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10 key points from this document
1.

There are 2.5 million violent incidents in England and Wales each year. They result in 300,000
emergency department attendances and 35,000 emergency admissions into hospital (chapter 2).

2.

Violence is estimated to cost the NHS £2.9 billion every year. This figure underestimates the
total impact of violence on health as, for instance, exposure to violence as a child can increase risks of
substance abuse, obesity and illnesses such as cancer and heart disease in later life. The total costs of
violence to society are estimated at £29.9 billion per year (chapter 3).

3.

Much like many infections, violence is contagious. For instance, exposure to violence, especially
as a child, makes individuals more likely to be involved in violence in later life (chapter 4).

4.

Violence shows one of the strongest inequalities gradients with emergency hospital admission
rates for violence being around five times higher in the most deprived communities than in the most
affluent (chapter 4).

5.

By adopting a public health approach violence can be prevented. A range of different interventions
throughout the life course can reduce individuals’ propensity for violence, lower the chances of those
involved in violence being involved again and ensure that those affected by violence get the support
they require (chapter 5).

6.

Data on violence are increasingly available from health services, police, other routine sources
and a variety of surveys. These identify individual and community level risk and protective factors.
Such data can be used to target interventions at those most at risk and monitor progress (chapter 2).
The inclusion of violence indicators in the national Public Health Outcomes Framework (chapter 6)
means robust, comparable measures of trends in violence will be available for all localities.

7.

A wide range of interventions are available to public health practitioners. Programmes that
support parents and families, develop life skills in children, work with high-risk youth and reduce the
availability and misuse of alcohol have proven effective at reducing violence. Measures to ensure
appropriate identification, care and support mechanisms are in place are important in minimising the
harms caused by violence and reducing its recurrence (chapters 5 and 6).

8.

In many cases health economic analyses are already available that demonstrate significant cost
savings where violence prevention programmes have been established (chapter 5). Some areas in
England are already employing these measures. If other areas followed suit financial and health benefits
would be substantial.

9.

Violence prevention is a critical element in tackling other public health issues. Violence impacts
on mental wellbeing and quality of life, prevents people using outdoor space and public transport and
inhibits the development of community cohesion (chapter 3).

10. Changes to public health and other public structures should help facilitate violence prevention.
The establishment of Public Health England and locally accountable health and wellbeing boards;
the movement of public health teams into Local Authorities and the election of police and crime
commissioners, can be used to create multi-agency plans for violence prevention in all localities.
Such plans should use the strong evidence base behind public health approaches to violence prevention
to ensure public sector, private sector and community assets all contribute to violence prevention and
benefit from less violence (chapter 6).
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1. Introduction
Who should read this document and why?
Violence is not something that just happens, nor is it normal or acceptable in our society.
Many of the key risk factors that make individuals, families or communities vulnerable
to violence are changeable, including exposure to adverse experiences in childhood
and subsequently the environments in which individuals live, learn and work throughout
youth, adulthood and older age. Understanding these factors means we can develop
and adopt new public health based approaches to violence. Such approaches focus on
the primary prevention of violence through reducing risk factors and promoting protective
factors over the life course.
Interventions to achieve these goals have been
tested and now form part of a growing evidence
base of cost effective measures to reduce the harms
associated with violence and prevent its occurrence.
The impact of violence on the health of individuals
and the costs it imposes on health care systems £2.9 billion annually - are substantive (see box 1);
akin to those for other major public health priorities
such as smoking and alcohol.1 Thus, the potential
benefits of adopting an evidence-based approach
to violence prevention are also substantive in terms
of both improved population health and reduced
health care costs.
This document outlines the extent (chapter 2) and
impact (chapter 3) of violence nationally, covering
violence in the general population as well as
specific violence types that can impact dramatically
on different sectors of society: child maltreatment,
youth violence, intimate partner violence, sexual

violence and elder abuse. It also provides information
on how to access local intelligence on violence and
related harms (chapter 2).
The document describes some of the key risk
and protective factors for violence (chapter 4) and
collects together details of interventions and policy
measures that have been effective in preventing
violence (chapter 5), giving examples of where
these are already being employed in England.
It also outlines the policy frameworks already in
place to support violence prevention (chapter 6).
The document should be read by those with a
role in health policy, commissioning or delivery of
public health services. However, any individual and
organisation with an interest in violence prevention,
safe guarding, troubled families and multi-agency
working between health, criminal justice and
education should find it of use.

Box 1: Key national figures on the extent and cost of violence
Annual number of violence incidents2
Annual number of emergency department attendances for violence3
Annual number of emergency hospital admissions for violencea
Annual cost of violence to society

b

Annual cost of violence to health servicesb

2.5 million
300,000
35,000
£29.9 billion
£2.9 billion

England; all other figures cover England and Wales. Data from the North West Public Health Observatory, Centre for Public Health. bcalculated by London School of
Economics, see Appendix available separately.

a
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Seizing the opportunity to prevent violence
This document coincides with a number of changes
to the NHS and public health system that may
facilitate the implementation of violence prevention
initiatives. Public health is being integrated into
local government structures, allowing stronger
connections between Directors of Public Health
and local services aimed at addressing poverty,
inequalities, education, housing, employment and
crime. Preventing violence is pertinent to all these
issues and is strongly related to inequalities, with
the poorest fifth of society suffering rates of hospital
admissions for violence five times higher than those
of the most affluent fifth.4
Public health teams should be able to use the
information in this document to ensure parental
and social support, education, housing and other
key services are aware of the roles they can play in
violence prevention and the evidence base on which
approaches are most effective. The Joint Strategic
Needs Assessment process5 also provides an
ongoing local mechanism through which public
health teams can ensure development of integrated
approaches to violence prevention. Furthermore,
Directors of Public Health in local authorities have
a lead role and budgetary responsibility for tackling
issues related to alcohol and drugs; both of which
feature as major risk factors for violence (see
chapter 4).
The Public Health Outcomes Framework includes a
number of violence related indicators (see chapter
6) covering not just violence in general but also
sexual and domestic violence. Such outcomes are
aimed at encouraging local joint work on key public
health issues. Directors of Public Health have the

opportunity to facilitate joint working on violence
through the sharing of intelligence from health and
criminal justice agencies in order to more effectively
target interventions at populations and localities
at greatest risk (see chapters 2 and 5). As well as
informing this process, this document should help
Directors of Public Health and their teams develop
integrated approaches to community safety with
Police and Crime Commissioners.
At a national level there is now an increasing
recognition of the importance of a life course
approach to violence that emphasises the need
for primary prevention. The Home Office gang and
youth violence plan6 adopts such an approach, and
the need to break an infective cycle within families,
where violence is passed from one generation to
another, is emerging as a key feature in helping
troubled families.
Ensuring public health contributes effectively
to these and other national developments should
be possible through Public Health England.
It is ideally placed to use and build on the
information provided in this document and to ensure
intelligence on violence and its relationship with
health and wellbeing are available to national and
local organisations. Together with local Directors of
Public Health, Public Health England should also
ensure that clinical services are aware of the roles
they can play in the identification and prevention of
violence, the benefits violence prevention brings
to reducing pressures on their services and the
importance of providing the best treatment and
care to those affected.
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Summary
Preventing violence must be seen as a priority
for public health, health care and multi-sectoral
working in England. Violence is a major cause of
ill health and poor wellbeing as well as a drain
on health services and the wider economy.
However, it is preventable using measures
that save much more money than they cost to
implement. Interventions, especially those in
early childhood, not only prevent individuals
developing a propensity for violence but also
improve educational outcomes, employment
prospects and long-term health outcomes.
Abuse in childhood increases risks of violence in
later life, but also risks of cancer, heart disease,
sexually transmitted infections, substance use,
and a wide range of health conditions that are
currently stretching health care resources (see
chapter 3).

8

Moreover, without safe and secure communities,
measures to encourage people to exercise, socialise
or adopt more sustainable lifestyles (e.g. using public
transport) are more likely to fail as people feel trapped
in their houses and cars and unable to engage
with local communities. Even broader economic
inequalities can remain stubbornly entrenched when
investment in the poorest communities is inhibited
by risks of violence to staff and customers.
The breadth of individuals and organisations
affected by violence and the number that need to
be coordinated in order to prevent it mean that public
health is uniquely positioned to lead programmes on
violence prevention, support the implementation of
violence prevention activity by partner agencies and
make a major contribution to integrated multi-agency
working for violence prevention. This document is
designed as a resource for those that wish to rise to
this challenge.
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2. The extent and nature
of violence
Understanding the extent of violence, where and how it happens and who is affected can
inform effective public health responses.
National surveys and data routinely collected by
health services, police, social care services and
other agencies can measure trends in violence and
identify at risk population groups and communities.
This chapter outlines the extent and nature of
violence in the general population and for specific
violence types: child maltreatment, youth violence,
intimate partner violence, sexual violence, and elder
abuse. Whilst this is not an exhaustive list of violence
types, it covers many of the forms of violence with
the largest public health impact in England today.

At a local level, the collation and sharing of multiagency data on violence is critical in understanding
the impact of violence on local populations, which
groups or communities are most at risk, what
types of interventions are needed and ultimately
how effective they are at preventing violence. This
chapter identifies some of the key health data
sources on violence that can support multi-agency
prevention activity.

Protecting people Promoting health   A public health approach to violence prevention for England
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Violence in the general population
Violence causes around 35,000 emergency hospital admissions and over 300,000
emergency department attendances in England each year.
Violence is a major public health issue that affects
millions of people across England. The Crime
Survey for England and Wales (CSEW; formerly the
British Crime Survey) estimated that just over two
million violent incidents were committed against
adults in 2011/12. Over half a million more were
estimated to have been committed against children
aged 10-15 years.2
Over the same period, police recorded around
762,500 violence against the person offences in
England and Wales, including 550 homicides7a
(see box 2.1). A further 53,665 sexual offences
were recorded. Just under half of violent incidents
recorded by police resulted in injury as did half of
those reported by adults to the CSEW, compared
with 69% of those reported by children.
The difference between violence reported through
the CSEW and that recorded by police shows that
many incidents of violence are not reported to
criminal justice systems. However, violence that
results in injury often requires health treatment.
Health services therefore play a major role in
identifying the extent of violence and at risk groups.
There were 34,713 emergency hospital admissions
for violence in England in 2010/11. Rates were
highest in young males, and increased with
increasing deprivation (see chapter 4).
Figure 2.2 shows emergency hospital admission
rates for violence by local authority area. Rates are
generally higher in the North of the country. For
example, the North West had 124.1 admissions
per 100,000 population compared with 44.5 per
100,000 in East of England.

Box 2.1: Homicide
Homicide data from 2010/118 (covering 636
recorded homicides) show that over two thirds
of victims were male. The risk of homicide
was highest in children under the age of one.
With the exception of infants, however, adults
were more likely to be victims than children.
Child victims were most commonly killed by
parents or step parents and adult victims by
friends and acquaintances (for male victims) or
current or ex-partners (for female victims). Sharp
instruments were the most common means of
homicide, used in 36% of all offences in 2010/11.
Shootings accounted for 9% and included the
12 victims of the Cumbria shootings in June
2010. Although 2010/11 saw a 5% increase in
recorded homicide offences from the previous
year, there has been a general downward trend
in homicides over recent years.
For every hospital admission for violence, a further
ten assault victims require treatment at emergency
departments (EDs).3, 9 ED assault attendances
peak at weekend nights, and are often related to
alcohol.10 Rates of both hospital admissions and
ED attendances for violence are highest in young
males from deprived communities.4
The 1990s and early 2000s saw large increases
in levels of violence across England. However,
major data sources suggest that this trend has
since halted and violence is now decreasing (see
figure 2.1). There are advantages in the sharing of
information between different sources in order to
build a true picture of violence (see page 18).

a
Some incidents initially recorded as homicide are later reclassified if a lesser offence, or no offence, is found to have taken place. Homicide figures are based on the
year in which offences are recorded by police rather than the year they take place.
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Figure 2.1: Trends in emergency hospital admissions for violence and police-recorded violence, England

*Violence against the person and sexual offences

Source: North West Public Health Observatory, Centre for Public Health; Home Office

Figure 2.2: Emergency hospital admissions for violence by local authority area of residence, directly
age standardised rate per 100,000 population*

Source: North West Public Health Observatory, Centre for Public Health

* Annual rate averaged over three years, 2008/2009 to 2010/2011
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Child maltreatment
The NSPCC estimates that as many as one million secondary school students in the UK
have suffered severe maltreatment at some point during their lives.
A significant proportion of children suffer abuse and
neglect. All forms of child maltreatment are underreported and only a small proportion of cases are
likely to come to the attention of services.
Child abuse or maltreatment includes all
forms of physical and/or emotional ill-treatment,
sexual abuse, neglect or negligent treatment
or commercial or other exploitation, resulting
in actual or potential harm to the child’s health,
survival, development or dignity in the context of
a relationship of responsibility, trust or power.11

The NSPCC estimates that as many as one million
secondary school students in the UK have suffered
severe maltreatmenta at some point in their lives.12 In
a study conducted by the NSPCC in 2009, one in
five (18.6%) 11-17 year olds reported having been
severely maltreated, mostly at the hands of parents
or guardians (13.4%).13 Six percent reported some
form of maltreatment by parents or guardians in the
past year.

The NSPCC study also surveyed young adults aged
18-24 and parents of children under the age of 11
(see figure 2.3). In 18-24 year olds, the proportion
reporting parental neglect during childhood had
not changed from those identified in a survey of
the same age group in 1998.14 However, levels of
emotional abuse and harsh physical punishment
had decreased, along with some measures of
physical and sexual violence.
In 2010/11, the NSPCC received nearly 36,000
contacts from people who were worried about
a child.15 As of March 2011, 42,330 children in
England were the subject of a child protection plan
- meaning they have been assessed as being at risk
of significant harm of abuse.16
Figure 2.3: Percentage of children and young
people having ever suffered severe abuse or
neglect, 2009, UK*

Across their lifetime, 6.9% of 11-17 year olds had
experienced severe physical abuse and one in twenty
(4.8%) had suffered contact sexual abuse.13 Girls
were at greater risk of sexual abuse than boys. In two
thirds of all sexual abuse cases the perpetrators had
been other children or young people. Over a fifth of
those who had been physically hurt by a parent or
guardian had not told anybody about it, rising to over
80% of cases of sexual assault by a peer.

