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Youth violence prevention 

facilities. Data are only readily available for 
violence resulting in death. DALYs measure 
the physical consequences of violent 
injuries, but do not capture the psychological 
and reproductive health consequences – 
which can be large – which are not 
measured by typical information systems 
(Butchart et al 2004). Routine data are not 
available for separate types of violence, but 
inferences can be made by age and gender. 
Youth violence includes a range of aggres-
sive acts, from bullying and fighting to 
assaults and homicide. Reports suggest that 
around 45% of schoolchildren have been 
bullied at some time (McVeigh at al 2005, 
Currie et al 2004). 
 
The scale of youth violence in the 
WHO European Region 
 
There are marked inequalities in mortality 
from youth violence in the Region. The 
highest rates are in low- and middle-income 
countries (LMIC), while those in high-income 
countries (HIC) are among  the lowest in the 
world. A comparison of countries shows that 
the lowest rates are in the Nordic countries 
and western and central Europe (Fig. 1). 
The countries with the highest rates are the 
Baltic states and the north-western and 
southern countries in the Commonwealth of 
Independent States (CIS). 
 
In addition to the intercountry variations in 
levels of violence, there is also strong 
evidence that indicates that even within 
countries with the lowest violence mortality 
rate, people with low socioeconomic status 
and people who live in less affluent areas 
die more often by violence than do people 
who live in other areas (Laflamme et al 
2009). Study from the United Kingdom 
shows that youth living in deprived areas 
were disproportionately exposed to violence 
and were nearly six times more likely to be 
admitted to emergency hospitals for injuries 
due to assault (Bellis et al 2008).    
 

Background 
 
Interpersonal violence kills about 73 000 
people in the World Health Organization 
(WHO) European Region annually, 
equivalent to 200 per day or 8 per hour. It is 
the fifth leading cause of injury death (Sethi 
et al 2006). The highest death rates for 
males are among those aged 30–44 years 
and, for females, those aged 45–59 years. 
Although most deaths (34%) occur in people 
aged 30–44, the largest number of disability-
adjusted life-years (DALYs) lost (39%) are in 
the group aged 15–29. In youth between the 
ages of 15-29 years, interpersonal violence 
is the third leading cause of death (over 12 
000 deaths per year) after road traffic injury 
and self-inflicted injury (Global Burden of 
Disease Study 2002). It is the fifth leading 
cause of disability in young people with the 
loss of 700 000 DALYs in 2002.  Both the 
WHO Regional Committee for Europe 
resolution RC55/R9 and the European 
Council Recommendation on the prevention 
of injuries emphasis a public health 
approach to the prevention of violence and 
injuries (WHO Regional Office for Europe 
2005 and European Commission 2007) 
 
Defining youth violence  
 
The World report on violence and health 
(Krug et al., 2002) defines violence as the 
intentional use of physical force or power, 
threatened or actual, against oneself, 
another person, or against a group or 
community, that results either in injury, 
death, psychological harm, maldevelopment 
or deprivation. The typology of violence can 
be divided into: self-directed (as in suicide or 
self-harm), interpersonal (child, partner, 
elder, acquaintance, stranger), collective (in 
war and by gangs) and ”other intentional 
injuries” (including deaths due to legal 
interventions). Although this briefing is only 
concerned with interpersonal violence in 
youth, many of the risk factors are cross 
cutting and there are synergies in the 
strategies for prevention, whether they 
address interpersonal, self-directed or 
collective violence.  
 
For the purposes of this policy briefing youth 
violence is defined as a form of interper-
sonal violence that takes place in individuals 
aged 15 to 29 years, or in small groups, and 
can be psychological as well as physical. It 
is an insidious and frequently deadly social 
problem. It takes place in the home, in the 
streets and other public settings, in the 
workplace and in institutions such as 
schools, hospitals and residential care 
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a  The former Yugoslav Republic of Macedonia 
Source: Mortality by 67 causes of death, age and sex (off-line version), supplement to the European health for all  
database (HFA-MDB). 2008 
 

Fig. 1 Standardized mortality rates for assault in people aged 15-29 in the WHO  
 European Region, averages for a three-year period, 2004-2006 or most recent 
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Risk factors of youth violence 
 
The ecological model is useful for considering risks as it takes into account that interpersonal 
violence is an outcome of interaction among many factors at different levels – the individual, 
the relationship, the community and the societal level (Fig. 2) (Krug et al 2002, Mercy et al 
1993, Bronfenbrenner 1979). 
 
