Abstract

Interpersonal violence accounts for a significant portion of the global
burden of disease and imposes substantial direct and indirect costs on
society. This article reviews a public health approach to the problem,
describing the health dimensions of interpersonal violence and strategies
for intervention, and then looks at human rights approaches to the prob-
lem, focusing on specific examples of violence against women and child
abuse. The discussion shows that public health and human rights
approaches to interpersonal violence are complementary and can oper-
ate in tandem with shared goals and strategies. Deliberate integration of
the two approaches could facilitate a more comprehensive and sustain-
able response to interpersonal violence.

La violence interpersonnelle représente une partie substantielle du
fardeau des maladies dans le monde et impose des coiits directs et
indirects non négligeables a la société. Cet article examine une
approche du probléme du point de vue de la santé publique, en
décrivant la violence interpersonnelle en termes de santé et en pro-
posant certaines stratégies d’interventions, puis il étudie des approches
du probléme du point de vue des droits de ’homme, en présentant des
exemples spécifiques de violence contre les femmes et de mauvais
traitements a I'égard d’enfants. La discussion montre que les approches
santé publique et droits de 'homme de la violence interpersonnelle
sont complémentaires et peuvent étre développées en tandem, avec des
stratégies et des objectifs communs. Une intégration délibérée des
deux approches pourrait faciliter une réponse plus compléte et plus
viable a la violence interpersonnelle.

La violencia interpersonal es la causa de una porcion significativa de los
problemas de salud en el mundo e impone costos directos e indirectos
importantes a la sociedad. Este articulo examina el problema desde el
punto de vista de la salud piiblica, describiendo el impacto que tiene la
violencia interpersonal sobre la salud y las estrategias para la interven-
cion, y luego considera el enfoque de derechos humanos con relacién al
problema, concentrdndose en los ejemplos especificos de violencia con-
tra las mujeres y el abuso de menores. La discusién demuestra que los
enfoques de salud piublica y derechos humanos con relacion a la violen-
cia interpersonal son complementarios y que pueden operar conjunta-
mente con metas y estrategias compartidas. Este articulo concluye que
una integracion intencionada de los dos enfoques podria facilitar una
respuesta mds integral y sostenible a la violencia interpersonal.
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INTEGRATING HUMAN RIGHTS AND
PusBLIC HEALTH TO PREVENT
INTERPERSONAL VIOLENCE

Alison Phinney and Sarah de Hovre

In 2001, violence accounted for an estimated 1.6 mil-
lion deaths worldwide.! Intentional injuries, comprising
2.8% of total deaths that year, caused more fatalities than
malaria and nearly as many as tuberculosis.2 Violent acts
also disabled, injured, or traumatized millions of additional
people, numbers that are not reflected in mortality statis-
tics. Violence accounts for a significant portion of the glob-
al burden of disease and imposes substantial direct and indi-
rect costs on society.34 It is a major challenge for global pub-
lic health.

The World Report on Violence and Health (WRVH),
released by the World Health Organization (WHO) in
October 2002, defines violence as “the intentional use of
physical force or power, threatened or actual, against one-
self, another person, or against a group or community, that
either results in or has a high likelihood of resulting in
injury, death, psychological harm, maldevelopment, or dep-
rivation.”5 This definition encompasses physical, sexual,
and psychological violence, as well as deprivation and neg-
lect. The typology of violence proposed in the WRVH
divides violence into three major categories: Collective vio-
Ience is violence committed by states or other groups that is
driven by a particular political, social, or economic agenda.
Self-directed violence refers to self-abuse and suicidal
behavior. Interpersonal violence, which is the focus of this
article, deals with violence between individuals where there
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is no clearly defined political motive.6

Interpersonal violence heavily burdens health and
resources in nearly every nation. It causes social disruption
and creates an obstacle to peace, health, and human well-
being. Deaths and suffering from interpersonal violence are
not, however, inevitable. A human rights approach has been
used to argue for the prevention of child abuse, torture,
genocide, violence against women, and other forms of vio-
lence. WHO identified violence prevention as a public health
priority in 1996.7 Although some have argued that the public
health approach to violence undermines a human rights
approach, the two, in fact, do have shared goals and strate-
gies.8 A closer examination of the two approaches and how
they complement each other makes clear that both have an
important role in preventing interpersonal violence and fur-
thermore suggests that explicitly integrating both approach-
es would benefit violence prevention.