Source: Radford et al, 201113

Including severe physical and emotional abuse by any adult, severe neglect by
parents or guardians and contact sexual abuse by any adult or peer.
a
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*Data collected via a random probability sample of children, young adults and
parents in the UK. Survey included 2,160 parents or guardians of children under
age 11; 2,275 children aged 11-17, with additional information provided by
parents or guardians; and 1,761 young adults aged 18-24.
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Youth violence
In 2010/11, there were 13,000 emergency hospital admissions for assault among 13-24
year olds. One in seven involved a knife or sharp object.
The Crime Survey for England and Wales (CSEW)
shows that young people aged 16-24 suffer higher
levels of violence than other adult age groups. In
2011/12, 11.0% of males and 5.7% of females aged
16-24 reported having been a victim of violence
in the past year.2 In the previous survey, half of all
violence reported by adults was estimated to have
been committed by 16-24 year olds.17

In 2010/11 there were 12,963 emergency hospital
admissions for assault among 13-24 year olds. One
in seven (1,886) involved the use of knives and other
sharp objects. Across the whole population, the
peak age for emergency admission to hospital due
to violence is 18 years4 (see chapter 4, figure 4.2).
Figure 2.4: Emergency hospital admissions for
assault, 13-24 year olds, England

Since 2009, the CSEW has also surveyed 10-15 year
olds. In 2011/12, 7.6% of 10-15 year olds reported
suffering a violent crime in the past year, equating
to an estimated 566,000 violent crimes in this age
group across England and Wales. Over two thirds
of incidents resulted in injury.2
The CSEW figures reported here exclude more
minor forms of violence against children,a yet
bullying in school and the community can also have
severe impacts. In 2009, a survey of over 250,000
10-15 year old school children in England found that
almost half (46%) had been bullied at school and
a fifth (21%) had been bullied elsewhere at some
point during their lives. One in three (29%) had been
bullied in the past year.18
Gang and knife-related youth violence has become
a key cause of concern in England. Throughout the
early to mid 2000s, both fatal and non-fatal violence
involving young people increased. Homicides in 1324 year olds peaked in 2007/08 (at around 180)19
and emergency hospital admissions for violence
peaked in 2006/07 (at over 15,000; figure 2.4).
While both measures have since reduced, hospital
admission rates for violence remain higher than
they were a decade ago.

Source: North West Public Health Observatory, Centre for Public Health, 2012

Many incidents of youth violence (and other types of
violence) involve alcohol, which can increase risks
of both perpetrating and being a victim of violence
(see chapter 4). Across England and Wales, one in
five incidents of violence occur in or around pubs,
bars or nightclubs.17 Analyses of ED data show that
assault attendances peak at weekend nights, when a
large proportion of assault patients are young males
who have been drinking at bars and nightclubs.10, 20

a
The CSEW provides two measures of violence against children – a ‘preferred’ measure that accounts for the severity of an offence and a broad measure which includes
all reported incidents, including low-level incidents between children. The preferred measure is reported here.
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Intimate partner violence
Almost 900,000 women and 600,000 men in England and Wales are estimated to have
suffered abuse at the hands of an intimate partner in the past year.
Intimate partner violence is any behaviour within
an intimate relationship that causes physical,
psychological or sexual harm to those in the
relationship.11 It can be perpetrated by existing
or past partners and is one of the most common
types of violence towards females. However, both
genders can be victims as well as perpetrators.
For women in particular, risks of victimisation are
highest in young adulthood.21

including emotional and financial abuse (see figure
2.5). However females are more likely to suffer sexual
assault and threats of violence than males. They
are also more likely to experience longer periods
of abuse, repeat victimisation, physical injury and
emotional harm,22 and to report their abuse to police
or health professionals, than males.8
Figure 2.5: Types of intimate partner violence
suffered by victims in the last year, 2010/11

The 2011/12 CSEW2 estimated that around one
in four women and one in seven men aged 16-59
have suffered abuse at the hands of an intimate
partner since the age of 16. In the past year, intimate
partner violence was reported by 3.6% of men and
5.4% of women, equating to almost 600,000 men
and 900,000 women.
In the 2010/11 survey, a quarter (27%) of victims
reported having sustained a physical injury in their
most recent episode of abuse, and 39% reported
mental or emotional problems (see chapter 3).
A fifth of victims had told no-one about the abuse.
A third had told someone in an official position,
mostly police, followed by health professionals.8
Some victims of intimate partner violence suffer
abuse repeatedly over a long period of time.
A third of those who have experienced abuse since
the age of 16 report this to have lasted for more
than one year. One in three past year victims report
having suffered more than one incident of abuse
and around 6% of female and 3% of male victims
report being abused more than 20 times.22
Among victims of both genders, the most common
forms of intimate partner abuse are non-physical,

14

Source: British Crime Survey 2010/118

While all intimate partner violence is underreported, some forms can be particularly hidden.
For example, there are estimated to be at least
5,000 to 8,000 reported cases of forced marriage
in England each year,23 whereby one or both
spouses do not (or cannot) consent to the marriage
and duress is involved.24 Around 85% of such
cases involve female victims, who can suffer
domestic violence, rape, damage to mental wellbeing and other harms. Attempts to avoid or
escape forced marriage can be met with serious,
sometimes fatal, violence.25
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Sexual violence
Over 400,000 women and 80,000 men in England and Wales are estimated to have
suffered a completed or attempted sexual assault in the past year.
In 2011/12, 53,665 sexual offences were recorded by
police in England and Wales, including around 16,000
rapes and 22,000 sexual assaults.7 One in three rapes
recorded by police involved child victims under the
age of 16. Sexual violence is known to be widely underreported, with only one in ten adult victims of serious
sexual assault reporting the incident to police.21

Figure 2.6: Perpetrators of sexual assaults
experienced by women since the age of 16

The term sexual violence covers a wide range
of abusive acts directed towards an individual’s
sexuality, including sexual assault, rape, sexual
coercion, sexual bullying and female genital
mutilation.
The CSEW includes a self-completed module
to gather data on sexual assault experienced by
adults. In 2011/12 it estimated that around one in
five women (19.6%) and 2.7% of men had suffered
a sexual assault since the age of 16.2 Three percent
of women and 0.3% of men reported an actual
or attempted sexual assault in the previous year,
equating to around half a million adult victims. Young
women were at greatest risk of sexual assault,
with prevalence of past year victimisation rising to
7.9% in 16-19 year old females. Certain population
groups can also be at increased risk, including sex
workers26 and gay and bisexual men.27
The perpetrators of serious sexual assault are most
often known to victims. Over half of female victims in
2009/10 were assaulted by partners or ex-partners.
Only 14% were assaulted by strangers. Conversely,
most less serious sexual assaults such as indecent
exposure and sexual threats were committed by
strangers21 (see figure 2.6).

Source: British Crime Survey 2009/10

Alcohol is a common feature of sexual assault. Over
a third of offenders and a quarter of victims of serious
sexual assault are thought to have consumed alcohol
prior to the incident.21 Surveys suggest that there is
a negative attitude towards female victims of sexual
violence among a sizeable minority of the population,
particularly if they have been drinking, using drugs or
flirting with the perpetrator prior to the assault.28
Sexual violence can also manifest through forced
marriage (see page 14), human trafficking and
female genital mutilation (FGM).a 25 The extent of
all these forms of violence is largely unknown and
estimates should be treated with caution. Police
research in 2009 estimated that 2,600 trafficked
women were involved in off-street prostitution
markets across England and Wales.29 A 2007 study
estimated that 66,000 women in England and
Wales had FGM, and 33,000 girls were at high risk
of existing or future FGM.30

a
For further information on these issues see the Report from the harmful traditional practices and human trafficking subgroup: Responding to violence against women
and children - the role of the NHS25
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Elder abuse
One in forty older patients seen by the average general practitioner or family physician will
be suffering from abuse or neglect.
Older people can be vulnerable to abuse and
neglect in their own homes (e.g. by family members,
friends or carers) and in communal establishments
such as care homes. Awareness of elder abuse has
increased over the last few decades yet it remains a
largely hidden form of violence.
Elder abuse has been defined as a single
or repeated act, or lack of appropriate action,
occurring in any relationship where there is
an expectation of trust, which causes harm or
distress to an older person.

ever committed some form of abusive behaviour
towards their dependent with a third (34%) reporting
abusive behaviour in the past three months.32 Verbal
abuse was the most common type of abusive
behaviour reported.
Figure 2.7: Estimated number of older people
living in private households that were maltreated
in the past year, UK, 2006

The UK National Prevalence Study of Elder
Maltreatment in 2006 found that 2.6% of older
people (aged over 65) living in private households
had been maltreated by family members, close
friends or care workers in the past year.31 This was
calculated to equate to 227,000 individuals, or an
estimated one in forty older patients for the average
GP or family physician.
The prevalence of maltreatment was highest in
those aged 85 and over, at 4.1%. Overall, females
were more likely to report maltreatment (3.8%)
than males (1.1%). The most common form of
maltreatment reported was neglect (1.1%), followed
by financial abuse (0.7%), psychological abuse
(0.4%), physical abuse (0.4%) and sexual abuse
(0.2%) (see figure 2.7).
The estimates provided by the UK prevalence study
are likely to be conservative, as it did not include
some of the most vulnerable populations such as
those with severe dementia or living in communal
establishments. In a study of family carers of people
with dementia living at home, half reported having
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Source: Biggs et al, 200931

Almost half a million older people in England
receive essential home care paid for, at least in
part, by local authorities. An enquiry into this home
care found that whilst half of those consulted were
satisfied with the care they received, there were
failures elsewhere. Examples included the failure to
provide adequate nutrition, regular theft of money,
disregard for privacy and dignity, and the use of
unnecessary physical force.33
With an ageing population, growing numbers of
older individuals are requiring care and support. By
2035, it is estimated that almost a quarter (23%) of
the English population will be aged 65 or over.34
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Violence against health service staff
8% of NHS staff report having experienced physical violence from patients, their relatives
or other members of the public in the past 12 months.
The 2011 NHS staff survey found that 8% of NHS
staff had been physically assaulted by a patient,
relative or other member of the public in the past
year, and that 15% had suffered harassment,
bullying or abuse. Ambulance service staff were
most likely to report violence, followed by those
working in mental health services and acute trusts
(figure 2.8). Fifteen percent of participants reported
harassment, bullying or abuse (and 1% physical
violence) by a manager or colleague.35
A 2009 survey of frontline NHS staff36 suggested
that younger staff and male staff were most likely
to have experienced a physical assault, with those
working in emergency departments, nursing and
security roles at increased risk. Over a third of staff
who had been verbally abused, and a fifth of those

physically assaulted, did not report the abuse.
Among staff who had been abused, some of the
main contributory factors were thought to be:
• The patient’s mental health condition;
• Individuals being under the influence of alcohol;
• Length of time waiting to be seen by a health
professional; and
• Difficulties understanding information or
instructions.
The Royal College of Nursing lone worker survey found
that six out of ten nurses working in the community
had been verbally abused in the last two years and
over one in ten had been physically assaulted.37
The costs of violence against NHS staff have been
estimated at £60 million per year38 (see chapter 3).

Figure 2.8: Percentage of NHS staff reporting abuse from patients/service users, their relatives or other
members of the public in the past 12 months

Source: 2011 NHS Staff Survey35

Protecting people Promoting health   A public health approach to violence prevention for England

17

Local violence data and health data sources
The availability and use of local data on violence is
important in understanding how violence impacts
on local populations, which groups or communities
are most at risk, and consequently what types of
interventions are needed where.

can inform the development and targeting of
primary prevention, including early life interventions
(see chapter 5). Major health data sources include:

There are several sources of data that can be used to
measure violence locally, including that from police,
health services, child protection services, victim
services and advocacy organisations. Datasets that
are collected nationally and available at local authority
level are provided through the VIPER system (see
box 2.2). More detailed exploration of data can be
conducted locally to identify when, where and how
violence happens and the types of people it involves.

The Hospital Episodes Statistics (HES) system
routinely collects data on patients admitted to NHS
hospitals. HES identifies violence as an external
cause of admission. Available data include patient
demographics (e.g. gender, age, ethnicity, area of
residence) and certain types of violence (e.g. use
of a sharp object). Hospital admissions generally
represent more serious forms of violence.

Hospital admissions data

Emergency department data
Police data are typically used to identify the timing
and location of assaults to target operational activity
to address violence, such as enforcement activity in
pubs and clubs. These analyses are often undertaken
by police and community safety partnerships. Health
data, particularly ED data, can make a valuable
contribution to this work (see box 2.3 and chapter 5).
Importantly, health data can also be used to identify
the types of individuals suffering violence and the
communities in which they live, and consequently

EDs collect patient information including cause of
attendance and demographics. EDs in England
use a range of different computer systems to collect
data and consequently the level of data available
varies. However, a minimum attendance dataset is
fed in to the HES system, which identifies assault as
an attendance category. Due to variable data quality,
statistics are currently experimental. Nevertheless,
at a local level ED data can be shared with local
partners to inform violence prevention.

Box 2.2: VIPER: the Violence Indicator Profiles for England Resource
VIPER is an online resource that provides access to local authority level data on violence. Hosted by
the North West Public Health Observatory, key indicators provided by VIPER include:
• Police recorded violence against the person offences
• Police recorded sexual offences
• Emergency hospital admissions for violence
• Hospital admissions for unintentional and deliberate injuries in children aged 0-17 years
• Mortality from suicide and undetermined injury
For each indicator, numbers and rates are provided for each local authority in England. Rates are also
displayed in comparison to regional and national averages.
VIPER can be accessed at www.preventviolence.info/viper
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ED data sharing is a key government priority as
demonstrated by the Coalition Commitment on
Information Sharing to tackle violence.39 This is
supported by the College of Emergency Medicine
(CEM) guideline for the collection and sharing of
enhanced data between EDs and Community Safety
Partnerships to support violence prevention (see
box 2.3). This approach to violence prevention is
informed by work that has taken place in Cardiff.40
A range of resources to support data sharing
are available at www.publicinnovation.org.uk/Data_
Sharing.html, including an e-learning toolkit, case
studies to demonstrate progress in England and
findings from the latest national audit on progress
towards delivering the Coalition Commitment.
Ambulance data
There is currently no national system for recording
ambulance data, thus its content and availability will
vary, yet key data items can include call out location,
patient demographics, assault type and outcome. The
role of ambulance data in violence prevention has yet
to be explored in detail, but already feeds into injury
surveillance systems in some areas (see box 2.4).41
Box 2.4: Local health data on violence
To support local decision-making, health data
have been used to develop local violence profiles
for all local/unitary authority areas in the North
West. Using hospital admissions, ED attendance
and ambulance call out data, the profiles identify
the extent of violence, its impact on health services
and at risk groups and communities. They also
provide details of whether local EDs are following
the CEM guidelines. In Wirral Local Authority, the
profile shows that:
• Health data record around 300 hospital
admissions, 1,200 ambulance call outs and 1,600
ED attendances for assault in Wirral each year.a
• Health treatment demand for violence has
decreased over recent years.
• Males, those aged 18 to 35 years, and those who
live in the most deprived areas are most at risk of
violence leading to health treatment.

