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Despite a decline in the incidence of homicide in recent years, the United States retains the highest youth
homicide rate among the 26 wealthiest nations. Homicide is the second leading cause of death overall and the
leading cause of death for male blacks aged 15 to 24 years. High rates of health care recidivism for violent
injury, along with increasing research that demonstrates the effectiveness of violence prevention strategies in
other arenas, dictate that physicians recognize violence as a complex preventable health problem and
implement violence prevention activities into current practice rather than relegating violence prevention to the
criminal justice arena. The emergency department (ED) and trauma center settings in many ways are uniquely
positioned for this role. Exposure to firearm violence doubles the probability that a youth will commit violence
within 2 years, and research shows that retaliatory injury risk among violent youth victims is 88 times higher
than among those who were never exposed to violence. This article reviews the potential role of the ED in the
prevention of youth violence, as well as the growing number of ED- and hospital-based violence prevention
programs already in place. [Ann Emerg Med. 2009;53:490-500.]
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In the United States, violence is the leading cause of death for
male blacks aged 15 to 25 years and the second leading cause of
death for all youths aged 15 to 25 years regardless of race or
ethnicity. In 2006, almost a million youths ages 15 to 24 years
received medical care for nonfatal violent injuries. As many as
40% of violently injured youths return to the emergency
department (ED) in the future with violence-related injuries,
and as many as 20% are victims of homicide within 5 years of
admission. As with other forms of violence, including elder
abuse, child abuse, and domestic violence, the ED is uniquely
positioned to intervene to reduce rates of violent reinjury and
death in these vulnerable youths. ED clinicians can identify and
assess violently injured youths for risk of violent reinjury and
perpetration of retaliatory violence; provide counseling and
linked referrals to resources that may help reduce risk of future
violence; and advocate for policies and programs that reduce

risk for violence and violent reinjury. This article reviews recent
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research on youth violence and its prevention, discusses 3
actions ED providers can take to aid in reducing violent reinjury
and homicide among young patients, and identifies areas for
future research. A list of resources for providers interested in
integrating clinical preventive services in their patient care plans
is also provided.

Youth violence, which includes acts such as aggravated
assault, robbery, rape, and homicide, is a significant public
health problem in the United States. In 2006, more than
766,000 youths ages 15 to 24 years received medical care for
nonfatal violent injuries, of which 9% required hospitalization.1

Repeated visits among this injured cohort are common: studies
indicate that readmission rates for youths treated in the ED for
violent injuries are as high as 44% for injury caused by another
assault, and some studies find a subsequent homicide rate of
20% among the subset whose index visit required admission to

trauma service.2-7 In 2005, more than 5,000 youths ages 15 to
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24 years were victims of homicide, making it the second leading
cause of death of all youths in this age group, regardless of race,
and the leading cause of death for male blacks in this age group
(Table 1).1 Violently injured urban adolescents treated after a
gunshot injury are more likely to die from a subsequent and
similar injury than from any other illness or condition for which
they seek care.8,9

Violent behaviors often show a developmental progression;
offenders tend to add more serious offenses to their behavioral
repertoire over time. Being a victim of violence during
adolescence increases the odds of being an adult perpetrator or
victim of domestic or community violence or of committing
felony assault.10 Exposure to firearm violence, measured as
being shot or shot at or as witnessing a shooting, doubles the
probability that a youth will commit violence within 2 years.11

Dowd12 demonstrated that retaliatory injury risk among youth
victims of violence was 88 times higher than among those who
were never exposed to violence. Youths presenting to the ED
with violence-related injuries need to be considered at high risk
for retaliation and subsequently assessed with a comprehensive
history.

The health care and productivity costs associated with the
treatment of violent injuries are substantial. Fatal injuries caused
by assault among youths ages 15 to 24 years costs $4 billion
annually for medical care alone, with an additional cost of $32
billion in lost productivity.13 For nonfatal injuries caused by
assault, the per-person cost for an injury requiring
hospitalization is $24,353 for medical care and $57,029 for lost
productivity; injuries for patients treated and released from the
ED cost on average per person $1,002 in medical care and
$2,822 in lost productivity. Gun violence injuries are the most
expensive to treat; the cost of acute care treatment for gun
violence injuries conservatively ranges from $15,000 to $32,000

Table 1. Leading causes of death among youths aged 15 to
24 years in the United States, by sex and race, 2005.1