This article aims to show the complementarity of these
approaches to preventing interpersonal violence and to pro-
pose an integrated rights-based, public health approach to
violence prevention. First, the public health approach to
interpersonal violence is reviewed, describing the dimen-
sions of interpersonal violence in terms of subcategories,
scope, and risk factors. Then, the human rights approach to
interpersonal violence is discussed, specifically regarding
violence against women and child abuse. Finally, the com-
plementary aspects of the two approaches are explored,
focusing on the rationales and strategies for violence pre-
vention and identifying rights that are prerequisite for pre-
venting interpersonal violence.

A Public Health Approach to Violence

At the heart of the public health approach to any health
problem are four steps: documenting and defining the prob-
lem, identifying the underlying causes and associated risk
factors, developing and evaluating interventions that
address those risk factors, and implementing effective inter-
ventions.? This approach to interpersonal violence relies on
discovering the why of violence and intervening to alter the
risk factors associated with it. Although violence is a direct
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consequence of individuals’ behavior, that behavior is influ-
enced and shaped by factors external to individuals.
Interpersonal violence results from a complex interaction
between risk factors operating within broader social, cultur-
al, and economic contexts.l1® According to the ecological
model proposed in the WRVH, the likelihood of experienc-
ing or perpetrating violence is influenced by factors operat-
ing and interacting across four levels: a person’s individual
characteristics (i.e., biology, personal history) and proximal
social relationships, characteristics of the community in
which a person operates, and societal factors (i.e., policies,
social norms) that influence violence.!! Reducing and pre-
venting violence requires intervention across all levels of
the ecological model.

Interpersonal Violence: The Problem

Interpersonal violence can be divided into two subcate-
gories: family and community.!2 Family violence occurs
between family members and intimate partners, often in the
home. It includes child abuse and neglect, intimate-partner
violence, and elder abuse. Community violence occurs
between individuals who are not related and who may or
may not know each other. It usually occurs outside the
home and includes youth violence, sexual assault by
strangers, violence during property crimes, and violence in
institutional settings, such as schools.

Beyond fatal and nonfatal physical injuries, interper-
sonal violence is associated with many other health conse-
quences, including depression and other psychiatric disor-
ders, behavioral changes, substance abuse, sexually trans-
mitted diseases, and unwanted pregnancies.13-15 The overall
societal impact reaches well beyond the immediate health
consequences for individuals and populations. Widespread
interpersonal violence contributes to a climate of fear and
insecurity in which victims may cease their participation in
regular activities, take sick leave from work, or fail to pur-
sue opportunities. The fear or threat of violence contributes
to inequality and limits access to resources, particularly for
vulnerable groups.1617 Violence also diverts substantial pro-
portions of national and household economies to health
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care, law enforcement, social services, and compensation
for absenteeism from work, funds that instead could be used
for constructive programs, such as those that promote edu-
cation and employment.

Interpersonal violence accounts for a substantial pro-
portion of the global disease burden.!8 In 2000, an estimated
520,000 people were killed as a result of interpersonal vio-
lence worldwide—a rate of 8.8 per 100,000.1 These deaths,
however, represent only the tip of the iceberg because, for
each fatality, many more individuals suffer nonfatal and
very often repeated acts of physical or sexual violence.20
Interpersonal violence occurs in both developed and devel-
oping countries, transcending the boundaries of class, cul-
ture, education, and religion. According to evidence gath-
ered in the WRVH, children and women are especially vul-
nerable to nonfatal injuries, psychosocial forms of abuse,
and sexual violence, whereas men are more likely to be vic-
tims and perpetrators of homicides.

