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Traditional public health injury control does not
apply to violence

Les Fisher

Violence is ancient. It is much more complex
than just injury control or public health
practice. In Genesis, Cain’s “grandchildren”
found that Bronze Age weapons were a more
eYcient means of inflicting violent harm than
their hands.

Which injury control practices can really
make a diVerence in reducing juvenile violence
morbidity and mortality? When I first began
working in this area in 1964, the field had just
begun to transfer its preventive thrust to more
safely designed childhood consumer products.
The “human factors” approach, reminding
everyone to be more “careful” had failed.
Instead, my eVorts focused on the products
themselves (toys, flammable nightwear, play-
ground equipment, car safety seats, household
toxic substances, etc). At the time, I thought
injury control had all the answers and con-
cluded that its paradigm was suitable not only
to non-intentional but also to intentional
injury.1–3

However, by 1985, my ideas about the
causes and possible control of adolescent
suicides, many of which were related to
firearms or to sexual experimentation with
inhalants, had changed. They included some
controversial applied biochemical research
suggesting that levels of biomines found in the
brain, such as serotonin, might increase
aggression and the risk of violence. It seemed it
might even be possible to determine high risk
individuals by this means.4 By 1993, several
studies showed that “serotonin deficiencies are
associated with alcoholic predisposition among
people characterized by depression, poor im-
pulse control, heightened self- and other-
directed aggression...”.5 For youth homicides
(and some suicides) it appeared there was little
nexus of drug, firearm violence, and injury,
except for indirect coincidental drug trafficking
wars among youth gangs.6

Injury control and epidemiological research
to reduce firearm related intentional injuries by
making handguns less available and safer are
now at the cutting edge. Nevertheless, injury
control is only part of the whole; diverse tech-
nical, political factors, and the “thunder of his-
tory” overlay our potential successes in using
the injury control paradigm to reduce inten-
tional injuries.

Technical overlays
Haddon built on earlier work to adapt the
energy exchange model of injury causes and to
formulate control strategies.7 Certainly, energy
gone wrong is the culprit; but the compound-
ing variables (not just risks) in youth violence
may also relate to combinations of endogenous
drugs (for example serotonin levels in cerebral
spinal fluid, and exogenous drugs, such as
alcohol). There is a further overlay of aggres-
sion, self esteem, economic depression, and an
inability to constructively communicate with
others and ourselves. Haddon’s strategies
applied to violence are far from safety caps,
flame retardant clothing, etc. Nor do they
involve just limiting the accessibility or safety
design of handguns.

His work suggests a need for: (a) screening
for high risk social, economic, biological, or
psychological risks and stresses; (b) finding
ways to increase self esteem, to cope with frus-
trations and negative emotions by supportive
counseling; (c) positive parental supports; (d)
use of prescription drug and counseling thera-
pies; (e) eVective poison control center sys-
tems, emergency “hotlines”, or emergency
department protocols; and (f) rehabilitation of
oVenders.4 Indeed, the control of violence is so
overlaid by behavioral factors (psychological,
social, and biochemical) that expertise in
psychology and psychiatry is essential. An
angry young adult or older child will probably
be able to bypass a safety locked trigger on a
handgun and older guns will be available for
some time. The firearm today is one of the
weakest links in the chain of control. Moreover,
little scientific evidence is yet available that
these interventions work, and for safety locks,
there are no uniform standards to assure they
will all perform eVectively.

Political realities
In the US, the political realities are that the
juvenile violence control manifests itself in the
more publicly recognized, better supported,
and better funded juvenile justice systems. This
is probably true in other nations. Another
political reality is that diverse disciplines
continue to maintain their own viewpoint
rather than partner with others.8 Although
there are several newly developed partnerships
between public health and the criminal justice
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system, these are not extensive. We can only
hope that mandated government interagency
practices or executive oYce requirements will
further such approaches. Personalized safety
latches on police weapons are promising but
remain to be developed for general public use.
Moreover, interest groups in America, such as
the National Rife Association, continue to suc-
ceed politically in limiting government’s public
health responses to firearms injury reduction.
They have succeeded in blocking bills tied to
Centers for Disease Control appropriations. In
injury control practice, as well as politics and
history, the perception of reality is as important
as the reality.

Nevertheless, we are at the threshold of
change in juvenile violence control. The
progress we made in the safety of medicines,
automobiles, and consumer products should
permit us to learn. We should not permit these
successful histories to be revised by
opponents.9 We need to be clear about how we
made headway in earlier times.

Other historical realities
The childhood injury control field has had a
poor scientific record of assessing and respond-
ing to the psychological and social causes in the
prevention of injury. We focused at great waste
on the “accident prone child “ and only found
out by the 1970s that our Gestalt was too nar-
row. The “accident” prone person is also a
product of immediate economic, social and
domestic pressures, as well as complex psycho-
pathology originating in early life.10 Our
current focus on teaching conflict resolution
skills in schools is likely to be eVective only if
implemented with other initiatives that target
the broader eVects of poverty.11

Yes, violence is as old as Noah’s ark, Cain
and Abel, and the Tower of Babel. Its causes
and control remain impinged in our ability to
eVectively understand, communicate inten-
tions, and interact with our fellows, and to cope
with our own and other’s emotions. We have
done well with public health models. These

have proven useful (and in the long run of
injury control history, may continue to make a
diVerence).1 11–14 But their transfer to inten-
tional injury applications are still nascent,
theoretical (perhaps even philosophical), and
largely untested. As the first century Redactor
of Pirki Avos wrote: “You are not required to
complete the task, yet you are not free to with-
draw from it”.
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