Box 2.3: The College of Emergency
Medicine guideline for information sharing
to reduce community violence
1. EDs should routinely collect, electronically
wherever possible, data about assault
victims at registration. Receptionists should
collect the date and time of the assault, the
location (name of pub, club, school, street
etc) of the assault in free text and which
weapon (fist, foot and so on) was used.
2. There is no need for a formal information
sharing agreement between the ED and the
Community Safety Partnership (CSP).
3. This data should be shared with the local
CSP and crime analysts in an anonymous
and aggregate form.
4. Senior emergency physicians should be
supported to participate in CSP meetings.
The Department of Health is supporting work to
promote the collection and sharing of enhance
violence data in all EDs in England.
• Wirral is fully compliant with the CEM guidance
and routinely shares enhanced data on violence.
http://nwpho.org.uk/violenceprofiles/

Ambulance call outs for assault per 100,000
population 2008-2010, Wirral*

Crude rate
13.9-184.6
184.7-402.8
402.9-763.3
763.4-1501.2
1501.3-2874.5
*By middle super output area

There were 2,822 recorded violence against the person offences in Wirral in 2010/11

a
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3. The impact of violence
Violence damages physical and emotional health and can have long-lasting negative
impacts across a wide range of health, social and economic outcomes. It increases
individuals’ risks of a broad range of health damaging behaviours – including further
violence – and reduces their life prospects in terms of education, employment and social
and emotional wellbeing.
The burdens of violence fall heaviest on victims
and their families, but also affect those who witness
violence, live in violent communities and fear
violence in public space. Addressing these burdens
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places significant costs on public resources,
including health services, criminal justice agencies,
education and social services.
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Acute impact of violence
The acute consequences of violence include
physical and emotional injury, disruption to
education, employment and housing, and
restrictions to social behaviours. This section
highlights some of this immediate impact.

Figure 3.1 Health services accessed by victims of
intimate partner abuse

Physical injury
Violence can cause significant physical injury to
victims, which in the worst cases can be fatal or
leave individuals with permanent disabilities or
disfigurement. In 2011/12, just under half of violence
recorded by police resulted in injury7 as did half of
that reported by adults to the CSEW, and 69% of
that reported by children.2
In the 2010/11 British Crime Survey (BCS), 27% of
those reporting intimate partner abuse in the past
year had sustained a physical injury. Minor bruising
or a black eye (19%) and scratches (13%) were the
most common injuries sustained. Over one in 20
victims suffered severe bruising or bleeding from
cuts and 2% had internal injuries or broken bones or
teeth.8 Over a quarter (28%) of individuals who had
suffered physical or emotional effects from intimate
partner violence in the past year sought medical
treatment. GP or doctors’ surgeries were the most
common services accessed (see figure 3.1).
The 2009/10 BCS measured the impact of serious
sexual assault (since the age of 16). In addition to
a variety of physical injuries reported, 4% of victims
had become pregnant as a consequence of sexual
assault and 3% had contracted a disease.21
Mental and emotional impact
All forms of violence can impact on mental and
emotional wellbeing. The BCS found that 39%
of those reporting past year intimate partner
violence, and 54% of those suffering serious
sexual assault since age 16, had experienced
mental or emotional issues. Other consequences

*Specialist mental health and psychiatric services
**Including family planning and sexual health clinics
Source: British Crime Survey 2010/118

included victims stopping trusting people, having
difficulties in relationships and stopping going out
so much. Around one in twenty in both groups had
attempted suicide.8, 21
Self-harm and suicide can also stem from youth
violence, including bullying. Children involved in
bullying as either victims or perpetrators are at
increased risk of self-injury and suicidal behaviour.42
Violence in the community can have negative
impacts on individuals’ emotional and mental
wellbeing, even if they are not directly victimised
themselves. For example, young people living
in communities affected by gang violence
and crime (e.g. muggings) may constantly
fear for their safety in public places. Exposure
to community violence through victimisation,
witnessing or even just hearing about violence
has been associated with post traumatic stress
and internalising (e.g. anxiety) and externalising
(e.g. aggression) problems in young people.43
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Impact on employment and education
Individuals who suffer physical or emotional injury
through violence will often have to take time out of
education or employment as a consequence. The
BCS found that one in ten individuals who had
experienced intimate partner abuse in the past year
had needed to take time off work, and 4% had lost
their job or had to give up working.22
Victims of bullying in schools and workplaces may
also take prolonged periods of absence due to
stress or fear, or feel forced to change schools or
jobs. Further, violence in schools and workplaces
can impact on victims’ educational or professional
performance. For example, ED nurses that have
been exposed to violence at work can suffer stress
and have difficulty remaining cognitively and
emotionally focused44 (see box 3.1).
Box 3.1: Impact of abuse against NHS staff
A quarter of NHS staff that experience verbal
or physical abuse from patients or the public
suffer emotional or psychological distress as
a consequence. One in twenty report feeling
less safe in the workplace following incidents
of abuse. Five percent of those experiencing
physical violence, and 1% suffering verbal abuse,
had to take time off work. Other impacts include
having less job satisfaction, being less able to
perform their role and having more negative
attitudes towards patients and the public.36
Social impact
Violence can affect the relationships victims have
with family, friends and intimate partners. For
example, individuals who are sexually assaulted
may reject intimacy with a non-abusive partner, or
be rejected themselves.
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Fear of violence in the community can also damage
social cohesion and prevent individuals from going
out and participating fully in society. For example,
studies have shown that many children with learning
disabilities are scared to go out due to fears of being
bullied.45 Experience and fear of abuse also affects
the lives of large numbers of adults with disabilities,
for example by preventing them from using public
transport, going out at night or going to places
where they fear abuse may occur. 46, 47
Health behaviours
Violence can impact on a wide range of health
behaviours, even in the short term. For example,
victims of violence can suffer disruptions to eating
or sleep patterns, and may turn to alcohol or other
drugs as a form of self-medication or coping
mechanism.48 Fear of violence in the community
can also limit use of parks and other public places
for physical exercise. For example, concerns around
safety and crime may prevent parents from taking
their children to playground areas and lead them to
restrict outside play.49, 50
Homelessness
Victims of violence may be forced to leave their
homes to escape intimate partner violence, child
maltreatment, forced marriage or harassment and
abuse in the community, for example. The BCS
found that 42% of intimate partner violence victims
that lived with their abusive partner had left home
for at least one night due to the abuse.8 Family
conflict and violence are among the key causes of
homelessness among young people.51
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Long term impact of violence
The impact of violence can be long lasting and
affect individuals and communities across a
broad range of physical, social and economic
outcomes. This impact is particularly damaging
when individuals are exposed to violence at an early
age,52 where it can contribute to poor health and
well-being prospects across the life course.
Examples of negative outcomes associated with
childhood violence include:
Poor school achievement
Children who suffer from abuse and bullying are at
risk of low academic performance, absenteeism
and school drop-out, and are less likely to progress
to university.53, 54
Reduced economic prospects
Child abuse is associated with reduced levels of
employment and earnings in adulthood. A study
in the USA found that maltreatment in childhood
reduced adults’ peak earning capacity by around
US$5,000 per year.55

Box 3.2: child sexual abuse and mental health
A study analysing data from the 2007 Adult
Psychiatric Morbidity Survey in England found
strong relationships between sexual abuse
in childhood and adult psychiatric disorders.
For example, adults who reported contact
sexual abuse before age 16 were three times
more likely to have a common mental disorder
than non-affected adults.
At a population level, the authors estimated that
17.4% of post traumatic stress disorders, 14.9%
of eating disorders, 10.9% of common mental
disorders, 9.8% of drug dependence disorders
and 7.0% of alcohol dependence disorders
could be attributed to childhood sexual abuse.
These attributable fractions were highest in
females (see figure 3.2).61
Figure 3.2: Contact child sexual abuse: population
attributable fractions for adult psychiatric disorders

Behavioural problems
Child maltreatment increases individuals’ risks of
behavioural problems in childhood, adolescence
and early adulthood, including conduct disorder
and delinquency.52, 56
Substance abuse
Exposure to violence in childhood is associated
with increased drug use and alcohol consumption,
and the development of substance abuse problems
(see box 3.2, figure 3.2).52, 57, 58
Poor mental health
Child abuse is a major contributor to mental
health conditions throughout the life course,
including depression, anxiety, post traumatic
stress disorder, psychosis and suicide57, 59-61
(see box 3.2, figure 3.2).

Data from the 2007 Adult Psychiatric Morbidity Survey, a random sample of
the English household population aged 16 and over (n=7403). The population
attributable fraction estimates the proportion of adult psychiatric disorders that
are attributable to contact sexual abuse experienced before the age of 16.
Source of data: Jonas et al, 201161
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Poor sexual health

Worsening inequalities

Child abuse increases the risk of later sexual health
problems. For example, child sexual abuse has
been associated with greater numbers of sexual
partners, sexually transmitted infections, teenage
pregnancy, and involvement in the sex trade.52

Disadvantaged groups suffer higher rates of
violence (see chapter 4). This can reduce economic
participation, social well-being and health outcomes
for people in these groups and contribute to
increasing inequalities. In males aged 17-19 years,
violence accounts for 20% of the difference between
the richest and poorest communities in emergency
hospital admissions.4

Poor physical health
Child maltreatment is associated with increased use
of health services and poorer adult physical health,
including disability and a wide range of chronic
health conditions (see box 3.3, figure 3.3).57, 60, 62

Figure 3.3: The ACE Study (USA): increased
risk of behaviours and health conditions amongst
individuals exposed to four or more ACEs

Box 3.3: ACEs and adult health
The Adverse Childhood Experiences (ACE) Study
in the USA has provided strong evidence of the
enduring effects of childhood violence on health.
Seven categories of ACE were studied covering
child abuse, exposure to domestic violence
at home and other measures of household
dysfunction (see box 4.2, chapter 4). Individuals
with ACEs were found to have increased risks of
a wide range of harmful behaviours and health
conditions. The more ACEs individuals had,
the more comorbid outcomes they suffered.
Figure 3.3 shows the increased risk of a range
of behaviours and conditions for adults with four
or more ACEs, compared to those with none.
For example, adults with four or more ACEs were
around twice as likely to be severely obese, to
smoke, and to suffer stress, cancer, ischaemic
heart disease or stroke.57, 60
Further violence
Exposure to violence in childhood increases
individuals’ risks of further victimisation and of
becoming perpetrators of violence themselves in
adolescence and later life. For example, children
who are abused or who witness domestic violence
at home are at increased risk of youth violence (see
chapter 4)63 and of both suffering and perpetrating
intimate partner violence in adulthood.64
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An adjusted odds ratio (AOR) >1 shows an increased risk of those with 4+
ACEs having the outcome, compared to those with no ACEs.
*perpetrating intimate partner violence.
Data from Felitti et al, 1998,60 Anda et al, 200657
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The economic cost of violence
Violence and abuse impose major economic costs
on victims and their families, and on public services,
businesses, communities, and wider society. The
costs of violence to the NHS are equivalent to
those for other major public health issues including
alcohol and tobacco (see figure 3.4).1
The Home Office estimated the economic and
social costs of violent crime in England and
Wales in 2003/04 to be £26.9 billion; accounting
for three quarters of the overall costs of crime.65
An independent analysis by the London School
of Economics has updated these figures for
2008/09 using a revised version of the Home Office
methodology65 adjusted for changes in levels of
violence, changes in the costs of violence and
under-reporting of domestic violence.
The analysis estimated the total economic and social
costs of violence in 2008/09 to be £29.9 billion. Most
of these costs fell on the victims of crime, but there
was also a sizeable impact on the public sector
including the NHS. For example, dealing with the
physical and mental health consequences of violent
crime was estimated to have cost the health service
around £2.9 billion. The costs of violent crime to the
criminal justice system were £4.3 billion.
The overall cost of violence of £29.9 billion in
2008/09 is about 15% higher than that calculated
by the Home Office for 2003/04. However all of this
difference is accounted for by the inclusion of underreported domestic violence. Between 2003/04 and
2008/09 the number of violent incidents recorded by
both police and the BCS actually fell meaning that
without adjusting for under-reporting, the estimated
cost of violence would also have fallen. A separate
study calculating the costs of domestic violence
estimated these to have been around £15.7 billion
in 2008, including £1.7 billion in health care costs.66

Figure 3.4: Annual costs of selected public
health issues to the NHS*

*Violence costs were calculated separately from those for other conditions using a
different methodology. Non-violence costs taken from Scarborough et al, 20111

Even accounting for under-reporting of domestic
violence, calculations of the overall costs of
violence are likely to be conservative. Using a
different methodology, a study on the costs of
violence against women and girls in England and
Wales estimated this at £40.1 billion in 2006/07.67
The overlapping costs covered sexual violence
(£25.7 billion), domestic violence (£20.1billion),
violence towards women in prostitution (£2.1billion),
violence against black and minority ethnic women
(£1.6billion) and trafficking (£1.1billion).
Comprehensive estimates of the costs of other
forms of violence, including elder abuse, child
maltreatment and youth violence are generally
lacking. However, it is clear from what we do
know that preventing violence will generate large
economic savings to health and other services, as
well as improvements to public health and social
and economic well-being (see chapter 5).
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4. Risk factors for violence
There is no single reason to explain why some people or populations are vulnerable
to violence. Instead, a wide range of factors relating to individuals, their relationships,
and the communities and societies in which they live can interact to increase or reduce
vulnerability to violence.
This section highlights some of the important
factors affecting violence. Understanding which
factors can make individuals vulnerable to violence
can help identify at risk populations and target
preventive interventions accordingly. Viewing the
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ways in which these risk factors come together
and influence patterns of behaviour throughout the
life course provides insights into the key points at
which interventions to break the cycle should be
implemented.
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Understanding risk

Early life experiences

A wide range of factors can affect individuals’ risks
of involvement in violence. These risk factors can be
cumulative in effect, and can interact in different ways
to affect vulnerability to violence. They can also be
moderated by various protective factors. For example,
children who grow up in neighbourhoods where
there are high levels of crime and socio-economic
deprivation can be at increased risk of involvement
in violence. However, supportive parenting, strong
social cohesion and individual factors such as high
resilience can moderate this risk.

Many of the factors that affect individuals’ risks of
violence arise through their circumstances and
experiences in early life. For example, children can
be at greater risk of maltreatment if they are born
to parents that are young, single, who suffer from
mental health conditions or substance abuse, or that
have violent relationships (see box 4.1). The links
between these early life risk factors and child abuse
can arise from poor bonding between parents and
children and poor parenting skills and resources.

The World Health Organization uses an ecological
model to show the interaction between risk factors
for violence at the individual, relationship, community
and societal levels. Figure 4.1 uses this model to
show some key risk factors that are common to
many types of violence.68 Different types of violence
also have specific risk factors.
This section highlights a number of key risk factors for
violence across the life course, as well as identifying
specific risk factors for different violence types.

The experiences that children have early in life also
impact on their risks of involvement in violence in
adolescence and adulthood. Particularly during the
first few years of life, children’s brains are shaped
by their experiences and the environments in which
they grow up. Exposure to abuse or severe neglect
can cause the brain to develop with a focus on short
term survival, at the cost of longer term well being.69
Abuse and neglect in childhood can contribute to
children having lower self-esteem, poorer social
skills, poorer mental wellbeing and to consider
violence as a normal way of resolving conflict.