Violence among young people is one of the most preva-
lent forms of interpersonal violence: In 2000, an estimated
199,000 youths were murdered worldwide—equivalent to
an average of 565 young people between the ages of 10 and
29 years old dying each day.2! The burden of interpersonal
violence, as with many other public health problems, rests
disproportionately with the poor, as shown by higher homi-
cide rates observed within low- and middle-income soci-
eties and among the poor in societies where large economic
inequalities exist.22

Risk Factors

Risk factors are those individual, relationship, commu-
nity, or societal factors that predict an increased likelihood
of interpersonal violence. They reveal what makes individ-
uals and communities vulnerable to violence. While some
risk factors are specific to one type of violence, several are
shared across multiple types. Consequently, interventions
targeting these cross-cutting risk factors may lead to reduc-
tions in multiple types of violence. This analysis focuses on
some of the factors that are common to multiple subtypes
of interpersonal violence.23
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Poverty and Economic Inequality

Poverty and economic inequality are associated with
increased rates of youth violence, child abuse and neglect,
intimate-partner violence, sexual violence, and elder
abuse.?4 Individuals’ and families’ socioeconomic status and
a community’s level of poverty influence the risk of inter-
personal violence.2526 Not only does absolute poverty affect
risk, but relative deprivation also appears significant:
Research has shown that economic inequality is strongly
correlated to rates of interpersonal violence, particularly to
homicide rates.27-29

Weak Economic and Social Safety Nets

Weak economic and social safety nets contribute to
increased rates of interpersonal violence. For example, high
levels of unemployment and limited availability of social
capital are associated with increased rates of youth violence,
sexual violence, and child abuse and neglect, and rapid
social change is known to exacerbate all forms of interper-
sonal violence.303! Higher welfare expenditures, strong
social welfare systems, and social capital, on the other hand,
are associated with lower rates of homicide and child abuse
and neglect.32-34

Gender Inequality

Gender inequality creates a social environment that is
conducive to intimate-partner violence, sexual violence,
child abuse and neglect, and, in some areas, elder abuse.35
Gender-based violence is a manifestation of the unequal
power relations between men and women, and often pre-
vents women from realizing their full potential.36 Societies
in which men have most of the economic and decision-mak-
ing power within the household are more likely to have
increased levels of wife abuse.37 Likewise, sexual violence is
associated with pervasive norms of men’s superiority and
sexual entitlement.38 Furthermore, unequal opportunities
for women can leave them dependent on their partners,
which makes leaving a violent relationship or gaining
access to justice difficult.
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Substance Use and Abuse

Substance use and abuse are associated with all forms
of interpersonal violence.3%-41 Alcohol and other drugs may
facilitate interpersonal violence by reducing inhibitions and
impairing judgment.42 Alcohol use is a particularly relevant
risk factor for perpetration of intimate-partner violence.
Diverse studies from a range of countries have consistently
found that women whose partners are heavy drinkers are
much more likely to suffer intimate-partner violence.43
Substance abuse can also increase stress on individuals and
families by the strain it places on economic and emotional
resources.

Cultural Norms and Acceptance of Violence

Cultural norms often influence the prevalence of inter-
personal violence.# Traditional norms and values signifi-
cantly influence the way members of a society respond to
their environment and help determine what behaviors are
socially acceptable. For example, social norms that bestow
men the “right” to “discipline” their wives through vio-
lence, or that deem violence an acceptable means of conflict
resolution and retribution, normalize interpersonal violence
into a culture, where it is likely to flourish.

A Prior History of Victimization

A history of being victimized, particularly in childhood,
is a formidable risk factor for both perpetrating and being
subjected to interpersonal violence in the future.4>47 The
risk is not confined solely to directly experiencing physical,
sexual, or psychological abuse; children who witness vio-
lence in their family environment, even if it is not directed
at them, are more likely to become perpetrators of violence
in their youth and to abuse and neglect their children and
partners later in life.48 Given the pattern of interpersonal
violence that can develop over generations, primary preven-
tion—addressing the triggers that set a cycle in motion, as
well as breaking the cycle itself—can significantly reduce
the burden of violence.
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Programs and Interventions