 
Fig. 2   The ecological framework on levels of intervention against youth violence 
 

Source: Krug et al 2002  
 
Individual risk factors include childhood aggressive behaviour, impulsivity, low educational 
achievement and aggressive beliefs and attitudes . Relationship or family risk factors include 
being subjected to harsh physical punishment and humiliation, witnessing violence in the 
home, having poor parental supervision and associating with delinquent peers. At the 
community and societal levels, there is evidence that young males who live in neighbour-
hoods with high crime rates and poverty are prone to violence. Gang membership is 
associated with violent behaviour, and studies have shown that youth entering gangs become 
more violent and engage in riskier, often illegal activities (Krug et al 2002). Alcohol and drugs 
are precipitants to violent behaviour and are associated with both victims and perpetrators 
(Krug et al 2002, Sethi et al 2006). Alcohol is implicated in up to 40% of violent attacks, 
though this may vary by setting. The introduction of free-market principles, the aggressive 
marketing strategies of alcohol manufacturers (particularly to youth), weak regulatory 
capacity, increasing social tolerance, illegal production and smuggling of alcohol have led to 
increased consumption.  
The alcohol level in the blood is influenced by the type, volume and pattern of drinking. Binge 
drinking of spirits is relatively common in youth in many countries and is strongly associated 
with violence. Countries such as some of the European countries in transition, which have 
low social capital and traditionally high levels of alcohol consumption, have seen large 
increases in alcohol misuse in those people who are the weakest in terms of social support 
and occupational status (Sethi et al., 2006). Experiencing or witnessing violence can lead to 
the harmful use of alcohol. The depiction of violence in the media may have some role (Krug 
et al 2002). Violence generally is more prevalent in societies that have undergone armed 
violence or repression, and in those undergoing great social and economic turmoil, such as 
the Region’s LMIC (Zwi 2003, Walberg et al 1998). It is also higher in societies showing large 
inequalities in wealth and lacking social protection policies. 
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Prevention of youth violence 
 
Most of the evidence comes from interventions at the individual and relationship level, which 
are targeted during infancy and childhood to prevent behavioural problems, as well as in 
adolescence and early adulthood. Pre-school enrichment programmes improve educational 
achievement and self-esteem and are associated with less violence in later life. Social 
development programmes to reduce aggressive and antisocial behaviour try to improve 
social skills with peers and promote cooperative behaviour by teaching young people to 
manage anger, adopting a social perspective, resolving conflicts and solving social problems 
(McVeigh et al 2005, Kellerman et al 1998). These are most effective if delivered in preschool 
or school and targeted to high risk groups. A programme to reduce bullying using behavioural 
techniques has reduced the incidence of bullying by half in Bergen, Norway, and is being 
successfully implemented in the United Kingdom (McVeigh et al 2005, Krug et al 2002, 
Olweus et al 1998). 
 
Home visitation and training in parenting are examples of programmes aimed at the 
relationship level. The former involves regular visits to a child’s home by a health professional 
and provides training, support, counselling and monitoring for low-income mothers and 
families at increased risk of abusing their children. The Triple-P Positive Parenting Pro-
gramme combines a mass-media campaign with both consultations with primary carers to 
improve parenting practices and intensive support to parents with children at risk of behav-
ioural problems; it has been shown to be costeffective in reducing violence (Triple-P News 
2001, Saunders 1999). 
 
Promising community and societal-level programmes include those providing child-care, 
preschool enrichment, safe routes to school, improved street lighting, extracurricular and 
after-school activities for children and adolescents (such as sports) to reduce involvement in 
underage drinking and anti social behaviour, improved school environments and monitoring 
and removal of toxins from the environment. Reducing the availability of alcohol and drugs is 
important. Changing cultural and social environments – by such means as reducing 
concentrations of poverty and income inequalities, altering night-time environments in city 
centres, reducing economic and social barriers to development, creating job programmes, 
reducing access to firearms, and strengthening the criminal justice system – are intuitively 
and ethically appealing societal approaches requiring further evaluation (Kellerman et al 
1998, Butchart et al 2004, Hughes et al 2004, Hahn et al 2003). Table 1 shows effective 
strategies for preventing youth violence by the developmental stage when interventions are 
targeted and the level of influence in the ecological model.  
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Table 1.  Strategies for preventing youth violence by developmental stage and level  
 of influence (adapted from Butchart et al 2004) 

 Developmental Stage 

Level of  
interven-
tion 

Infancy 
(<3 years of 
age) 

Childhood 
(3-11 years of 
age) 

Adolescence 
(12-19 years of 
age) 

Early adulthood 
(20-29 years of 
age) 

Individual Increased  ac-
cess to perinatal 
and postnatal 
services 
 

Pre-school en-
richment pro-
grammes 
Social develop-
ment programs 
Programmes to 
prevent bullying 
Home school 
partnership pro-
grammes 

Social development 
programmes 
Programmes to pre-
vent bullying 
Academic enrich-
ment programmes 
Educational incen-
tives 

  

Relation-
ship 

-Home visitation 
 
-Training in  
parenting  

-Training in  
parenting 

-Mentoring 
-Family therapy 

  