Figure 4.1: Some cross-cutting risk factors for violence
•
•
•
•
•

Poverty
High unemployment
High crime levels
Local illicit drug trade
Inadequate victim care services

Society	

•
•
•
•
•

Economic inequality
Gender inequality
Cultural norms that support violence
High firearm availability
Weak economic safety nets

•
•
•
•

Community	

Relationship	

Victim of child maltreatment
Psychological/personality disorder
Delinquent behaviour
Alcohol consumption/drug use

Individual

•
•
•
•
•

Poor parenting practices
Marital discord
Violent parental conflict
Low socioeconomic household
Delinquent peers

Adapted from World Health Organization, 2004
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Box 4.1: Examples of risk factors for
child abuse
• Unplanned pregnancy
• Single parent household
• Young, poor parents
• Socially isolated parents
• Parental alcohol consumption and drug use
• Domestic violence in the home
• Child disability or illness
• Child behavioural problems
A wide range of studies have shown that children
who suffer violence and other adverse childhood
experiences are at increased risk of further
victimisation and of becoming perpetrators of
violence in later life (see box 4.2). For example, adult
sex offenders are more likely than non-sex offenders
and non-offenders to have suffered childhood sexual
abuse.70, 71 While most victims of childhood sexual
abuse do not become abusers, a UK study found that
around one in ten former male victims of child sexual
abuse had committed a sexual offence themselves
by their early twenties, mostly against children.72

Experiencing childhood abuse also increases
individuals’ risks of developing health damaging
behaviours such as substance use, eating disorders
and unsafe sexual behaviour, and of poor physical
and mental health outcomes (see chapter 3, box 3.3).
Peer relationships and gangs
The relationships that young people form with
peers can impact on their risks of violence. Having
delinquent friends increases a person’s risk of
involvement in violence73 as well as other anti-social
behaviour, while disengagement from delinquent
peer groups can reduce violent behaviour.74
There are two types of delinquent youths: early onset
delinquents, who have conduct disorders (see page
32) from early childhood and whose aggressive and
antisocial behaviour can persist into adulthood; and
a larger group of late onset delinquents who adopt
delinquent behaviour in adolescence but generally
grow out of this as they become young adults.75 Early
onset delinquents may seek out delinquent peers who
have similar behaviours to themselves, while late onset
delinquents may develop anti-social behaviour as
teenagers by mimicking the behaviour of their peers.

Box 4.2: Adverse childhood experiences
Children who suffer adverse experiences as they grow up are at increased risk of violence later in life (as well
as other health harms, see chapter 3, box 3.3). The Adverse Childhood Experiences (ACE) study in the USA
has shown that individuals who have been abused or who lived in dysfunctional households in childhood
(e.g. with domestic violence, family breakdown or substance use) have higher levels of violence as adults.57, 64
A study of adolescents found that those who had suffered ACEs were more likely to perpetrate bullying,
fighting and dating violence, to carry weapons and to have self-harmed and attempted suicide than those
who had not.63 Risks of all forms of violence increased with the number of ACEs suffered.
The impact of ACEs on health is currently being examined through at least one study in England. To promote
research and enable consistent measurement of associations between ACEs and risk behaviours the World
Health Organization has developed an international ACE questionnaire.76 ACEs covered include:
• Emotional, physical or sexual abuse
• Emotional or physical neglect
• Violence against household members
• Living with household members who were substance abusers, mentally ill, suicidal or imprisoned
• Having one or no parents, or experiencing parental separation or divorce
• Bullying, or exposure to community or collective violence
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Gang membership is particularly associated with
violence, including robbery, assault, rape and
weapon use. Preventing gang violence is a key
government priority (see chapter 6). Violence can
be used by gangs, for example, to generate and
maintain respect, defend territory, obtain resources
and punish transgressions.77 Gangs tend to be
concentrated in areas of high deprivation and attract
disadvantaged and excluded youths, many of whom
experience problems at home and school.
Box 4.3: Examples of risk factors for
youth violence
• Male gender
• Neglect and abuse in childhood
• Personality traits e.g. hyperactivity/conduct
disorder
• Poor family functioning
• Domestic violence in the home
• Delinquent peers and gang involvement
• Living in a high crime area
• Alcohol consumption
• Social inequality

These young people may value the bonds brought
by gang membership, see few opportunities for
succeeding in life and view violence and crime as the
only options for achieving status, resources and wealth.
Deprivation and social inequality
There are strong relationships between deprivation
and violence, which are likely to reflect a clustering of
risk factors for violence in poorer areas such as low
education, unemployment, teenage parenting, single
parent families, higher crime rates and substance use.
Across England, emergency hospital admission
rates for violence are around five times higher in
the most deprived communities than the most
affluent.4   While violence in all deprivation groups
peaks in late adolescence and young adulthood, the
ratio of violence from richest to poorest is greatest in
childhood and mid-adulthood (when adults are often
parenting; see figure 4.2). In women from the most
deprived communities, violence peaks at around age
15 and only reduces slowly through adulthood. In
fact, up to adolescence and after the age of around
30, females from the most deprived quintiles have
higher rates of hospital admissions due to violence

Figure 4.2: Annual rates of emergency hospital admissions for violence across England, by age,
sex and deprivation*

*Most and least deprived quintiles, based on IMD

Source: Bellis et al, 20114
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than males from the most affluent communities. At
least in part this will reflect intimate partner abuse
occurring throughout both adolescence and
adulthood (see box 4.4).
Importantly, studies have shown that inequality is more
important in predicting violence than poverty itself. This
is thought to be linked to factors such as poor social
trust and relationships in unequal societies.78
Box 4.4: Examples of risk factors for
intimate partner and sexual violence
• Female gender
• Younger age
• Lower household income
• Being single, co-habiting, separated or divorced
• Living in areas of high physical disorder
• Alcohol consumption (perpetrators and victims)
• Controlling and jealous partner
• Childhood abuse (perpetrators and victims)
• Gender inequality
• Cultural norms tolerant of violence
Alcohol and drugs
Alcohol consumption is a risk factor for many types
of violence, including child abuse, youth violence,
intimate partner violence, sexual violence and elder
abuse. Around half of all violence in England and
Wales is thought to be committed by individuals
who are under the influence of alcohol (44% in
2010/1117), while a fifth of all violent incidents occur
in or around drinking premises.17
Individuals who start drinking at an earlier age, who
drink frequently and who drink in greater quantities
are at increased risk of involvement in violence as
both victims and perpetrators.79 Importantly, alcohol
has a dose responsive relationship with violence,
with the acute risks of violence increasing with
the amount of alcohol consumed.80 Violence that
occurs under the influence of alcohol can also result
in more serious injury.81, 82
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Alcohol and violence can be linked in many ways,
including:
• Alcohol consumption can affect physical and
cognitive functioning, reducing self-control, the
ability to process information and the ability to
recognise warning signs for violence;
• Beliefs that alcohol causes aggression can lead
to the use of alcohol as preparation for violence,
or to excuse violent acts;
• Dependence on alcohol can mean individuals
neglect care responsibilities;
• Poorly managed pubs, bars and nightclubs (e.g.
crowding, poor staff practice, poor cleanliness,
cheap drinks) can create environments where
violence is more likely;
• Alcohol can be used as a coping mechanism by
victims of violence;
• Alcohol and violence can be linked through
shared risk factors that make people vulnerable
to both behaviours.
The availability and accessibility of alcohol within
society contributes to levels of violence. For example,
communities that have a greater density of alcohol
outlets typically see higher levels of violence (see
chapter 5).83, 84
Illicit drugs are also strongly linked to violence. In
around a fifth of all cases of violence in England
and Wales, victims perceive the perpetrator to have
been under the influence of drugs.17 Drug use can
increase individuals’ risks of both perpetrating and
being a victim of violence, while victims of violence
can be at increased risk of drug use.85 Different
drugs have different effects. Some, such as cocaine
and other stimulants, can be associated with
increased aggression while others may increase
risks of victimisation, for example with sedative
effects putting people at risk of sexual assault.
The links between drugs and violence can be similar
to those for alcohol, for example through drug use

Protecting people Promoting health   A public health approach to violence prevention for England

altering cognitive functioning and affecting care
giving practices, and shared risk factors making
individuals vulnerable to both violence and drug use.
However, violence is also an inherent part of illicit
drug markets, which lack legal means of resolving
business conflicts. For example, violence can be
used in the drug trade to enforce the payment of
debts, resolve competition between dealers and
punish informants.86
Cultural and social norms
Rules and expectations of behaviour in specific
cultural or social groups can support violence and
maintain harmful traditional practices such as forced
marriage (see page 14), female genital mutilation (see
page 15) and honour-based violence (box 4.5).
There are many different cultural and social norms
that can contribute to violence.87 For instance,
traditional beliefs that men have a right to control
or discipline women through physical means make
women vulnerable to violence by intimate partners
and place girls at risk of sexual abuse. Cultural
acceptance of violence as a private affair hinders
outside intervention and prevents victims from
gaining support, while in many cultures victims of
violence feel stigmatised, stopping incidents from
being reported. Cultural intolerance, dislike, and
stereotyping of ‘different’ groups within society (e.g.
based on nationality, ethnicity, sexual orientation)
can also contribute to violent or aggressive
behaviour towards such groups.
Cultural and social norms persist within society
because of individuals’ preferences to conform,
given the expectation that others will also conform.
A variety of pressures can maintain harmful norms
with, for example, individuals experiencing both
the threat of social disapproval or punishment for
norm violations, and guilt and shame where norms
of proper conduct have been internalised. Cultural
and social norms do not necessarily reflect an
individual’s attitudes or beliefs, although they may
well influence them.

Box 4.5: Honour-based violence
Honour-based violence is a term used to
refer to any type of violence committed
in the name of ‘honour’.25 In the UK, it
predominantly occurs in communities where
concepts of honour and shame are bound up
in behavioural expectations, and perceived
damage to honour can impact on a family or
group’s social standing and acceptance.88, 89
Victims are mostly women who are thought
to have brought shame on their family
or community by contravening, or being
perceived to have contravened, traditional
cultural and social norms. Examples can
include defying parental authority, adopting
‘western’ clothing, behaviours or attitudes,
and having relationships or sex before
marriage. Victims can be ostracised from their
family and community, and suffer violence
ranging from psychological abuse to, in
extreme cases, murder.89
The Department of Health has published
a report discussing the role of the NHS in
responding to honour-based violence and
other harmful traditional practices.25
Disability
Factors such as exclusion from education and
employment, stigma and discrimination, a need
for personal assistance with daily living, reduced
physical or emotional defences and communication
barriers can make disabled individuals vulnerable
to violence. This can include, for example, abuse
and neglect in homes and community care settings,
bullying in schools and hate crime in communities.
Systematic reviews have shown that both disabled
children and adults are at increased risk of violence,
and have suggested that those with mental health
or intellectual impairments can be particularly
vulnerable (see box 4.6).90, 91
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Box 4.6: Violence and disability
Disabled children are around three times
more likely to experience physical and sexual
violence than their non-disabled peers, and
over four times more likely to suffer emotional
abuse and neglect.91 Disabled adults also have
increased risks of violence, and particularly
those with mental illnesses. One in four adults
with mental illness report having experienced
violence in the past year.90 The prevalence and
risk of violence against individuals with other
impairment types is still largely unknown due to
a lack of high quality research.
The UK has an ageing population34 and growing
numbers of older people are requiring care
and support. Worsening health and increasing
dependence on others to carry out daily living
activities can increase older people’s risk of elder
maltreatment (see box 4.7 for other risk factors for
elder maltreatment). Older people with cognitive
impairment such as Alzheimer’s disease and other
forms of dementia can be at particular risk. For
example, a study of family carers of people with
dementia in Essex and London found that over half
of carers reported having undertaken some form
of abusive behaviour towards those they care for,
most commonly verbal abuse.32
Box 4.7: Examples of risk factors for
elder abuse
• High levels of dependence
• Mental and cognitive disorders
• Carer alcohol consumption and drug use
• Carer financial problems

Violence can be a major cause of disability and can
exacerbate the impact of disability.92 For example,
studies from the US have shown that disabled
women who experience violence have poorer
health93 and higher levels of unemployment94 than
non-abused disabled adults.
Adult psychiatric disorders, childhood conduct
disorder and violence
As well as being vulnerable to victimisation, research
shows that adults with psychiatric disorders can
be at increased risk of perpetrating violence.95
Personality disorders in particular are associated
with violence96 and are highly prevalent among
violent offenders. An English study of incarcerated
serious violent offenders found 62% had antisocial
personality disorder.97
The risks of violence in individuals with psychiatric
conditions can be moderated by other factors,
including childhood conduct disorder. In England,
for example, a study of individuals with severe mental
illness found that those with childhood conduct
disorders were at increased risk of aggression and
perpetrating violence, compared to those without a
history of childhood conduct disorder.98
Childhood conduct disorder can thus be a marker
for persistent antisocial behaviour and aggression
in adolescence,75 developing into personality
disorder and violent offending in adulthood. The
strong associations between childhood conduct
disorders, adult psychiatric disorders and violent
behaviour reinforce the importance of identifying
and addressing conduct disorders in children (see
chapter 5).99

• Carer burnout
• Social isolation
• Lack of social support
• Age discrimination
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5. Preventing violence
Violence and abuse can be prevented. There are a wide range of strategies that can
be used to address risk factors for violence and promote protective factors across the
life course. Some can be implemented universally and others are targeted specifically
towards at risk groups. This chapter summarises evidence on the effectiveness of
violence prevention interventions, focusing particularly on primary prevention approaches
and the role of health services.
The cyclical nature of violence means that primary
prevention approaches that prevent people from
becoming victims or developing violent tendencies
can protect them from violence throughout life.
A comprehensive violence prevention strategy

must integrate the types of interventions outlined
in this document with criminal justice policies and
strategies directed at macro-level social factors such
as access to education, employment opportunities
and income equality.
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Supporting parents and families
Interventions that develop parenting skills, support families and strengthen relationships
between parents, carers and children can have long lasting violence prevention benefits.
They can prevent child abuse and improve child behaviour, reducing children’s risks of
involvement in violence in later life. They can also be cost-effective.
Home visiting programmes
Home visiting programmes provide intensive early
years support for vulnerable parents whose children
are at risk of poor outcomes. Visits are conducted
by public health nurses or other health professionals
and typically start during pregnancy. They promote
healthy child development by improving parenting
skills and helping parents to find jobs or pursue
other opportunities to improve the family’s
circumstances. There is strong evidence that these
programmes can promote positive outcomes
including better parenting practices and maternal
mental health, reduced child maltreatment and
fewer child behaviour problems.
One of the most widely used and researched
home visiting programmes is the Nurse Family
Partnership (NFP). Developed in the USA, NFP
provides prenatal health advice and support,
child development education, and life coaching
for vulnerable first time mothers. Visits start early
in pregnancy and continue through to the child’s
second birthday. NFP has been found to reduce
child maltreatment, criminal behaviour and welfare
service use by mothers,100 as well as serious
criminal behaviour by children (particularly girls)
in adolescence.101, 102 The programme has been
found to generate a saving of US$2.88 for every
US$1 invested. Savings are greatest when NFP is
targeted at high risk groups.103, 104