The WRVH documents many policies, programs, and
interventions that have successfully reduced violence.
Some specifically focus on one type of interpersonal vio-
lence, whereas others address interpersonal violence in gen-
eral. It is important to note that interventions that address
cross-cutting risk factors can influence multiple forms of
interpersonal violence. The WRVH concludes with nine
broad recommendations for advancing violence prevention
in general, all of which apply specifically to preventing
interpersonal violence. Those recommendations include
implementing national action plans for violence prevention;
enhancing data-collection capacity; supporting research on
the extent, causes, consequences, costs, and prevention of
violence; improving primary prevention responses; increas-
ing services for victims of violence; establishing policies
that address gender and other social inequalities; increasing
collaboration and exchange of information on violence pre-
vention; more thoroughly implementing international
human rights standards; and coordinating international
responses to the global trade in drugs and arms.4

A Human Rights Approach to Violence

Violence prevention is not a new concept for the human
rights community, which has characterized various types of
violence as acts that both violate human rights and arise
from inadequate fulfillment of human rights. People who
live amid widespread interpersonal violence cannot fully
enjoy their rights to life, liberty, security of person, and
health. Levels of interpersonal violence around the world
indicate the extent to which states have failed to guarantee
these rights to people who live within their borders.

The Inter-American Convention to Prevent, Punish and
Eradicate Violence Against Women is the only internation-
al instrument that enshrines the explicit right to a life free
from violence, but states obligations to fulfill other human
rights include taking action against violence.’0 The
Convention on the Rights of the Child (CRC) guarantees
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every child the right to life, survival, and development, and
obligates States parties to take legal, administrative, social,
and educational measures to protect children specifically
from violence and exploitation.5! General Recommendation
19 of the Convention on the Elimination of Discrimination
Against Women (CEDAW) identifies gender-based violence
as “a form of discrimination that seriously inhibits women’s
ability to enjoy rights and freedoms on a basis of equality
with men” and recommends that states take action to
address it.52 States are further responsible for addressing
interpersonal violence under their obligations to respect,
protect, and fulfill the right to health. The Committee on
Economic, Social and Cultural Rights, in General Comment
No. 14 on the right to health, declared that a wider defini-
tion of health encompasses social problems, such as vio-
lence and armed conflict, within the right.53 Accordingly,
states should take measures to prevent interpersonal vio-
lence, provide adequate services for victims, and collect data
for surveillance purposes.

Human rights law has been used to challenge the per-
vasive belief that violence is an intrinsic part of human exis-
tence. The movement against violence against women
(VAW) has been particularly successful in this effort.
Women’s human rights advocates have long recognized that
states have human rights obligations to prevent violence
against women, despite the apparent paradox that, accord-
ing to international law, only states or state actors can com-
mit human rights violations, and interpersonal violence
occurs between private actors. State responsibility regarding
private acts of violence stems from states’ duty to protect
human rights: The obligation to use public power to ensure
the free and full enjoyment of human rights includes taking
reasonable steps to prevent individuals’ rights from being
violated by private actors.>* The Inter-American Court of
Human Rights clarified this duty in the Velasquez
Rodriquez case, in which the Court opined that “a state is
not directly responsible for human rights violations arising
from private acts, but that it becomes responsible when a
lack of due diligence to prevent or respond to the violation
is apparent.”’ss

Over the past two decades, advocates have successfully
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worked to incorporate violence against women into the
mainstream human rights agenda.’¢657 This success is
reflected in both the growing attention nongovernmental
organizations, such as Human Rights Watch and Amnesty
International, are giving to violence against women, as well
as in the increase in state-sponsored international human
rights instruments and documents that specifically address
VAW: General Recommendation 19 of CEDAW (1992), the
United Nations (UN) Declaration on the Elimination of
Violence Against Women (1993), the Inter-American
Convention to Prevent, Punish and Eradicate Violence
Against Women (Convention of Belém do Pard, 1994), the
appointment of a UN Special Rapporteur on Violence
against Women (1994), as well as the explicit attention to
VAW within the Beijing Platform for Action (1995).58-62