Aged 15–24 Years

Males Females

Rank
African

American White
African

American White

1 Homicide Unintentional
injury

Unintentional
injury

Unintentional
injury

2 Unintentional
injury

Suicide Homicide Suicide

3 Suicide Homicide Malignant
neoplasms

Malignant
neoplasms

4 Heart
disease

Malignant
neoplasms

Heart
disease

Homicide

5 Malignant
neoplasms

Heart
disease

Complicated
pregnancy

Heart
disease

Source: Centers for Disease Control and Prevention, National Center for Injury
Prevention and Control. Web-based Injury Statistics Query and Reporting System
(WISQARS). (2005). Available at: http://www.cdc.gov/ncipc/wisqars. Accessed
April 8, 2008.
per victim.14
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A substantial body of literature now exists in violence
prevention that disproves the myth that violence is “inevitable.”
Youth violence can be viewed through the same lens as medical
professionals view other diseases, implicating and treating a wide
range of risk and protective factors and setting aside common
myths (Tables 2 and 3). The surgeon general’s report on youth
violence applied effectiveness criteria to several model
community-based violence prevention/intervention programs
and produced compelling results.15 Interventions based on
strategies such as scare tactics, boot camps, gun buy-backs, and
isolated self-esteem enhancement programs that provide
information without skills were ineffective or even harmful.16-19

Although well-meaning hospitals and medical providers would
like teens to understand “what might happen,” research shows
that programs for youths who tour trauma bays and morgues are
not effective prevention strategies and may actually cause more
harm than good. The most successful programs evaluated were
based on strategies such as social skills training, positive youth
development, mentoring, parent and family training, and home
visitation. Effective violence prevention approaches, short of
massive social and economic reform, build resilience and
enhance protective factors to overcome social and
environmental stressors.20-23 These approaches include
encouraging participation in peer groups, schools, and
communities that emphasize positive social norms, facilitating
concomitant involvement in safe activities, providing supportive
relationships with adults, and enhancing competence in
cognitive, social, and emotional skills.

According to this and other evidence, national medical
organizations have urged physicians to incorporate violence
prevention into adolescent medical practice.24-28 The high rates
of health care recidivism for violent injury, along with
increasing research demonstrating the effectiveness of violence
prevention strategies in other arenas, mandate that physicians
recognize violence as a complex preventable health problem
rather than a criminal justice issue.19,29 The science of violence
prevention research disproves the fact that clinicians should do
nothing because there is “nothing that can be done.” The most
important message ED clinicians can take from these programs
is that preventing future violent injury is possible among high-
risk youths.

THE TRAUMA BAY AS AN OPPORTUNITY FOR
ASSESSMENT, INTERVENTION, AND REFERRAL

Complex public health issues, such as alcohol misuse, have
been addressed successfully in the ED; the American College of
Surgeons recently recognized the importance and cost-
effectiveness of brief alcohol screening and intervention in
trauma centers.30 Studies show that health care encounters in
the ED and hospital after events such as assault represent unique
“teachable moments” that can be used for brief interventions,
but this susceptibility may decrease over time.31-36 Taking
advantage of this opportunity immediately after a violent injury
is especially important in the prevention of reinjury caused by

assault and revenge- or retaliation-related homicide.37,38 Until
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recently, discharge planning for patients who are victims of
violence focused on the rehabilitation from their physical
wounds and trauma and did not capitalize on the opportunity
to address the psychosocial challenges that these patients face in
returning to the same conditions in which they were injured in

Table 2. Myths and facts about youth violence, adapted from
a report by the US surgeon general.19

Myth Fact

Nothing works with respect to
treating or preventing violent
behavior.

A number of prevention
and intervention
programs that meet
high scientific
standards of
effectiveness have
been identified.

Black and Hispanic youths are more
likely to become involved in
violence than other racial or
ethnic groups.

Data consistently indicate
that race and ethnicity
have little bearing on
the overall proportion
of racial and ethnic
groups that engage in
nonfatal violent
behavior. However,
there are racial and
ethnic differences in
homicide rates. It is
likely the relationship
between race and
violence is confounded
by socioeconomic and
neighborhood factors.

Getting tough with juvenile offenders
by trying them in adult criminal
courts reduces the likelihood that
they will commit more crimes.

Youths transferred to
adult criminal court
have significantly
higher rates of
reoffending and a
greater likelihood of
committing
subsequent felonies
than youths who
remain in the juvenile
justice system. They
are also more likely to
be victimized physically
and sexually.

Youth violence is always a result of
a behavior problem, and the only
way to remedy this is to alter
teenagers’ individual behaviors.

Youth violence is best
viewed in the context
of the sociocultural
and physical
environment;
successful
interventions address
both individual and
environmental
characteristics that
culminate in violent
events.