Box 5.1: Family Nurse Partnership
The Family Nurse Partnership (FNP) programme
is implementing the NFP model in a growing
number of sites across England. Each site has
up to eight family nurses who provide intensive
home visiting for vulnerable young first time
mothers. FNP is often delivered through Sure
Start Children’s Centres (see box 5.2), with family
nurses working closely with other health visitors,
midwives and professionals from other agencies
where needs are identified. The government has
committed to double provision of FNP across
England by 2015, and a randomised controlled
trial of the programme is underway.105 The
Department of Health is leading this work, and
is also working to expand the provision of health
visiting services across England.106
Another example of the impact of home visiting on
violence comes from the Early Start programme
in New Zealand. Early Start is delivered by family
support workers with nursing or social work
backgrounds, who assess vulnerable families’
needs and work with them to resolve problems,
providing support and mentoring through the
child’s preschool years. It has been associated
with reduced child abuse (measured by parentalreported physical assault), lower hospital
attendance for childhood injury and fewer child
behaviour problems.107

The NFP model is being implemented in England
through the Family Nurse Partnership programme
(see box 5.1).
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Parenting programmes
Parenting programmes aim to develop parental
skills, improve parenting styles and strengthen
relationships between parents and their children.
Programmes can be delivered to all parents but
are often targeted at high risk families and children
with conduct disorders, where they can have the
greatest benefits. There is good evidence that
parenting programmes can improve both parenting
practices and child behaviour.
One of the best known parenting programmes is
Triple P (Positive Parenting Programme), which
aims to prevent child problems by strengthening
the skills, knowledge and confidence of parents.
Developed in Australia, Triple P offers different levels
of support ranging from media-based information
to one-on-one sessions and parenting seminars,
with intensive modules for at-risk families. It has
shown benefits in reducing child abuse and child
behavioural and emotional problems.108-110 Triple P
is often delivered by health professionals and can
be provided in a range of settings, including health
centres, schools and community centres.
Another widely used parenting programme is
Incredible Years, which provides parents and teachers
with strategies to manage child aggression and skills
to help children control their emotions and strengthen
their social skills. When delivered through Sure Start in
Wales to parents of children at risk of conduct disorder,
Incredible Years was found to reduce problem
behaviours in children, reduce parental stress and
depression, and be cost effective.111, 112
Triple P, Incredible Years and other evidence-based
parenting programmes are used across England
and have shown positive impacts on parenting and
child behaviour, with Triple P found to have the most
benefits in reducing child conduct problems.113
Specifically, parenting interventions are an
effective treatment for child conduct disorder.114 An

economic analysis of parenting interventions for five
year old children with conduct disorders in England
estimated they could generate savings of £9,288
per child over 25 years - eight times more than the
intervention cost. Of these savings, £1,278 per child
would be accrued by the NHS (see Table 5.1).115
Table 5.1: Gross savings from parenting
interventions at age 5, per child with conduct
disorder (2008/09 prices)
Savings by age (£s)
6

7-16

17+

Total
per
child

NHS

168

912

197

1278

Social services

24

29

14

67

Education

132

304

0

437

Criminal justice

0

1247

340

1588

Voluntary sector

3

6

5

15

Victim costs (crime)

0

3361

810

4171

Lost output (crime)

0

995

232

1227

Other crime costs

0

377

129

506

£328

£7233

£1727

£9288

Total

Adapted from Knapp et al, 2011115

Some parenting programmes are specifically
designed to be delivered in health settings.
For example, the SEEK (Safe Environment for Every
Kid) programme in the USA has trained health care
providers to identify and address risk factors for
child maltreatment in parents, including substance
use, depression, stress and intimate partner
violence. The training is combined with on-site
social worker services to provide support to at-risk
families and referrals to other agencies. SEEK has
been associated with reduced child maltreatment,
measured through involvement in child protective
services, medical problems relating to possible
neglect and self-reported child assault by parents.116
Health professionals also have a key role in
identifying and addressing risk factors for violence.
For example, health visitors can be trained to
effectively identify and reduce post natal depression
through brief psychological interventions.117
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Developing life skills in children and young people
Programmes that develop life and social skills in young people can help protect them
from violence by building their social and emotional competencies, teaching conflictavoidance skills and providing broader skills to help them find employment and avoid
poverty and crime. They can prevent violence and other health risk behaviours among
young people, particularly when targeted towards at-risk children early in life.
Preschool programmes

Box 5.2: Sure Start Children’s Centres

Preschool programmes develop young children’s
physical, social, emotional and cognitive skills before
they enter formal education. Programmes can be
universal, but are often targeted at children from
disadvantaged communities. Preschool programmes
are widely used in England through initiatives including
Sure Start (box 5.2), which offers child and family
support in dedicated children’s centres.

Sure Start Children’s Centres provide preschool
children (up to age five) and their families
with child education, childcare services,
support for parents, family health services
and employment support. Broader Sure Start
services cover children through adolescence.
Some services are available universally,
while others are targeted at disadvantaged
families. An evaluation found that three year old
children from deprived Sure Start areas had
more positive social development and social
behaviour than children from equivalent nonSure Start areas, while their parents had less risk
of negative parenting.123

Most evidence on the violence prevention impact
of preschool programmes comes from the USA.
For example, the High/Scope Perry preschool
programme has been subjected to a long-term
evaluation that has followed participants up to the
age of 40, and has shown benefits in reducing
violent crime. The programme serves children up to
age four in deprived areas, working to develop skills
including decision making, language, problem
solving and empathy. It also provides parent training
and home visits. The High Scope/Perry programme
has been estimated to have generated US$17 in
savings for every US$1 invested.118
Another preschool programme with long-term
evidence of effectiveness is the Chicago Child-Parent
Center (CPC). This serves children in deprived areas
and provides preschool enrichment, parent training,
outreach services and ongoing family-support when
children enter school. CPC has been associated
with reduced child abuse and less violent offending
in participating children by early adulthood.119-121
By age 21, the programme was estimated to have
saved over US$7 per US$1 invested.122
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Social development programmes
Social
development
programmes
develop
children’s social skills to help them form positive
relationships. They typically cover skills such as
problem solving, conflict resolution, empathy, anger
management, and assertiveness. They can be
delivered universally but are sometimes targeted at
high-risk groups. These are usually, but not always,
school-based interventions.
PATHS (Promoting Alternative Thinking Strategies)
is a widely-used social and emotional development
programme for primary school children that focuses
on self-control, emotional understanding, positive
self-esteem, relationships and problem solving
skills. In the USA, it has been associated with
reduced aggression, hyperactivity and disruptive
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behaviour in participating children.124 Positive
outcomes have also been reported when PATHS
has been delivered to UK school children.125
Another evaluated social development programme
is Second Step. This includes a series of lessons
covering three core areas of empathy training,
impulse control and anger management. It has
shown benefits in improving problem behaviour and
social competence in children when implemented
in both the USA and Europe.126, 127
The Seattle Social Development Project in the USA
has combined social development with teacher
training and parent education. It has shown benefits
in reducing violence, substance use and risky sexual
behaviour in adolescence,128 with educational,
economic and mental and sexual health benefits
that are sustained into adulthood.129 Economic
evaluation of the project estimated it saved US$3.14
for every US$1 invested.103
In England, an economic analysis of schoolbased social and emotional learning programmes
to prevent conduct problems found these could
generate substantial savings to the public sector,
including savings to the NHS after four years.
After ten years, cost savings were estimated
at £10,000 per child, with £1,000 accrued by
the NHS.115
In older children and young adults, life skills
programmes can focus on healthy relationships
and gender norms with the aim of preventing sexual
and intimate partner violence. Evidence for their
effectiveness is mixed but some positive results
have been seen. For example, the Safe Dates
programme in the USA targets 12-18 year olds
and aims to develop relationship skills (e.g. conflict
resolution), address social norms (e.g. dating
violence, gender stereotypes) and raise awareness
of support services for those affected by violence.

It has been found to reduce perpetration of sexual,
physical and psychological violence against dating
partners, with some benefits also seen in reducing
victimisation.130
Academic enrichment programmes
Academic enrichment programmes provide study
support and recreational activities for children
outside school hours. When targeted specifically
at high risk children in the USA, programmes
have shown mixed and even negative effects.131
However, evaluation of broader programmes in
the UK have suggested they can help reduce risk
factors for violence, particularly when delivered in
disadvantaged areas.132, 133
Bullying prevention programmes
All schools in England are required to implement
measures to prevent bullying. One of the most
widely researched bullying prevention programmes
is the Olweus programme, developed in Norway.
This uses a whole-school approach which
includes: implementation of clear school rules and
management structures for bullying; training for staff;
a classroom curriculum for students; awarenessraising for parents; improvements to the physical
school environment; and the use of evaluation tools.
The programme has shown benefits in reducing
child reports of both perpetrating and being a victim
of bullying.134
Many schools in England have signed up to UNICEF
UK’s Rights Respecting Schools Award, which helps
schools use the United Nations Convention on the
Rights of the Child as a framework for its values.
A qualitative evaluation of the Award suggested
it may reduce bullying, along with providing other
benefits to both schools and pupils.135
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Working with high risk youth and gangs
Delinquent behaviour, criminal activity and gang membership in youth are key risk factors
for involvement in violence. Interventions that work with high risk youth to change their
behaviour can be important in preventing future violence.
Talking therapies
Talking therapy is an umbrella term used for a range
of approaches that address emotional and
behavioural problems through conversation with a
therapist. Components vary, but can include problem
solving strategies, skills training, behavioural
analysis and modification of dysfunctional beliefs.
In Canada, cognitive behavioural therapy delivered
to 6-11 year olds with conduct problems has been
associated with reductions in aggression and
delinquency, particularly in girls and older children.136
Family therapies
Family therapies aim to address family problems,
increase communication and interaction, and improve
family conflict resolution. They can reduce anger,
bullying and delinquency in young people.137, 138
Multisystemic Therapy (MST) is an intensive
community intervention for high risk 11-17 year
olds and their families that aims to prevent out of
home placements and re-offending. Therapists
use approaches such as cognitive behavioural
therapy, and work with families to improve parenting
skills, strengthen family cohesion, increase young
people’s engagement with education and training
and tackle underlying health problems in the family.
A study in the USA found that young offenders who
had received MST in adolescence had lower arrest
and recidivism rates over 20 years later, compared
with those who had received individual therapy.139
A randomised controlled trial of MST compared
to usual services delivered by youth offending
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teams in London found that while both measures
reduced non-violent offending and anti-social
behaviour, larger improvements were seen in
MST youth. While violent offending also reduced
significantly in both groups, there were no
differences between groups.140 However, some
benefits were seen for MST in reducing parental
reports of youth aggression.
Family interventions
In England, the family intervention approach works
intensively with families with multiple and complex
needs, most of which are referred through young
people’s and youth offending services. A dedicated
key worker engages with the whole family to
identify and address their needs, with the aim of
strengthening the functioning of the family as a
unit and within the community. Monitoring of family
intervention programmes in England suggests
that domestic violence and child protection issues
are common features in families engaged in the
programmes, both being identified in around a third
of families. Upon exiting the programme, around two
thirds of families with domestic violence and half with
child protection issues were reported to no longer
have these problems.141
Gang-focused strategies
Youth gangs can be associated with high levels of
violence. Strategies that address gang-violence,
encourage gang members to change their
behaviours and prevent young people from joining
gangs can be important in preventing violence.
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Research on effective approaches to preventing
gang involvement is currently limited.142 However,
in the USA multi-agency strategies that have
targeted police enforcement activity at high risk
gang members and provided these individuals
with social support and opportunities for education,
training, employment and health services (e.g.
substance use services) have reduced violence,
including homicides.143
Mentoring programmes
Mentoring programmes partner at-risk youth with
an older peer or adult who can provide emotional,
social and academic support. The evidence for
their effectiveness on violence is limited, but
some programmes have shown positive results.
For example, an evaluation of a school-based
mentoring programme in the USA focusing on
self-esteem, relationship building, goal setting and
academic enrichment reported positive effects on
bullying, physical fighting and depression.144
Hospital based programmes
Hospital settings can provide opportunities for
accessing and intervening with high risk youths
injured through violence. This can include providing
mentoring, brief interventions, counselling services,
and individual or family assessment and referral
to services. Although more evidence on the
effectiveness of such programmes is needed,
positive results have been reported.145 For example,
a programme in the USA provided mentoring for
10-15 year old youths attending ED with assault
injuries, combined with parent home visits. This was
found to have benefits in reducing aggression and
delinquency.146 Also in the USA, a study delivering
screening and brief intervention among youth
attending EDs found this reduced peer violence
and alcohol consumption.147

The South East London Violence Prevention Model
is piloting an ED-based programme to address
violence through data sharing, capacity building
and focused activity with high risk youth. The Model
incorporates a youth service, provided by specialist
staff, through which vulnerable young people
presenting at the ED are identified, assessed and
referred to appropriate support services such as
one-on-one mentoring and peer group support.
The Youth Service also provides training for ED staff
in youth risk assessment and referral, and works
with other agencies to promote an evidence-based
approach to violence prevention.148
Community-based interventions
Community-based interventions can seek to engage
young people at risk of violence or gang involvement
in activities that promote positive lifestyles and
enhance wellbeing. For example, the charity MACUK (www.mac-uk.org) has collaborated with young
people involved in gangs in London to develop the
Integrate© model, which aims to address mental
health problems and the social inequalities which
contribute to them. Through Integrate©, a multidisciplinary team involving psychologists, youth
workers and social workers engage with groups
of antisocial young people, providing one-on-one
‘street therapy’ in the community; supporting the
young people to lead activities such as music,
sports, theatre and cookery; and helping them
access education, training and employment.
An initial ethnographic evaluation of the scheme
has suggested that it can engage hard-to-reach,
vulnerable young people and promote positive
psychological changes.149
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Reducing the availability and harmful use of alcohol
The consumption of alcohol is strongly associated with violence. Measures to limit access
to alcohol and reduce alcohol consumption among hazardous and harmful drinkers can
have important violence prevention impacts.
Reducing the density of alcohol outlets
Greater density of alcohol outlets is associated with
higher levels of violence and alcohol consumption.83,84,150
In Australia, for example, studies have shown
that changes in both on- and off-licensed alcohol
outlets affect violence. Increases in on-licensed
premise density can impact particularly on assaults
in inner-city areas (where bars and nightclubs tend
to be concentrated), while increases in off-licensed
premises can impact particularly on violence in
suburban areas, including domestic violence.84
Few studies have measured the impact of reduced
outlet density on violence, largely due to alcohol
outlet densities not having reduced in countries
where studies have been undertaken. However, the
limited evidence available suggests that this would
reduce violence.151-153
An evidence review on behalf of the National
Institute for Health and Clinical Excellence (NICE)
concluded that reducing the number of outlets in
a given area would be an effective way of reducing
alcohol-related harm.154, 155
Controlling alcohol sales times
Studies examining the impact of changes in alcohol
sales times show mixed results, but generally
find that increased alcohol sales hours lead
to increased alcohol consumption and related
harm, including violence.155, 156 In England, studies
examining the impact of the Licensing Act 2003
have found no evidence that violence increased

following the introduction of extended licensing
hours157, 158 (possibly due to strong nightlife
policing159) although the timing of violence was seen
to have shifted further forward into the early hours
of the morning. In Australia, however, a study in
Perth examining the impact of extended bar opening
hours (permitted to remain open until 1am rather
than midnight) found that violence in and around
bars that extended their opening hours increased.160
In Newcastle, Australia, pub closing times in a
central nightlife area were restricted in 2008*
following complaints about violence and disorder.
This was associated with a relative reduction of
37% in recorded night-time assaults (10pm to 6am;
measured over 18 months post-intervention).161
Controlling the price of alcohol
Increasing the price of alcohol can reduce both
alcohol consumption and violence.152, 162-165 The
University of Sheffield has estimated the preventive
impact of a range of alcohol pricing strategies
including minimum unit prices for alcohol.166
The government has committed to introducing
a minimum price for the sale of a unit of alcohol
(8gms).167 At 50p per unit, this could lead to around
10,000 fewer violent crimes a year.166 At higher
levels, reductions in violence could be even greater.
In Canada, minimum alcohol prices have been
used at the state level for several years. In British
Columbia, a study estimated that a 10% increase in
the minimum price of alcoholic drinks reduced their
consumption by 3.4%.168

Hours were reduced from 5am to 3am, with a ‘lock-in’ preventing entry after 1am. A legal challenge changed hours to 3.30am closing (1.30am lock-in) after the first four months.