Despite the heightened visibility of VAW in interna-
tional human rights norms and practices, there is no inter-
national convention on VAW, not even an article directly
addressing VAW in any global human rights instrument.s3
Advocates have argued state responsibility to respond to
VAW exists under the umbrella of a range of other rights.
States can be held accountable for inaction as well as action,
and a cornerstone argument for state obligation is that a sys-
tematic lack of due diligence to prevent, investigate, and
punish acts of violence against women amounts to discrim-
ination.64 As intimate-partner and sexual violence are dis-
proportionately directed at women, state failure to prevent
these acts and provide victims with adequate mechanisms
for redress amounts to discrimination and denies a signifi-
cant segment of the population the right to life, freedom
from torture and cruel and unusual punishment, and securi-
ty of person as guaranteed under the International Covenant
on Civil and Political Rights (ICCPR) and other relevant
human rights instruments.s5 State obligation to address
VAW arises also through the obligation of states to provide
equal protection of the law and equality of rights to
women.66

The equality-discrimination argument cannot be used
for all forms of interpersonal violence because it relies on
proof of systematic lack of due diligence in addressing vio-
lence that primarily affects a specific vulnerable group.
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Arguments pertaining to child abuse and neglect, including
harsh corporeal punishment, instead have been grounded
mainly in the lack of due diligence to safeguard the right not
to be subjected to torture or cruel, inhuman, or degrading
punishment.6” The European Court of Human Rights has
considered a series of applications alleging that corporeal
punishment of children breaches the European Convention
for the Protection of Human Rights and Fundamental
Freedoms (ECHR) and found that such punishment may
amount to “inhuman or degrading treatment or punish-
ment,” which is prohibited under Article 3 of the ECHR.68
Moreover, in the case of E and Others vs. United Kingdom,
the European Court found that a more thorough investiga-
tion of child-abuse allegations, as well as better cooperation
and exchange of information with other child-welfare
authorities, could have prevented further abuse and, there-
fore, the inadequate social services response amounted to a
breach of Article 3.6° The court’s finding that “A failure to
take reasonably available measures which could have had a
real prospect of altering the outcome or mitigating the harm
is sufficient to engage the responsibility of the State” has
important implications for child-protection services in pre-
venting child abuse and neglect.?0

Integrating the Approaches

For various reasons, neither the human rights nor the
public health approach alone is sufficient to effect signifi-
cant progress in violence prevention.”! The enforcement
mechanisms of international human rights instruments
generally are not strong enough to compel states to fulfill
every obligation they have agreed to undertake. Even where
national laws have been changed to reflect international
human rights norms, challenges remain. Changes on paper
do not guarantee real change, which depends on those who
enforce and interpret the law, as well as on prevailing social
norms. Translation of law into practice relies on political
will and strong advocacy to hold authorities accountable to
new law.72

Similarly, the public health approach on its own cannot
sufficiently prevent violence on a large scale. The underly-
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ing determinants of interpersonal violence, for the most
part, lie beyond the reach of the health sector. The preva-
lence of interpersonal violence depends more on economic
and social policy than on health policy, per se. Public health
professionals can identify risk factors and interventions, but
they still must rely on multisectoral collaboration to imple-
ment interventions that will have the greatest impact.
Although, taken separately, neither approach is sufficient to
effect large-scale violence prevention, together they can
make significant progress against interpersonal violence. By
deliberately integrating the two approaches to focus on
addressing cross-cutting risk factors, the movement to stop
interpersonal violence could gain powerful momentum.
The remainder of this article examines the complementary
aspects of the approaches and recommends a way forward.