Societal 
and com-
munity 

  Safe routes to 
schools 
Improved street 
lightning 
Improved 
school environ-
ments and 
monitoring 
  

Changing cultural 
and social norms 
that support youth 
violence 
Improved street 
lightning 
Improved school 
environments and 
monitoring 
Reducing availabil-
ity of alcohol and 
drugs 
Altering night-life 
environment in city 
centers 

Changing cultural 
and social norms 
that support youth 
violence 
Improved street 
lightning 
Reducing availabil-
ity of alcohol and 
drugs 
Altering night-life 
environment in city 
centers 

Strengthening police and judicial system 
Reducing access to firearms 
Promoting social, economic and cultural rights 
Reducing concentrations of poverty and income inequalities 
Reducing economic and social barriers to development 
Creating job programmes  
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Reducing the availability and misuse of alcohol and drugs  
 
Alcohol and drugs are strong precipitants to violent behaviour and they are associated with 
being both a victim and perpetrator of violence. A lot of the excess adult mortality in the 
world, has been attributed to alcohol ingestion, with about 20–30% of all intentional injury 
deaths due to this cause (Lopez et al., 2006).  Alcohol is a modifiable risk factor that requires 
special consideration, given the large burden of injuries attributable to it, particularly in LMIC 
(World Bank 2005, Shkolnikov 2001, Watt et al 2004, European Alcohol Action Plan 2005). 
Cost-effective strategies at the population level include legislation, taxation, and restricting or 
banning advertising (Foxcroft et al 2002, Room et al 2005, Rehm et al 2004).  Brief advice by 
physicians is cost-effective for individuals at risk (Foxcroft et al 2002, Rehm et al 2004 ). 
Controlling alcohol misuse will reduce the burden not only from unintentional injuries and 
violence but also from other alcohol related disorders, such as cardiovascular diseases and 
cirrhosis (Powles et al 2005). This was demonstrated by the anti-alcohol campaign in the 
Russian Federation that, after its introduction in 1985, led to a decrease of state retail outlet 
alcohol sales of 63%, which although offset by an increase in private production, led to an 
overall fall in alcohol consumption of 25% over a three year period. This resulted in a 33% fall 
in alcohol-associated violent deaths and an increase in male life-expectancy of 3 years 
(McKee 1999, Nemstov 1998). 
   
Intersectoral approach to violence prevention 
 
The approach to violence prevention is intersectoral and many programmes require a 
collaborative approach between the health sector and sectors such as education, justice, and 
social services (Krug et al 2002, Butchart et al 2004, Sethi et al 2008a, Olds 1998, Reynolds 
2001).  Some of the interventions defined as effective in systematic reviews of the literature 
are shown in Table 2 along with the sectors involved.  
 
Table 2.  Specific violence prevention activities by effectiveness and sectoral  
 involvement 

 
 
 
 

Intervention Effectiveness 
rating 

Sectors involved 

Training programmes for par-
ents 

Effective Health, social services, faith-based or 
community, justice 

Family therapy for children and 
adolescents at high risk 

Effective Health, social services, justice 

Educational incentives for at-
risk high-school students 

Effective Education, social services, justice 

Life skills training programmes Effective Education, health 
Pre- and post-natal nurse home 
visiting 

Effective Health 

Pre-school enrichment pro-
grammes 

Effective Education, health, family services 

Mentoring programmes Promising Social services, education, justice, 
community, private sector 

Home–school partnership pro-
grammes promoting the in-
volvement of parents 

Promising Education, social services 

Peer mediation and counselling Ineffective   

Education on the dangers of 
drug use 

Ineffective   
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Conclusions 
 
Youth violence is a preventable public health problem but it requires resources and commit-
ment. Risk factors are witnessing violence in the family, poor parenting, poor education, 
inequalities of wealth, dense concentration of poverty, the availability of firearms, and alcohol 
and substance abuse (Krug et al 2002). Programmes of pre-school enrichment, social 
development, home visitation, parenting skills, improved educational attainment and 
mentoring reduce violence. Social and economic policies such as reducing inequalities in 
wealth and the concentration of poverty and access to alcohol are also important. The health 
sector need to act as an advocate for violence prevention and take up a coordinating role in 
ensuring that there is a multisectoral response to violence prevention (Sethi et al 2008b).  
 
 

Key messages to policy-makers on youth violence 

• Interpersonal violence is the third leading cause of death (over 12 000 deaths per year) 
and the fifth leading cause of disability in young people. 

• In all countries, young males are both the principal perpetrators and victims of violence. 

• The risk of violent death in LMIC is 11.3 times that in HIC. 

• Witnessing violence in the family, poor parenting, poor education, inequalities of wealth, 
dense concentration of poverty, the availability of firearms, and alcohol and substance 
abuse are risk factors. 

• Interventions such as positive parenting, life skills training, educational incentives and 
those targeting alcohol reduction are good investments to prevent violence. 
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