% of those women without pro-
tection orders (rate of 2.9 incidents per 100 person-years in inter-
vention vs 14.0 incidents per 100 person-years in control).86

Some health systems have also attempted to address underly-
ing risk factors by various forms of community engagement. For
example, hospital systems have funded school-based educational
programs that attempt to modify early risk factors for violence.76

Other health care systems have begun to intentionally purchase
produce, goods, or services from local businesses in high-risk com-
munities in an attempt address underlying economic risk factors for
violence involvement.76 These strategies represent early engage-
ment of health care systems with more population-level preventive
approaches; evaluation of such strategies is needed to best guide
efforts.

Conclusions
The scientific literature indicates quite clearly that preventing in-
terpersonal violence is strategic from a health and public health per-

Box. Action Steps for Health Care Systems and Clinicians

Identify

Clinical trials in pediatric primary care settings suggest that identifi-
cation of violence-associated risk factors, brief interventions, and
referrals may reduce some forms of violence54,55

The US Preventive Services Task Force recommends that clinicians
screen women of childbearing age for intimate partner violence.
Through appropriate training, clinicians can also improve their
identification of women experiencing abuse even if they cannot
screen all asymptomatic patients.74 Electronic medical records can
prompt physicians on appropriate language and response if a patient
screens positive

With the Affordable Care Act insurers can no longer deny coverage
to individuals by using domestic violence and related sequelae as a
preexisting condition, more of these patients may be entering
routine medical care75

Intervene

Create, expand, and evaluate emergency department, trauma, or
other clinical programs that work with those patients presenting
with injury; some such programs have been linked with subsequent
decreased emergency department utilization or violent behavior76

Use mental health interventions, particularly those designed to
reduce trauma and other violence-related harms77

Collaborate

Develop new community collaborations. For example, hospital and
police department partnerships have led to promising interventions
for violence prevention78

Consider participating in and offering services as a part of coordi-
nated centers, such as Family Justice Centers (the co-location of

multiple agencies to facilitate patients receiving comprehensive,
wrap-around services such as legal, medical, housing/shelter, child
care, advocacy)

Train

Provide training in trauma-focused care to all staff— trauma-focused
care principles are to be aware of the widespread impact of trauma;
understand paths for recovery; recognize signs and symptoms of
trauma in patients, families, and even staff; respond in a way that
incorporates knowledge about trauma into policies, procedures, and
practices; and resist re-traumatization through avoiding harmful
practices (eg, using restraints or seclusion rooms when not clearly
indicated) 79

Incorporate violence-prevention awareness and principles into the
curriculum of medical students, residents, and other health care
professionals

Prevent

Leverage health care system resources to create primary prevention
programs. Some hospitals have sourced produce or goods from local
business that employ disadvantaged populations as an attempt to
address underlying socioeconomic determinants; others have used
the health care system to provide job and skills training for high-risk
youth. Some hospitals have funded community-based parenting or
school-based classes that incorporate violence prevention76

Investigate new strategies for primary prevention (ie, to prevent
violence from happening in the first place); more research is needed
to better understand effective health care-based approaches
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spective. It is strategic because of the consistently documented high
levels of violence to which young children, adolescents, and young
adult women and men are exposed. Furthermore, exposure to vio-
lence plays an important role, not just in causing physical injuries and
homicide, but also in the etiology of mental illness, chronic disease,
and infectious diseases such as HIV. Thus, preventing exposure to
violence can have downstream effects on a broad range of health

problems. Finally, there is a substantial and rapidly growing evi-
dence base on what works to prevent violence. This evidence sug-
gests that priority should be given to interventions that can affect
multiple forms of violence, particularly those that seek to prevent
violence among children and youth. The effects of violence and the
probability of involvement in future violence are dose dependent;
thus, considerable gains can be made by early intervention.
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