Rationale

The human rights framework uses the rationale that
violence prevention is the obligation of states, depending on
which treaties they have ratified, to respect, protect, and ful-
fill those human rights that are related to violence. On the
other hand, the public health rationale for violence preven-
tion is grounded in the concept that states have a duty to
protect the health and welfare of residents by addressing sig-
nificant threats to the health of a population, such as inter-
personal violence. It is obvious, considering WHO'’s broad
definition of health, that both rationales hinge on the duty
of states to safeguard the well-being of individuals and pop-
ulations.”® The public health approach, which involves iden-
tifying costs and consequences of violence, yields an addi-
tional argument that appeals to state self-interest: If states
will not be induced by legal or moral duty to address inter-
personal violence, it is nevertheless to their advantage to
reduce and prevent violence because of the associated eco-
nomic and social costs. This argument does not indicate that
governments should address only those human rights that
will yield savings; it merely acknowledges the reality that
arguments drawing on the language of costs and savings
speak well to policymakers. Taken together, the rationales of
human rights, public health and welfare, and costs constitute
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a powerful set of arguments to induce states to take action to
prevent violence.

Strategy

Human rights and public health strategies for preventing
violence have significant overlap. Table 1 juxtaposes human
rights recommendations for addressing VAW, taken from
General Recommendation 19 of CEDAW and the Conven-
tion of Belém do Par4, with their corresponding public health
recommendations, taken from the WRVH.7475 Table 1 illus-
trates how both approaches emphasize monitoring violence,
addressing attitudes and social norms, and providing servic-
es for victims/survivors. The main value of adding public
health to the human rights approach, besides reaffirming the
importance of primary prevention and services for victims,
may lie in its focus on science-based evidence. Lack of sys-
tematically collected evidence on the extent, causes, and
consequences of VAW has been a major obstacle to achieving
accountability for human rights obligations vis-a-vis VAW.76

Central components of a public health approach to any
problem are surveillance, establishing systems for data col-
lection, and analysis; the public health tools of epidemiolo-
gy and surveillance can contribute to better documentation
and understanding of interpersonal violence and even facili-
tate documentation of human rights violations. Public
health is also concerned with identifying interventions that
effectively address risk factors and consequences, using sci-
entific evaluation to determine efficacy. Evidence of what
works is a powerful complement to any moral or legal man-
date to act, by proving that there are concrete actions that,
if undertaken properly, will reduce violence. Furthermore, a
public health approach can provide evidence about the cost-
effectiveness of programs and policies, which speaks to pol-
icymakers’ necessary concern with budget constraints. In
summary, public health evidence about violence can be
used to help convince states to act, to document violence-
related human rights violations, and to offer concrete
actions that states can take to fulfill effectively their human
rights obligations regarding violence.
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Using Human Rights to Promote Violence Prevention

In addition to considering how the tools of public
health may be put to work on behalf of human rights, it is
worthwhile to consider how the fulfillment of human rights

Human Rights Public Health
Recommendations* Recommendations*

Ensure appropriate support Strengthen health, social, and
services for victims of VAW. and legal services for vistims Of
(CEDAW art. 24. b,k,r1t; violence. (WRVH 5)

Belém do Pard 8.d,f)

Compile statistics; research Enhance capacity for data
extent, causes, and collection on violence;

effects of VAW. (CEDAW art. foster research on causes,
24.c; Belém do Pard 8.h) consequences costs, and

prevention of violence. (WRVH 2,3)

Identify and address atitudes, Promote primary prevention
address attitudes,customs, responses, including change
and practices that of attitudes, behavior, and
perpetuate VAW. (CEDAW art. social norms; adopt policies
(CEDAW art. 24. e,f; Belém do to address gender and social
Pard 8.b) inequalities. (WRVH 4,6)
Provided gender-sensitive Address attitudes (via training)
training for judicial, law of health, judicial, police
health, judicial, police, and social-service officials
enforcement, and other that contribute to violence.
public officials. (CEDAW art. (WRVH 5)

24.b; Belém do Pard 8.c)

Foster international Increase collaboration and
exchangeof information and exchange of information on
experiences related to the violence prevention. (WRVH 7)

prevention of VAW. (CEDAW
n/a; Belém do Pard 8.1)

Table 1. Shared Recommendations for Violence Prevention.