*
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Box 5.3: Controlling access to alcohol
Local agencies have a range of powers
to control access to alcohol through the
Licensing Act 2003 and related legislation.
For example, through the Police Reform and
Social Responsibility Act 2011, Early Morning
Restriction Orders will allow local authorities to
restrict late night alcohol sales in areas where
they are causing problems. Local health bodies
are responsible authorities under the Licensing
Act 2003, meaning they are automatically
notified when a license application or review
is instigated. The Alcohol Strategy (2012)
committed to consult on introducing a healthrelated licensing objective specifically related to
cumulative impact. This would allow health to
be considered in relation to cumulative impact
policies (that enable local authorities to limit the
growth of alcohol outlets in an area).169

Reducing problem drinking
Interventions that focus on harmful and hazardous
drinkers can have benefits in preventing violence.
For example, a study in the USA found that
screening and brief intervention (SBI) among youth
attending EDs reduced peer violence and alcohol
consumption.147 SBI has also shown positive
impacts when delivered by physicians and nurses
in primary care settings.170
More intensive programmes have also reported
positive results. For example, cognitive behavioural
therapy with non-dependent drinkers has been
found to reduce their risks of perpetrating abuse,171
while programmes with partners of problem drinkers
have shown benefits in reducing intimate partner
violence.172
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Community interventions
Community interventions can bring together multi-agency partnerships at a local
level to identify and address risk factors for violence. They typically implement a range
of co-ordinated enforcement and preventive approaches, often focusing on youth or
alcohol-related violence.
Community youth violence prevention
Strong partnerships between schools, families,
communities and public services can support
effective youth violence prevention. For example,
in the USA the Communities that Care (CtC)
programme provides a structured approach for
communities to enable them to identify local risk
and protective factors for youth delinquency and
select appropriate interventions. These can include
school-based life skills programmes, parenting
programmes and community-based support
for youth. A study found that children from CtC
communities were less likely to become involved
in substance use and delinquent behaviour,
including violence, than children from non-CtC
communities.173
The government’s Ending Gang and Youth
Violence19 strategy (see chapter 6) identifies
the need for strong community partnership to
implement prevention and identify and support
young people involved in violence. Health
services have a key role throughout this work.

targeted enforcement in high risk premises,175, 176
training for bar and door staff,177 the development of
codes of practice for bars,178 and broader security
measures such as street lighting, safe late night
transport and CCTV.179
Multi-agency programmes that implement a range
of such measures can have most impact.180 For
example, the STAD project in Sweden has
implemented interventions such as bar staff training,
house policies for licensed premises and increased
enforcement of alchohol laws. STAD was associated
with a 29% reduction in violence and was found
to be cost effective.181, 182 A similar programme in
Finland (PAKKA) found reductions in alcohol service
to ‘drunk’ actors, largely attributed to increased
surveillance and sanctions.183 However, an Australian
intervention focusing on nightlife safety (e.g. high
profile policing, CCTV, ID scanners) was found to
have had no preventive effect on alcohol-related
ED injury attendances,184 suggesting that a broader
focus is required to affect alcohol consumption
rather than just manage its consequences.159
ED data sharing

Managing drinking environments
A fifth of all violence in England and Wales occurs in
or around drinking venues, and strategies to manage
drinking environments can be important in reducing
this violence. Often, a small number of problem
premises account for a large amount of violence in
a nightlife area, with poor management and other
factors in these premises contributing to increased
intoxication and problems.174 Interventions include
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The collection of data on the location of assaults
resulting in ED attendance (see chapter 2) can
effectively contribute to local violence prevention.101,85,186
In Cardiff, enhanced ED data were used alongside
police data to target policing and other violence
prevention activity in nightlife environments through
a multi-agency partnership. This was associated
with significant reductions in hospital admissions
for violence, compared to increases seen in similar
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areas without data sharing.186 ED data sharing has
also shown benefits in informing and supporting
local violence prevention in a number of areas in
England, including the Wirral,10 Cambridge, Derriford,
Stockton and Northamptonshire. Case studies
outlining progress in these areas can be found at
www.publicinnovation.org.uk/Data_Sharing.html.
Emergency department data can also be used to
examine the demographics of assault patients as
well as calendar patterns in violence, to identify when
violence may be elevated and which groups can be
most affected. For example, national HES A&E data
(experimental statistics) has been used to examine
calendar patterns in nighttime assaults (figure 5.1),
showing particular increases on holidays including
New Years Eve, Halloween, Bonfire Night and the
nights preceding bank holidays.

Environmental design and green space
Environmental improvements to public space can
influence levels of violence. They can also benefit
mental and physical health by promoting social
interaction, increasing perceptions of safety and
promoting physical exercise. Strategies can include
improving neighbourhood infrastructures (e.g. better
transport and street lighting187, 188) and increasing
access to green space. For example, in a study in
the USA, urban public housing residents that lived
in buildings with more nearby green space reported
lower levels of aggression, violence and mental
fatigue than their counterparts with less green space.189
A different study found that the presence of greenery
in common spaces in a large public housing
development was associated with greater use of,
and social activity in, the outdoor space.190

Figure 5.1: Recorded nighttime assault presentations to English A&E services, (average) per night by
month and for selected holidays, sporting events, and other celebrations

*Includes Christmas Eve. Data from the national HES Accident & Emergency experimental system (2008/9–2010/11). Assaults included are those reported between 6pm and
6am. Presentations during this 12 hour period are all allocated to the date on which the period begins. Data show averages when events fall on weekend (blue) and other
nights (green). National HES A&E data are not complete but are shown to illustrate calendar patterns in nighttime assaults. Figure based on: Bellis MA, Leckenby N, Hughes K
et al. Nighttime assaults: using a national emergency department monitoring system to predict occurrence, target prevention and plan services. BMC Public Health 2012;12:747.
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Changing social norms that support violence
Social and cultural norms – behavioural rules or expectations within a social group can strongly influence violent behaviours, including child maltreatment, violence towards
women and elder abuse. Interventions that challenge social norms aim to prevent violence
by making it less socially acceptable.
Despite the potential of social norms programmes
in preventing violence, there is currently a lack of
research available to identify their effectiveness.191
Mass media campaigns
Mass media campaigns can deliver violence
prevention messages to broad populations via
television, radio, the Internet and printed materials.
They raise awareness of violence and seek to
change social norms by, for example, correcting
misperceptions of norms and attaching social
stigma to violence. Given the difficulty in evaluating
mass media campaigns, little is known about their
effects on violence. However, in general, campaigns
can encourage discussion and debate and drive
other prevention work.192
Legislation and policy
Legislation can be an important tool in changing
social norms and behaviours. Laws that make
violent behaviour an offence send a message to
society that violence is not acceptable. In Sweden,
for example, legislation was implemented to abolish
physical punishment of children by caregivers in 1979.
A variety of evidence suggests that both public
support for, and the use of, physical punishment
towards children declined after its implementation.193, 194
An example of recent violence prevention legislation
in England is the Female Genital Mutilation Act 2003,
which made it illegal to practise FGM in the UK and
to take UK nationals or permanent residents abroad
for FGM. Enforcement of such legislation is a critical
element in ensuring it is effective.
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Policy responses can also be important in changing
norms and deterring abuse. Examples include the
Dignity in Care campaign (see box 5.4) and work to
raise awareness of, and strengthen responses to,
violence against NHS staff (see chapter 6).195
Box 5.4: Dignity in Care
The Dignity in Care campaign aims to change
attitudes towards older people in care by
raising awareness of the need for dignity and
respect, and motivating health and social
care workers and the public to take action.
The Commission on Dignity in Care for Older
People, set up by the NHS Confederation, the
Local Government Organisation and AGE UK,
is developing recommendations for hospitals
and care homes to help them identify the
causes of failures in the care system and
deliver dignity in care.
Social norms programmes
Social norms programmes are often used with
children and youths to challenge norms and
stereotypes that support violence, including youth
violence and bullying. Many focus on preventing
violence against women. For example, the Safe
Dates programme in the USA addresses gender
stereotypes and aims to change social norms
around dating violence (see page 37).130 Other
examples include programmes that challenge
attitudes supportive of rape (e.g. that a woman is
partly responsible for rape if she is drunk).196

Protecting people Promoting health   A public health approach to violence prevention for England

Identification, care and support
Programmes that identify victims of violence and provide effective care and support are
critical for protecting the health and wellbeing of victims and breaking cycles of violence.
Health settings can be ideal places to identify and support victims of violence.
Screening programmes

Training for health professionals

Screening tools can be used by health professionals
in a range of settings to aid detection of violence
in patients. They consist of a series of questions
designed to identify common signs of abuse. Most
research has focused on screening for intimate
partner violence in women. Here, screening can
facilitate the identification and disclosure of abuse,
and be acceptable to patients.197-199 However, the
ability of screening to protect against future violence
once victims have been identified is less clear.
Reviews have concluded that there is insufficient
evidence to support routine screening for all women
in health care settings, with the possible exception
of antenatal services.199, 200 One review found four
components that supported screening in health
settings: institutional support; effective screening
protocols; thorough and ongoing staff training; and
immediate access or referral to support services.198

Training programmes for health care staff can raise
awareness of violence, the signs and symptoms
of abuse, and reporting and referral procedures.
A review of training programmes on child abuse for
medical staff found they could improve knowledge,
attitudes and perceived self-competency to manage
child abuse issues.203 Training has also shown
benefits in improving knowledge and attitudes
around intimate partner violence, and improving
rates of screening and referral to support services,
at least in the short term - suggesting that ongoing
training is required.204

A review of screening tools for intimate partner
violence suggested that the HITS (Hurts, Insults,
Threatens and Screams) scale represented
the best short screening tool for use in health
settings.199 This asks patients four simple
questions about the frequency of abusive
behaviour by their partner.201, 202

In England, the IRIS (Identification and Referral to
Improve Safety) programme provides practicebased training sessions for primary health care
staff, a prompt to ask about abuse in the medical
record system and referral pathways to a domestic
violence advocate. In a randomised controlled trial
it was found to improve identification and referral of
women experiencing abuse.205
The Department of Health has produced a
domestic abuse training manual for health care
professionals.206
Advocacy programmes

For vulnerable groups such as children and older
people, screening tools should be used with caution.
Studies suggest individuals can be falsely identified
as being at risk (e.g. signs of chronic illness in older
people) while the completion of tools by caregivers
may make them unreliable. However, tools can be
used to identify risk factors for abuse perpetration in
carers (e.g. child abuse 116).

Advocacy programmes provide support to victims
of violence and their families. Services include the
provision of information, counselling, referrals to
services, and assistance in dealing with social and
legal services. Interventions such as brief support
and counselling can be implemented in health
(e.g. primary care207), criminal justice or community
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settings. A review of advocacy services for female
victims of intimate partner violence found that brief
advocacy reduced minor (but not severe) physical
abuse, while intensive advocacy reduced physical
abuse in the medium term (two years) but not
shorter or longer term.208
Sexual Assault Referral Centres (SARCs)
SARCS provide round the clock care and support
to people who experience sexual violence.
A SARC service includes health care and access to
forensic recovery and the criminal justice system.
In addition to a health needs assessment, SARCs
also screen for sexually transmitted infections and
HIV, provide emergency contraception, forensic
recovery and follow-up with onward referrals to
other health, care and specialist sexual violence
voluntary sector services, including counselling and
support. Forensic recovery in SARCs is currently
undertaken by doctors. In a few SARCs, protocols
and training within consultant-led SARC teams is
enabling sexual assault nurse examiners to develop
their skills and roles. In 2012, there were thirty-three
SARCs in England.
After attending a SARC, clients are assigned an
independent sexual violence adviser (ISVA) who
provides ongoing advocacy and support to access
services and help them progress through the criminal
justice system, should they choose to do so. ISVAs
operate throughout England working with voluntary
and community services as well as SARCs.209
While the impact of SARCs on sexual assault
victims’ outcomes has yet to be robustly studied,
other models of specialist sexual assault care have
shown benefits. A review of sexual assault nurse
examiner programmes that provide specialist
medical care and ongoing support to victims
found they could be psychologically beneficial,
offer comprehensive medical care, obtain forensic
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evidence correctly and accurately, and facilitate the
prosecution of rape. 210
Multi-Agency
(MARACs)

Risk

Assessment

Conferences

In England and Wales, MARACs provide an
enhanced response to high-risk victims of domestic
violence through risk assessment, shared data and
co-ordinated service provision. Referral can be
undertaken by a wide range of agencies, including
health services. Once identified, victims’ needs
are discussed at regular multi-agency meetings to
enable appropriate responses to be developed and
implemented. All discussion and data sharing takes
place with the individual’s consent. Initial research
suggests that MARACs can reduce re-victimisation
and improve the safety of victims.211
Out of home care for abused or abusive children
Removal of a child from an abusive home is often
only undertaken as a last resort, with a number of
parent and family interventions showing benefits
in preventing further abuse (e.g. parent-child
interaction therapy212, 213). Thus, children who are
placed in out of home care are likely to have suffered
severe and ongoing maltreatment.
While there is a need for further research to examine
the most effective models of out of home care,
several studies have found that children placed in
foster care following maltreatment have improved
outcomes than those who remain at home.213
Enhanced foster care, that provides tailored support
to children, their caregivers and (where relevant) their
families has shown better outcomes than standard
foster care.213 For example, multidimensional
treatment foster care (MTFC) has been found to
promote resiliency in domains including behavioural
adjustment, social competence, school success,
interpersonal relations and caregiver stress.214
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Psychological interventions

Respite care

Psychological treatments aim to address the
emotional and mental health problems that result
from violence. For example, early trauma-focused
cognitive behavioural therapy can prevent chronic
post traumatic stress disorder (PTSD), and has
been found to be more effective than other types of
counselling.215, 216 Psychotherapy can also improve
mental health among adults and children who have
suffered childhood sexual abuse.217

Respite programmes provide care for dependent
individuals to give caregivers a break from the
burden of their responsibilities. Evaluations of day
care schemes for elderly patients, for example,
suggest that they can reduce perceptions of
caregiver burden, worry and strain, as well as
depression and anger. However, more research is
needed to identify their impact on elder abuse.219
Criminal justice interventions

As well as their use in supporting victims,
psychological interventions can be used with carers
to help to reduce emotional distress. Activities
can include anger management, depression
management and cognitive behavioural therapy.
These types of programmes have been found
to improve coping strategies in, for example,
carers of elderly dependents who are at risk of
perpetrating abuse.218

A range of criminal justice measures can support
victims of violence. For intimate partner violence,
for instance, protection orders (e.g. court orders
that prevent abusers from contacting their partner)
can reduce re-victimisation rates.220 In England and
Wales, Specialist Domestic Violence Courts (SDVCs)
provide a co-ordinated multi-agency response to
intimate partner violence, involving specialist trained
police, prosecutors and court staff, independent
advisors to support victims through the criminal justice
system, and special measures to protect victims in
court. SDVCs can facilitate successful prosecutions
and improve feelings of safety in victims.221

Protecting people Promoting health   A public health approach to violence prevention for England

47

6. National policy and
programmes
Tackling violence and the root causes of violence requires strong and effective action
across government. It also requires collective action with and between local government,
health services, police, voluntary groups, local communities and other key stakeholders.
This chapter highlights some of the key policies
and programmes that aim to prevent violence and
support the victims of violence. Firstly, it looks at
the role of public health services in the delivery of
the government’s goals. It then outlines relevant
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policies and programmes that focus on the root
causes of violence and on the impact of violence
on different parts of the community. The final part
of this section highlights international policy on
violence prevention.
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The role of public health services in tackling violence
Public health services have an important role to play
in tackling violence. The Coalition: our programme
for government - freedom, fairness, responsibility39
highlights a number of key areas in which public
health approaches to violence prevention could
achieve government programme goals including:
supporting parenting and early interventions with
children and families; tackling alcohol; gun and
knife crime; and hate crimes.