Adapted from: Youth violence: report of the surgeon general. Available at:
http://mentalhealth.samhsa.gov/youthviolence/surgeongeneral/SG_Site/to-
c.asp. Accessed April 8, 2008.
the first place.39
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Although the primary care office may be a logical place for
this type of education, injury prevention messages are often
not delivered in the primary care setting; even if teens have a
primary care provider, they may not receive injury
prevention messages during their visits.40,41 Many of the
patients at highest risk for youth violence utilize the ED as
their primary or sole access point to the health care system.
For example, 97% of injured patients presenting to EDs are
treated and released after receiving care,42 and even after a
firearm-related injury a large proportion of youths are treated
and released from the ED (Figure 1).1 Older adolescents are

Table 3. Levels of risk and protective factors for youth
violence.19,81,82

Risk Factors Protective Factors

Individual
Attention deficits/hyperactivity Intolerant attitude

toward deviance
Antisocial beliefs and attitudes High intelligence

quotient
History of early aggressive behavior Religiosity
Involvement with drugs, alcohol, or

tobacco
Anger control skills

Early involvement in general
offenses

Poor behavioral control
Family
Poor parent/child relations Parental presence
Low parental involvement Parent-family

connectedness
Antisocial parents Parental monitoring of

youths
Low family socioeconomic status
Harsh, lax, or inconsistent

disciplinary practices
Family conflict
School
Gang presence in school Absence of gang

presence in school
Positive school

affiliation
Peer
Association with delinquent peers Involvement in positive

social activities
Involvement in gangs that focus on

criminal behavior
Involvement with

nondelinquent peers
Social rejection by peers; weak

social ties
Community
High rate of neighborhood crime Low neighborhood

crime rates
Neighborhood disorganization Organized

neighborhoods
Diminished economic opportunity Economic opportunity
High concentrations of poor

residents
High levels of transiency
High levels of family disruption
Low community participation
overrepresented in ED visits relative to their population
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proportion,43 perhaps reflecting significant decreases in visits
to pediatricians in late adolescence.44 These discharged
youths will not interface with resources on the inpatient
trauma unit, and although some EDs attempt violence
prevention, many still provide no evaluation of risk for
future violent injury.

For many reasons, a “treat them and street them” attitude
has prevailed in the care of assault victims in the ED. Barriers to
incorporating violence prevention messages into routine ED
care include lack of time and resources, lack of proper training
in violence prevention, and concerns about one’s own
safety.45,46 ED volumes are increasing nationally, and physicians
struggle to care for injured patients in an increasingly
overburdened system. To many, it may seem impossible to add
an accurate violence assessment or brief intervention and referral
to routine ED and trauma care. However, the ED is already the
site of considerable violence prevention. ED and trauma
providers are trained to carefully consider safety after discharge
when treating a young woman with a black eye caused by a
partner, to file with child protective services for a suspicious
burn in a young child, or to refer a patient with a self-inflicted
wound to psychiatric care. Domestic violence screening and
referral are now required by The Joint Commission.47 With
appropriate training and protocols, these same models can be
applied to youth violence prevention.

As with other types of violence, the ED provider is uniquely
positioned to intervene with violently injured youths to reduce
the risk of reinjury. Specifically, the ED provider can
1) identify and assess violently injured youths for risk for

retaliatory violence and potential reinjury or violence-
related death;

2) provide youths and their families with counseling and
linkages to resources to help prevent future violence; and

3) advocate for policies and programs that promote positive
youth development and reduce risk for violent injury and

Figure 1. Distribution of ED dispositions for firearm-related
injuries, by age, 2001.
death.48,49
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IDENTIFY AND ASSESS VIOLENTLY INJURED
YOUTHS FOR RETALIATORY VIOLENCE AND
POTENTIAL REINJURY

Identifying youths at risk for violence is the first step in ED-
based violence prevention programs. When surveyed, ED
physicians and nurses cite lack of time, energy, and skills;
concern for personal safety; and upsetting family members as
barriers to conducting a risk assessment among violently injured
youths.45 Clinicians are hampered by a paucity of empirically
based screening tools that have been validated in a medical
setting and can accomplish this assessment in a standardized and
efficient manner. However, despite deficits in literature in the
ED setting, there is substantial evidence from other disciplines
that suggests that youths at especially high risk can be accurately
identified.

A fundamental component of preventing reinjury is assessing
youths (and possibly their families) for risk of retaliatory
violence and reinjury. Similar to practices around intimate
partner violence, respondents need to feel safe and confident
that their answers will not “come back” to hurt them, and the
questions need to be direct and straightforward and asked in a
nonjudgmental manner. Risk for retaliation is presumably the
highest in the several weeks after a violence-related injury,
highlighting the potential effect of an ED intervention, as well
as the futility in relegating screening and intervention to a later
time or setting.