* Human rights recommendations are followed by the portions of CEDAW,
General Recommendation 19, and Belém do Para that support them; public health
recommendations are followed by the portions of the WRVH that support them.
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is a prerequisite to reducing and preventing interpersonal
violence. The rights violated by violence must be addressed,
but promoting the rights violated by the risk factors that
foster interpersonal violence is equally essential. Human
rights and the degree to which they are fulfilled have direct
bearing on the underlying conditions that shape individuals’
and communities’ vulnerability to interpersonal violence.
Several economic, cultural, and social rights, in particular,
could be considered vital to preventing interpersonal vio-
lence in that the fullest enjoyment of these rights by indi-
viduals can reduce its likelihood. Poverty, high unemploy-
ment, inadequate economic and social safety nets, lack of
education, and various forms of social inequality all con-
tribute to high rates of interpersonal violence in all its
forms; human rights related to these cross-cutting risk fac-
tors thus figure prominently in its prevention.

The Right to an Adequate Standard of Living

The right to an adequate standard of living entitles both
the individual and the individual’s family to a standard of
living sufficient to provide adequate food, clothing, housing,
medical care, and health.”? Under the CRC, children have
the right to a standard of living adequate for their physical,
mental, spiritual, moral, and social development.” Poverty
is a major risk factor for all forms of interpersonal violence,
and people living in poverty are disproportionately affected
by violence; fulfilling this right on a large scale could reduce
violence rates significantly.

The Right to Social Security

The right to social security encompasses more than
assuring benefits in retirement or old age. The Universal
Declaration of Human Rights (UDHR) enumerates the right
to social benefits that are sufficient to ensure security in the
event of unemployment, sickness, disability, and widow-
hood.” The CRC directs States parties to provide material
assistance and to support programs related to nutrition,
clothing, and housing, and to help parents and guardians
implement children’s right to an adequate standard of liv-
ing.80 Considering that rapid social change, unemployment,
parental conflict, inability to meet family needs, and weak
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economic and social safety nets all affect levels of interper-
sonal violence, it is reasonable to conclude that better
implementation of the right to social security would go far
to diminish interpersonal violence.

The Right to Education

This right includes equal opportunity for compulsory
and free primary education, access to various forms of sec-
ondary education (including progressive introduction of free
secondary schooling), and access to higher education accord-
ing to capacity.8! Equal opportunity and nondiscrimination
in education are key to efficacy in violence prevention, as
implementation of those principles can offset inequalities.
Preschool-enrichment and social-development programs and
programs that help people to complete secondary schooling
have been effective in preventing youth violence.s2

The Right to Equality and Nondiscrimination

These are the pillars of human rights and the founda-
tion of the UDHR: “All human beings are born free and
equal in dignity and rights.”83 States parties to the ICCPR
and the International Covenant on Economic, Social, and
Cultural Rights are obligated to guarantee the enumerated
rights to all individuals under their jurisdiction, without
distinction or discrimination of any kind.8* Furthermore,
CEDAW and the International Convention on All Forms of
Racial Discrimination particularly identify the need to
eliminate discrimination based on sex, race, and ethnicity
and explicitly reinforce state obligations to do so. Inequality
of any kind—gender, economic, or social—increases the
likelihood of interpersonal violence, which underscores its
importance.

Nondiscrimination is a powerful tool for combating
inequalities. In particular, more effective fulfillment of the
human rights of women can combat gender inequality and
reduce incidents of interpersonal violence against women.
The status of women can and must be improved by fulfill-
ing, without discrimination, their rights to education,
employment opportunities, social security, forms of finan-
cial credit, political participation, and equal right to choose
and dissolve marriage.
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This is by no means an exhaustive list of the human
rights whose fulfillment will prevent interpersonal vio-
lence, but it illustrates the promise of using this approach.
There is a lack of empirical evidence that correlates the sta-
tus of human rights protection to the prevalence of inter-
personal violence; however, the direct impact that realiza-
tion of human rights has on the risk factors for interperson-
al violence suggests that better implementation of rights
will significantly reduce interpersonal violence.