Using their ring-fenced public health budget and the
new Health Premium (a financial incentive to reward
progress on specific public health outcomes) where
appropriate, local authorities will be responsible
for working in partnership to tackle issues such
as social exclusion (including through intensive
family interventions), social isolation amongst older
people and community safety including violence
prevention.

The White Paper Healthy lives, healthy people: our
strategy for public health in England 222, 223 sets out
the government’s long-term vision for the future
of public health in England. The aim is to create
a ‘wellness’ service - Public Health England - and
to strengthen both national and local leadership.
Working with other agencies, public health services
in the new public health system will have a role in
tackling violence and abuse.

Local authorities will also be responsible for the
commissioning of specialist domestic violence
services in hospital settings, and voluntary and
community organisations that provide counselling
and support services for victims of violence.

Directors of Public Health, located within local
authorities, will be tasked with looking widely
at issues including crime reduction, violence
prevention, responses to violence and reducing
levels of reoffending, which can also prevent health
inequalities.224 They can do this through links to
existing partnership working and through new
relationships, for example with incoming Police and
Crime Commissioners.
Through the Health and Social Care Act, Directors
of Public Health in local authorities are responsible
for the public health aspects of the promotion of
community safety, violence prevention, responses
to violence, and local initiatives to tackle social
exclusion. These statutory changes take place
from 1 April 2013.

The NHS Commissioning Board will also be
responsible for commissioning a number of
public health functions with its share of the ringfenced public health budget. This will include
collaborating with police forces and pooling their
respective budgets to jointly commission SARCs
on a supra-local basis. This move follows a number
of reports which recommended that quality and
access to SARCs would be improved through
NHS commissioning and provision of services that
are based on clinical governance. Both the Stern
Review225 and the independent report Responding
to violence against women and children- the role of
the NHS226 urged the Government to transfer funding
and commissioning responsibility for sexual assault
services to the NHS to improve services. The costbenefit case was made in a study by University of
Birmingham on the Feasibility of transferring budget
and commissioning responsibility for forensic sexual
offences examination from the police to the NHS.227
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The Health and Social Care Act requires the new
statutory health and wellbeing boards to use the joint
strategic needs assessment (JSNA) as a startingpoint to develop a joint health and wellbeing strategy
(JHWS). This will span the NHS, social care, public
health and other sectors that are key to addressing
the wider health determinants of health.228
Of critical importance is the need for high quality
intelligence. The Violence Indicator Profiles for
England Resource (VIPER – see chapter 2) provides
data on violence including hospital admissions for
violence and police recorded violent crime data for
every local authority in England.
The new Public Health Outcomes Framework
Healthy lives, healthy people: improving outcomes
and supporting transparency229 sets out the desired
outcomes for public health and how these will be
measured. The framework concentrates on two
high-level outcomes to be achieved across the
public health system:
• Increased healthy life expectancy.
• Reduced differences in life expectancy and
healthy life expectancy between communities.
A set of supporting public health indicators help
focus understanding of progress year by year
nationally and locally on those things that matter
most to public health. The indicators, which cover
the full spectrum of public health and what can
currently be realistically measured, are grouped into
four domains:
• improving the wider determinants of health;
• health improvement;
• health protection; and
• healthcare, public
premature mortality.
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health

and

preventing

Three indicators, which focus on domestic abuse,
violent crime (including sexual violence) and older
people’s perceptions of community safety, will
be used to measure progress on tackling violence
(see box 6.1).
The Public Health Outcomes Framework
together with the NHS and Adult Social Care
Outcomes Frameworks will provide a coherent
and comprehensive approach to tracking national
progress against an agreed range of critical
outcomes.
Box 6.1: Public health outcomes
framework: public health indicators
related to violence
Domestic abuse
Tackling domestic abuse as a public health
issue is vital for ensuring that some of the
most vulnerable people in our society receive
the support, understanding and treatment
they deserve. The more we can focus in on
interventions that are effective, the more we can
treat victims and prevent future re-victimisation.
Violent crime (including sexual violence)
The inclusion of this indicator enables a focus
on the interventions that are effective and
evidence-based, including a greater focus on
prevention and treatment, which need to be
considered alongside criminal justice measures
for a balanced response to the issue.
Older people’s perception of community safety
Perception of safety is an important factor
in helping older people to maintain their
independence and activity and to avoid social
isolation. This indicator will encourage good
links between public health and other parts of
local government (e.g. the police) to encourage
health and wellbeing boards and public health
professionals to consider perceptions of safety
as key to improving health and wellbeing.
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Policies aimed at tackling the drivers of violence
No health without mental health: a crossgovernment mental health outcomes strategy for
people of all ages230
The government has made it clear that the
Coalition’s success will be measured by the nation’s
wellbeing, not just by the state of the economy,
recognising that mental health is central to quality of
life and economic success. It is also interdependent
with success in improving education, training
and employment outcomes and tackling some
of the persistent problems that affect society,
from homelessness, violence and abuse, to drug
use and crime. Financial insecurity, being homeless,
drug use, alcohol consumption and experiencing
violence are all strongly associated with poor
mental health.
The goals of the mental health strategy are:
1. More people will have good mental health
2. More people with mental health problems
will recover
3. More people with mental health problems
will have good physical health
4. More people will have a positive experience
of care and support
5. Fewer people will suffer avoidable harm
6. Fewer people will experience stigma and
discrimination.
A good start in life and positive parenting promote
good mental health, wellbeing and resilience to
adversity throughout life. Many mental health
problems start early and are associated with a
number of known risk factors, including inequality.

Programme, which places greater emphasis on
health promotion, prevention and early intervention.
Other commitments include encouraging data
sharing between EDs and other partners to identify
violence, in partnership with the Home Office
(see page 19).
Reducing demand, restricting supply, building
recovery: supporting people to live a drug free life231
The government’s drug strategy aims to tackle drug
dependence and promote a recovery-led approach
to help people rebuild their lives. The strategy
recognises that a clear association exists between
mental illness and drug and alcohol dependence.
The approach adopted by this strategy, of promoting
mental wellbeing, preventing mental illness and
early intervention as soon as the problem arises, will
also help to reduce the risk of substance misuse
across the population. The strategy has recovery at
its heart by:
• Putting more responsibility on individuals to seek
help and overcome dependency;
• Placing emphasis on providing a more holistic
approach, by addressing other issues to support
people dependent on drugs or alcohol, such as
offending, employment and housing;
• Aiming to reduce demand for drugs;
• Taking an uncompromising approach to crack
down on those involved in the drug supply both
at home and abroad; and
• Putting power and accountability in the hands of
local communities to tackle drugs and the harms
they cause.

To support mental health objectives, the Department
of Health has committed to recruit 4,200 new health
visitors who will lead and deliver the Healthy Child
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The government’s alcohol strategy169

Police Reform and Social Responsibility Act 2011232

The government’s alcohol strategy aims to address
irresponsible drinking and the harms caused by
alcohol through long-term, sustained action by local
agencies, industry, communities and government.
A reduction in alcohol-fuelled crime, including
violent crime, is an ambition of the strategy, along
with reductions in the numbers of: people binge
drinking; adults drinking above NHS guidelines*;
11-15 year olds drinking and the amounts of
alcohol consumed; and alcohol-related deaths. The
strategy also aims to promote behavioural change
so that people do not think it is acceptable to drink
in a way that causes harm to themselves or others.

The Police Reform and Social Responsibility Act
2011 included provision for a package of measures
to overhaul the Licensing Act 2003 and give
communities greater tools and powers to tackle
alcohol-fuelled crime and disorder. These include:

The strategy sets out plans for ending the availability
of cheap alcohol and irresponsible promotions;
providing local areas with additional powers and
resources to challenge unacceptable behaviour and
address problem premises; securing industry support
in changing drinking behaviours; and supporting
individuals to make informed choices about healthier
and responsible alcohol consumption.
Key violence-related components of the strategy
include:
• The introduction of a minimum unit price for
alcohol (see chapter 5);
• Provision of stronger powers for local areas to
control the density of licensed premises (see
chapter 5) – including consulting on introducing
a health-related licensing objective for this
purpose;
• Providing support for hospitals to tackle drunken
behaviour in EDs;
• Encouraging all hospitals to share nonconfidential information on alcohol-related injury
with police and other agencies (see chapter 2).

• Early morning restriction orders, which will
enable licensing authorities to place restrictions
on the sale of alcohol in all or part of their areas
between midnight and 6am;
• A late night levy, which will allow licensing
authorities to raise funds from late night
premises to help cover the cost of policing the
latenight economy.
Importantly, the act made local health bodies
responsible authorities under the Licensing Act
2003. This enables them to make representations
regarding new license applications and request
reviews of existing licences where they have relevant
evidence to do so.
The government has established an Alcohol
Network as part of the Public Health Responsibility
Deal,233 which has to date involved retailers,
producers, industry representative organisations
and health non-governmental organisations
(NGOs). The network seeks to deliver pledges in
support of the core commitment: “We will foster
a culture of responsible drinking, which will help
people to drink within guidelines.”
For example, the Responsibility Deal includes
a pledge for £800,000 to increase investment
in Community Alcohol Partnerships (CAPs) that
aim to reduce underage drinking and related
anti-social behaviour.

*No more regularly than 3-4 units per day for men and no more regularly than 2-3 units for women
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Policies aimed at tackling violence
Violence against women and girls (VAWG)
The Coalition government is determined to prevent
violence against women and children, to protect and
support victims and to bring offenders to justice.
A cross-government strategy Call to end violence
against women and girls234 aims to prevent violence
against women and girls from happening in the first
place by challenging the attitudes and behaviours
which foster it and intervening early to prevent it.
The government has committed £28 million in Home
Office funding over four years to improve specialist
local services and support for victims of rape,
sexual assault and violence. Call to end violence
against women and girls: action plan235 (see box
6.2) outlines 88 actions for responsible government
departments; Call to end violence against women
and girls: taking action – the next chapter236 reviews
progress and updates the plan, including new
actions to help keep women safe.

As part of the action plan, the government committed
to implementing domestic homicide reviews, which
were established on a statutory basis under section
9 of the Domestic Violence, Crime and Victims
Act (2004). Domestic homicide reviews cover
both intimate partner violence and family violence,
including honour-based violence. The responsibility
for establishing reviews lies with Community
Safety Partnerships, which convene a review panel
comprising police, health professionals and other
relevant bodies. The aim of the review is to learn
from what has happened and to improve policies
and practice at local and national levels. Multiagency guidance on conducting these reviews has
been published by the Home Office.237
Improving services for women and child victims
of violence: the Department of Health action
plan238 aims to lay the foundations for embedding
high quality evidence-based practice within the
NHS in response to violence and abuse and is

Box 6.2: Call to end violence against women and girls: action plan for the Department of Health
• Support community engagement work to tackle female genital mutilation (FGM)
• Develop training for health visitors to provide support to families when they suspect violence against
women or children (VAWC) may be a factor
• Work with NICE to produce public health guidance on preventing domestic violence
• Consider the findings of a study examining the impact of transferring commissioning and budgetary
responsibility for forensic sexual assault work from the police to the health service
• Fund the development of a Diploma in the Forensic and Clinical Aspects of Sexual Assault
• Launch e-learning training for GPs on VAWC
• Carry out further research on the health aspects of VAWC
• Develop a needs assessment toolkit on sexual violence to provide a local dataset that can inform
local statutory assessments
• Produce two short informative films for the NHS Choices website on child sexual exploitation and FGM
• Ensure that all government press releases on VAWG issues contain the national domestic violence
and national stalking helpline contact details
• Raise awareness in the Department of Health and other government departments to ensure staff have
an understanding of VAWG, and where to seek help and support
• Clarify the issues around Female Genital Cosmetic Surgery through the inquiry that Sir Bruce Keogh
is conducting into cosmetic surgery and other cosmetic interventions.
Protecting people Promoting health   A public health approach to violence prevention for England
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set around four key themes: awareness-raising;
workforce,education and training; improving quality
of services; and evidence and information. A range of
resources have been produced for commissioners
to support VAWG work (see box 6.3).
Box 6.3: Resources for commissioners
to support action to end VAWG
Commissioning services for women and
children who experience violence or abuse –
a guide for health commissioners239
This guidance aims to support health
commissioners – in particular those that
commission primary care, mental health,
maternity care and sexual health services to improve the commissioning of services
for women and children who are victims
of violence.  It aims to improve health and
wellbeing outcomes for these vulnerable
individuals, even as the NHS goes through a
period of considerable change. The guidance
provides suggested outcome measures, case
examples (including service specifications
to download) and advice on how to include
the needs of victims of violence in Joint
Strategic Needs Assessments – with the aim of
managing the transition and developing these
services in a way which will help them adapt to
the changes to the NHS and public health.
Response to sexual violence needs
assessments (RSVNA) toolkit: informing
the commissioning and development of
coordinated specialist services for victims of
sexual violence240
This document provides guidance to local
area partnerships conducting a Response
to Sexual Violence Needs Assessment
to underpin the Joint Strategic Needs
Assessment.
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To ensure that the actions and milestones set out in
this strategy are delivered, a VAWG Inter-Ministerial
Group (IMG) is chaired by the Home Secretary and
meets on a quarterly basis. The IMG addresses
issues across government and monitors progress
on the delivery of the strategy. A cross-departmental
VAWG Delivery Board reports to the VAWG IMG.
The NHS Operating Framework 2011/12 241 states
that NHS organisations should properly identify
women and children affected by sexual violence
or abuse and ensure suitable care pathways are
in place to provide sensitive, ongoing care. The
framework also identifies that all acute trusts should
share non-confidential information with Community
Safety Partnerships to support reductions in the
number of violence-related attendances in EDs
through better targeting of local interventions to
reduce violence.
From April 2013, the NHS Commissioning
Board will commission SARCs jointly with police
constabularies on a supra-local basis. The Board
will eventually become responsible for both forensic
medical examination services and SARCs, when
commissioning responsibility and funding for the
forensic medical aspects transfer to it from the
Police. This follows the Public Health White Paper
series Healthy Lives, Healthy People - Consultation
on the funding and commissioning routes for public
health,242 in response to recommendations for
improved quality of services, made in independent
reviews on how public authorities handle rape
cases243 and on the NHS response to violence
against women and children.226
Commissioning of female genital mutilation clinics
will be the responsibility of Clinical Commissioning
Groups whilst commissioning of specialist domestic
violence services which have until now been
commissioned by PCTs will be transferred to local
authorities.
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Safeguarding children