An example of a screening tool to assess retaliation is
outlined in Figure 2, which may serve as a template for further
research. The FiGHTS screen, derived from a national school-
based sample (Table 4), effectively classifies the majority of
school students at low risk for firearms carrying50 and may also
be appropriate for adaptation and validation in an ED sample.
Other resources include brief violence-risk screening tools
developed for use in primary care settings that may be
appropriate to be adapted for use in the ED.51,52 One found
that 3 short questions about performance in school, drug use,
and involvement in physical fights predicted violence-related
injury in the follow-up period.51 In addition to assessing risk for

Figure 2. Children’s Hospital of Philadelphia Safety
Screening Tool.*
*Patients identified as being at risk for furture violence are referred to
a lengthier assessment.
violent reinjury, ED providers should also consider assessing the

Annals of Emergency Medicine 493



Prevention of Violent Injury Among Youth Cunningham et al
youth’s risk of development of posttraumatic stress disorder.53

Symptoms detected in the ED at evaluation may help predict
the development of longer-term posttraumatic stress disorder
and can be used to guide referrals.54

PROVIDE YOUTHS WITH COUNSELING AND
LINKAGES TO RESOURCES TO PREVENT
FUTURE VIOLENCE

ED and trauma programs based on best practices have
demonstrated a reduction in reinstitutionalization and service
utilization for many high-risk populations.55,56 Successful
models use a collaborative process that requires input and
support from many groups, including patients, families, medical
staff, and community services.

Four key components have been identified as “best practices”
for promoting the successful transition from an institution to
the community for youths at high risk for violence57: (1)
assessment of the patient’s psychosocial needs and the risks they
pose to public health and safety (see screening above); (2)
planning for the treatment and services required to address these
needs; (3) identifying institutional or local programs responsible
for postdischarge services; and (4) coordinating the plan to
ensure appropriate service delivery and mitigate gaps in care. In
the simplest form, ED “discharge planning” would address
youths’ immediate risk of retaliatory violence and immediate
safety. Table 5 provides an overview of recent ED/hospital-
based violence interventions. For example, Zun et al58 described
a program that successfully referred victims of violence from the
ED to a case manager at a social service agency. This study
addressed the common question, is it possible to refer youths
successfully? Most of the individuals made contacts with their
case manager and used services such as education (21.6%), job
readiness (19.1%), and mental health (11.9%). Cheng et al59

recently evaluated an intervention that originated with the ED
visit and used a case management approach to link those youths
with violent injury to needed services. On a larger scale, several
Philadelphia EDs have collaborated in the development of the
Pennsylvania Injury Reporting and Intervention System, which
provides an intervention for gunshot victims (aged 15 to 24
years). This program, supported by state funding and operated
through city agencies and nonprofit organizations, assigns a
counselor to victims and their families to aid in recognition of

Table 4. FiGHTS screening tool for adolescent firearms
carrying.50

FIghting During the last 12 mo, have you been in a physical fight?
Gender Male
Hurt During the last 12 mo, have you been in a fight in which

you were injured and had to be treated by a physician
or nurse?

Threatened During the last 12 mo, have you been threatened with a
weapon (knife/gun) on school property?

Smoker Have you ever smoked cigarettes regularly (1 cigarette/
day for 30 days)?
conditions that may have contributed to their exposure to
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violence. Together, they develop individual plans for victims
and their families to prevent further violence. Program
evaluation of the effectiveness of the Pennsylvania Injury
Reporting and Intervention System on youth outcome is
ongoing.

Previous studies evaluating a similar case management
approach with an inpatient trauma population found the
intervention group was 3 times less likely to be arrested for a
violent crime, 2 times less likely to be convicted of any crime,
and 4 times less likely to be convicted of a violent crime.61 In
addition, the projected time of incarceration was significantly
longer for the control group.60,61 Other hospital programs have
undergone evaluation, demonstrating a decrease in arrest rates
and intentional reinjuries by program participants. 62,63

Specifically, youths who had participated in the intervention
were 70% less likely to be arrested and 60% less likely to have
any criminal involvement.62 As with all promising
interventions, these projects require replication and further
evaluation with validated measures, standardized sampling
procedures, larger sample size, multiple sites, concurrent
comparison control groups, and long-term follow-up.