Future Steps

Rather than being at odds, the public health and the
human rights approaches to interpersonal violence are sim-
ilar and complementary. They share a common aim of
improving human well-being by reducing the prevalence of
violence. The growing intersection between the two
approaches is already apparent in the violence prevention
work of WHO. In a report to WHO, Human Rights Watch
identified inadequate medico-legal services as a major obsta-
cle for victims of sexual and gender-based violence who seek
redress through the criminal justice system, which indi-
cates a lack of due diligence and, therefore, amounts to a
breach of state obligations under CEDAW.85 Both Human
Rights Watch and the XV FIGO World Congress of
Gynaecology and Obstetrics called on WHO to develop
guidelines for medico-legal services for victims of sexual
violence, which will be published and piloted later this year.
Further evidence of the public health-human rights conver-
gence is clear in the WHO/ISPCAN guidelines for prevent-
ing child abuse and neglect. These guidelines, which are
currently under development, map recommendations to
specific articles of the CRC.86 Despite the existing collabo-
ration between public health and human rights practition-
ers, the field of interpersonal violence prevention could ben-
efit tremendously from a more deliberate and systematic
integration of the approaches. The link between human
rights and the underlying factors affecting interpersonal vio-
lence is intuitive, but the method for operationalizing that
link is less obvious. The ever-present dilemma over how to
do this in a way that will provide policymakers with con-

80 Vol. 6 No. 2



crete, practical recommendations may find its solution in
some of the work being done on human rights and
HIV/AIDS.

The First International Consultation on AIDS, in 1989,
recommended the development of guidelines on how states
could best comply with international human rights stan-
dards in response to HIV/AIDS. In 1995, the Secretary
General of the United Nations recommended to the UN
Commission on Human Rights that such guidelines would
facilitate “a more comprehensive understanding of the com-
plex relationship between the public health rationale and
the human rights rationale of HIV/AIDS. In particular, gov-
ernments could benefit from guidelines that outline clearly
how human rights standards apply in the area of HIV/AIDS
and indicate concrete and specific measures, both in terms
of legislation and practice, that should be undertaken.”s?
Guidelines were developed in 1996 through a consultative
process involving human rights activists, people living with
HIV/AIDS, representatives from UN agencies and national
AIDS programs, and academics.88 The consultation pro-
posed 12 concrete recommendations to help states integrate
international human rights standards in their responses to
HIV/AIDS. This guidance on what to do was later supple-
mented with a handbook offering best-practice examples of
how to implement the recommendations.8?

As with the issue of HIV/AIDS, policymakers and plan-
ners could benefit from a better understanding of the rela-
tionship between violence, human rights, and public health.
A set of guidelines on human rights and interpersonal vio-
lence, similar to the guidelines on human rights and
HIV/AIDS, could facilitate an integrated public health and
human rights response to interpersonal violence. Such
guidelines should advocate the development of national
frameworks for violence prevention—frameworks that inte-
grate human rights principles with violence-prevention
interventions, that promote human rights as a necessity for
preventing violence, and that ensure care, support, and
treatment for victims and their families.

National frameworks for violence prevention can be
constructed to strengthen and improve, rather than under-
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mine, existing efforts that work to prevent specific types
and subtypes of violence, such as VAW or child abuse. These
individual movements will be aided by efforts to address
shared risk factors, such as poverty or gender inequality, if
national frameworks of action prioritize protecting the
groups most vulnerable to violence—women, children,
youth, and the elderly. Given that the cross-cutting risk fac-
tors for interpersonal violence are intrinsically linked with
policy in sectors other than the health sector, a handbook
that would illustrate the links between social and economic
policy and violence, and that would document effective
policies and programs for its prevention would be helpful for
shaping national frameworks for violence prevention. This
kind of resource would complement guidelines on human
rights and interpersonal violence and increase the likeli-
hood of their implementation.

Interpersonal violence is a massive hindrance to human
well-being worldwide, one that needs comprehensive and
integrated responses. Work to elucidate the connections
between interpersonal violence, public health, and human
rights could catalyze global commitment to prevention
efforts. To achieve large-scale and sustainable reductions,
public health tools and the legal and moral force of interna-
tional human rights standards must be brought together and
applied to prevent interpersonal violence.
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