Troubled families

Following the Munro review of child protection,244
the government is reforming the child protection
system and working to reduce the bureaucracy
faced by those with safeguarding responsibilities.
A consultation on revised safeguarding statutory
guidance is seeking to replace existing guidance
with three short and precise documents:

The Troubled Families programme247 commits
the government to working with local areas to
turn around the lives of 120,000 troubled families.
A troubled family is one that suffers from at least five
of the following characteristics:

• Working together to safeguard children, providing
guidance on what is expected of organisations,
individually and jointly, to safeguard and promote
the welfare of children;
• Managing cases: the framework for the
assessment of children in need and their families,
providing guidance on undertaking assessments
of children in need; and
• Statutory guidance on learning and improvement,
detailing proposed new arrangements for Serious
Case Reviews, reviews of child deaths, and other
learning processes led by Local Safeguarding
Children Boards.
The revised guidance aims to place trust in social
workers, health professionals, police, early years
professionals, teachers and youth workers,
allowing them to undertake their work without being
hampered by unnecessary rules and targets.
Safeguarding adults
The White Paper, Caring for our future: reforming care
and support, sets out the government’s vision for a
reformed adult care and support system. The system
aims to promote wellbeing and independence at all
stages to improve people’s lives and reduce their
risk of requiring intensive care and support. A key
principal underpinning the reforms is that all people
are treated with dignity and respect, and are safe
from abuse and neglect.245

• No one in the family is in work;
• Living in poor or overcrowded housing;
• No parent has any qualifications;
• Mother has mental health problems;
• At least one parent has a longstanding illness,
disability or infirmity;
• A low income; and
• An inability to afford a number of food and
clothing items.
A significant proportion of these families are likely
to suffer domestic violence problems. Estimates
of numbers locally will be agreed and a plan of
action for dealing with each family will be drawn up.
This programme will run primarily on a paymentby-results basis to incentivise local authorities and
other partners to take action to “turn around” the
lives of troubled families in their area by 2015.
The government will also fund a national network
of troubled family coordinators in each (upper-tier)
local council. They will operate at a senior level to
oversee the programme in their area. Success will
be measured by:
• Numbers of children back into school;
• Reduction of criminal and anti-social behaviour;
• Parents on the road back to work; and
• Reduction of the costs to the taxpayer and local
authorities.

The Department of Health has produced a series of
guidance documents setting out the role of health
services in safeguarding adults.246
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Gang and youth violence
Following the disorder in August 2011 in cities
across England, the Prime Minister asked the Home
Secretary to lead a review, alongside the Secretary
of State for Work and Pensions, into the growing
problem of gangs and gang violence. Ending gang
and youth violence: a cross-government report
including further evidence and good practice case
studies19 looks into the problem of gang and youth
violence, analyses its causes, and identifies what
can be done by government and other agencies to
stop violence and improve the lives of those involved.
It sets out plans to make this happen through:
• Providing support to local areas to tackle the
problem;
• Preventing young people becoming involved in
violence in the first place, with an emphasis on
early intervention and prevention;
• Developing pathways out of violence and gang
culture for young people;
• Using punishment and enforcement to suppress
the violence of those refusing to exit violent
lifestyles; and
• Partnership-working to join up the way local
areas respond to gang and other youth violence.
Getting it right for children, young people and
families. Maximising the contribution of the school
nurse team248 sets out a new vision and model for
school nursing services. It identifies a number of
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fundamental roles of school nurses in improving
children’s and young people’s health and wellbeing,
including identifying children and young people
in need of early help and, where appropriate,
providing support to improve their life chances and
prevent abuse and neglect. This includes working
with children and young people at risk of becoming
involved in gangs or youth violence.
Hate crime and violence
The Equality Strategy – Building a Fairer Britain249
outlines the government’s commitment to putting in
place more effective measures to tackle hate crime
and the violence that often accompanies it. The
strategy aims to:
• Promote better recording of all hate crimes, but
particularly those which at present are often
not centrally recorded, for example, against
disabled people and lesbian, gay, bisexual and
transgender people;
• Encourage those who experience hate crime to
report it;
• Continue work with the Independent Advisory
Group on Hate Crime;
• Continue to be alert to crimes being committed
against members of all faith communities and
work with local people to safeguard people and
property; and
• Promote good practice in responding to all forms
of hate crime.
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Protecting NHS staff from violence
In 2003, the NHS established a dedicated service to protect NHS staff and property in
England. The major focus of the NHS Security Management service was to protect NHS
staff from violence and abuse and to ensure that appropriate action was taken against
those who abuse, or attempt to abuse, NHS staff.
This programme of work introduced a requirement
for each health body in England to have a Local
Security Management Specialist, who receive
professional training and work with police to prevent
violence against NHS staff. It also developed
a range of training programmes for NHS staff
and security managers, including a national
syllabus for conflict resolution training aimed at
all frontline staff.

In 2011, the NHS Security Management Service
was incorporated into the newly established NHS
Protect, which leads work to identify and tackle
crime across the health service.

The Criminal Justice and Immigration Act 2008
created a criminal offence of causing a nuisance
or disturbance on NHS premises and provided
powers for police or authorised NHS staff to
remove persons suspected of committing this
offence. The Department of Health has produced
guidance on use of this legislation.250 This focuses
on preventing problems before they arise and using
non-physical methods to de-escalate situations
when they do occur. A three year programme has
trained staff at over 80 hospitals in implementing
this legislation.

• Preventing and deterring crime in the NHS
by removing opportunities for it to occur or
re-occur; and

Other features of the programme include the
development of guidance for lone workers in
the NHS and the distribution of personal safety
equipment to such staff.

NHS Protect has the key objectives of:
• Educating and informing those who work for or
use the NHS about crime in the health service
and how to tackle it;

• Holding those who have committed crime
against the NHS to account by detecting and
prosecuting offenders and seeking redress
where viable.
Preventing and addressing violence, harassment
and abuse against NHS staff remains a key
priority within NHS Protect. For example, in 2011
a three way agreement was signed between NHS
Protect, the Association of Chief Police Officers
and the Crown Prosecution Service to strengthen
responses to violence against NHS staff, ensuring
that the strongest possible action is taken against
offenders.
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International policy and programmes
There are a wide range of programmes being undertaken at international and European
levels to prevent violence and strengthen global capacity for violence prevention. Here we
focus on the work of the World Health Organization, which operates a global programme
to promote a public health approach to violence prevention.
The Forty-Ninth World Health Assembly adopted
Resolution WHA49.25 in 1996, declaring violence
a major and growing public health problem across
the world. In this resolution, the Assembly drew
attention to the serious consequences of violence
– both in the short-term and the long-term – for
individuals, families, communities and countries,
and stressed the damaging effects of violence
on health care services. The Assembly asked
Member States to give urgent consideration to
the problem of violence within their own borders,
and requested the Director-General of the World
Health Organization (WHO) to set up public health
activities to deal with the problem.
The first World report on violence and health11 is an
important part of the World Health Organization’s
response to Resolution WHA49.25. It is aimed
at both researchers and practitioners. The latter
include health care workers, social workers,
those involved in developing and implementing
prevention programmes and services, educators
and law enforcement officials.
Within Europe, the WHO Regional Office for Europe
advocates reducing violence and unintentional
injury by promoting a public health approach
based on evidence and multi-sectoral cooperation.
WHO has estimated that, if all countries in the
WHO European Region equalled the interpersonal
violence mortality rates of the country with the
lowest rate, nearly 90% of deaths from this cause
could be averted.251
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The experience of several countries in the Region
shows that public policy and sustained approaches
that address the underlying causes of violence can
make countries safer.
WHO Europe also supports Member States by:
• Providing data on the burden of injuries and
evidence of what works for prevention
• Helping them improve their
strengthen prevention; and

capacity

to

• Facilitating the sharing of knowledge about
prevention strategies that have proven effective
A European inventory of national policies for the
prevention of violence and injuries has been
compiled by WHO Europe to help facilitate
monitoring and reporting of national policies for the
prevention of violence and injuries.252
WHO training programmes
The WHO have developed TEACH-VIP, 253 a modular
training curriculum on violence and injury prevention
and control, and MENTOR-VIP, 254 a global mentoring
programme.
Evidence base resources
At both international and European levels, WHO
has worked with the WHO Collaborating Centre for
Violence Prevention at the Centre for Public Health,
Liverpool John Moores University, to increase
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access to the evidence base on effective violence
prevention strategies. This work programme has
produced a serious of reports (e.g. youth and knife
violence,251 elder maltreatment255) and evidence
briefings (e.g. Prevent violence: the evidence,256
Preventing and reducing armed violence257).
The WHO Collaborating Centre also hosts a
website, www.preventviolence.info, which contains
an Evidence Base of abstracts for studies on
the effectiveness of primary violence prevention
interventions, and a Trials Register providing details
of studies underway to evaluate the effectiveness of
primary violence prevention interventions.
International conventions
A range of international conventions have been
adopted with the aims of preventing violence,

mostly focusing on women and children.
The UN Convention on the Rights of the Child
is an international human rights treaty setting out
the civil, political, economic, social and cultural
rights of children. It defines standards for the
treatment and status of children, including their
right to be protected from abuse or exploitation.
The Convention on the Elimination of All Forms of
Discrimination against Women (CEDAW) focuses
on ending sex-based discrimination, prejudices
and customs based on the idea of the inferiority
of one sex. Within Europe, key treaties include the
Convention on preventing and combating violence
against women and domestic violence, adopted by
the Council of Europe in 2011. This provides a legal
framework to prevent violence and protect victims,
and criminalises various forms of violence against
women including female genital mutilation, forced
marriage, stalking and sexual violence.
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7. Conclusions
Why now is the time to act on violence prevention
Since the publication of the World Health
Organization’s World report on violence and health11
in 2002, there has been a growing understanding
in public health and partner organisations that
violence is preventable, and that health services
have a major role to play in prevention (see
chapter 6). Over the last decade, an increasing
body of research, intelligence and experience has
developed our understanding of the wide range of
risk factors that can contribute to violence (chapter
4) and what can be done to prevent it (chapter 5).
We now have a sound knowledge of how violence
affects us and which groups are most at risk, as
well as strong evidence from around the world
of the effectiveness and cost-effectiveness of a
range of violence prevention strategies. England
has robust national and local infrastructures that
include universal health care and strong social
support systems. These can play a major part in the
prevention of violence. The results will be of benefit
to individuals and public services and importantly, in
times of limited resources, they can not only protect
health but also save money (see chapter 5).
The potential for public health bodies to ensure local
services miss no opportunity to reduce violence
have never been greater. Directors of Public Health
are moving into local authorities, which control
and influence a range of key services including
children’s services, adult social care, education
services, community safety and alcohol licensing.
Connections must be made with and between these
services to ensure that they: recognise connections
between early life experiences and propensity
for violence in later life; exploit all opportunities to
prevent violence; and understand the benefits such
prevention brings for educational achievement,
employment prospects and long-term health.
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Differences between the low levels of many types
of violence experienced in the most affluent
neighbourhoods and almost epidemic levels seen
in the poorest communities are some of the starkest
contrasts seen for any health related condition.258
In fact, violence prevention needs to be seen
as a key part of tackling inequalities. For some
interventions such as nurse family partnership,
parenting programmes and life skills training, there
is robust international evidence of their effectiveness
in violence prevention (see chapter 5). Targeting
such interventions at deprived communities will
help reduce inequalities as well as reduce violence
and anti-social behaviour. At the same time, we
need to strengthen our national evidence base on
the violence prevention impact of internationallyproven measures. Much of our knowledge of
what works to prevent violence comes from
research undertaken in the USA, and the scarcity
of home-grown knowledge is a gap that needs to
be addressed. Implementing violence prevention
activity within an evaluative framework will help
address this gap, providing valuable information on
what interventions work with which groups and what
features of implementation help them succeed.
Tackling violence effectively requires action on a
multi-agency basis. A number of assets are already
available to facilitate such action and others will
soon be in place. For example, Joint Strategic
Needs Assessments enable public health teams
in local authorities to work directly with clinical
commissioning groups to analyse the health needs
of the population and set local health, wellbeing
and social care commissioning priorities. Here,
public health teams should support clinical services
to both play their role in violence prevention and
recognise the benefits this can have to reducing
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pressures on their services. Such benefits include
reductions in pressures on emergency services and
in the chronic morbidity associated with violence
and abuse, such as poor mental health, substance
use, cancer and heart disease.
Joined up approaches to violence prevention are
also facilitated by Community Safety Partnerships
that provide a forum for driving a public health
approach to violence prevention with local
criminal justice organisations. Elected police
commissioners will have a key role in strengthening
such local partnership working and supporting
partner agencies, including health, in fulfilling
their commitments to preventing crime, including
violence. Further, local health bodies have been
made responsible authorities under the Licensing
Act 2003, enabling them to influence local licensing
issues. For example, it is critical that licensing
bodies have access to relevant data on violence
prevention issues linked to the sale of alcohol.
Through Public Health England, we now have a
national public health body capable of working
pan-departmentally to implement joined up
approaches to violence prevention with the Home
Office, the Department for Education and other key

government departments. The inclusion of three
specific violence-related indicators in the Public
Health Outcomes Framework provides a consistent
mechanism for measuring local progress on
tackling violence. Access to additional local level
data on violence is also increasing through work to
meet the government’s commitment to emergency
department data sharing, and through the
development of online intelligence tools including
the Violence Indicator Profiles for England Resource
(VIPER) (chapter 2). In addition to data, this tool will
provide summaries of the effectiveness of different
violence prevention strategies.
With the new public health system emerging, we
have a unique opportunity to ensure that approaches
to tackling violence move from a historically
punitive system based within criminal justice to a
preventative approach that utilises all the assets of
government and civil society. This move has already
been embarked upon by other government sectors
that recognise the need for a life course approach
to primary violence prevention.19 This report
identifies why we need this approach, how it can be
implemented and the successes already realised
where organisations and communities have taken
such action.
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