ED-based studies have demonstrated the effectiveness of
brief counseling at ED care for prevention of other injury-
related risk behaviors, such as alcohol use, in older
adolescents.32,64-68 Similar brief motivational techniques may be
applicable to ED violence prevention initiatives at ED care,
especially in combination with active referral to community
resources. One preliminary study found that universal
computerized screening for violence and brief intervention
during an ED visit is feasible, well received, and effective at
changing violence and alcohol attitudes posttest.69 Given the
intrinsic difficulty in contacting high-risk mobile youths for
follow-up evaluations, initiating the intervention during the ED
visit may be a critical component in this endeavor. Strategies
that can promote and enhance this evaluation and linkage
include the use of trained peer volunteers (as is done for support
of many victims of domestic violence), less resource-intensive
interventions that use computer- or Web-based technology for
youths earlier in the spectrum of problem behavior, and using
existing or additional funded social workers to provide linkages
with community-based programs.68,70,71

Finally, although initiation of violence intervention and
prevention protocols is often viewed as cost prohibitive, several
studies have demonstrated significant long-term savings. In a
criminal justice–based analysis of the potential lifetime costs
and benefits derived from ”saving” a high-risk youth, Cohen72

estimated that if a 2-year intensive youth program for 100
youths cost $500,000 ($5,000 per youth) and this program
“saved” 1 youth from a life of drug abuse or crime or dropping
out of high school, the program would generate total benefits of
$1.7 to $2.3 million. A review of 34 recent analyses in the field
of violence prevention approaches found that 19 yielded
beneficial net societal cost ratios and cost per quality-adjusted

life-year.73 Although these analyses did not include ED-based
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Table 5. Overview of ED- and hospital-based violence intervention programs.

Project Title and Study
Design Intervention Type Population Demonstrated Outcomes and Cost Analysis

Caught in Crossfire Youth
ALIVE! (Case-control study)

Peer-based case
management and
mentoring beginning at the
hospital bedside.

Oakland, CA Aged 12–20 y
Hospitalized for violent
injury (ie, trauma
admissions)

N�112 Reduction in criminal justice involvement
during a 6-mo postinjury period62 Deemed
cost-effective. Program cost: $3,500 per
patient/per year. Total cost reduction derived
annually �$750,000 to $1.5 million.75

Cheng et al, 2008 (RCT) Case management and family
intervention: case
management services by a
counselor who discussed
sequelae of assault injury
and assessed family
needs and facilitated
service use.

Baltimore, MD Aged 12–17
y Presenting to ED or
were hospitalized at a
large urban children’s
hospital with peer
assault injury (any level
of severity)

N�88 Youths and parents were receptive to
violence prevention intervention after ED visit
for assault injury.59 The case management
program did not increase service utilization or
reduce risk factors for injury.59 Intervention
parents reported high levels of satisfaction
with case manager services at follow-up
assessment.59

Violence Intervention Project
(RCT)

Case management: intensive
psychosocial follow-up
services, family or group
therapy and assistance
with substance abuse
treatment.

Baltimore, MD Age �18 y
Admitted to trauma
service with violent
assault, and who had
been previously
hospitalized for violent
injury and have previous
involvement in criminal
justice system

N�100 Control group was 3 times more likely to
be arrested for violent crime and 2 times as
likely to be convicted of any crime as the
intervention group. Compared with the
intervention group, projected time of
incarceration was longer for control group and
repeated violent activity was more evident.83

Pennsylvania Injury Reporting
and Intervention System84

Pilot Surveillance and
Intervention System
N�256

Community-based, trauma-
informed case
management to link
families to services and
support healthy (physical,
emotional, and social)
transitions to adulthood.

Philadelphia, PA Aged 15–
24 y Treated and
discharged from trauma
center for gunshot
injuries

Study and recruitment ongoing. Two thirds of
eligible cases identified, 60% achieved
successful referrals.85 70% Of participants
remained in case management 90� days.
Increased medical follow-up compared with
nonparticipants. 97% Of participants found
case manager to be helpful.86

SaferFlint Teens (RCT) Brief intervention (1 ED
session) based on
motivational
interviewing�skills training
delivered by computer or
research therapist.

Flint, MI Ages 14–18 y
Seeking ED care
(medical or injury) who
endorse past year
violence, including
weapon carriage, and
alcohol use

N�64 Study and recruitment ongoing. Results to
date show screening high-risk youths during
ED visit is feasible, well received, and
effective at changing violence and alcohol
attitudes at 3 months69

Project UJIMA (Observational
study)

Youth intervention services
and referral based on
needs assessment. Parent
services addressing
assault-related concerns or
mental health concerns
exacerbated by the
assault.

Milwaukee, WI Aged 10–
18 y Treated in ED for
violent injury

N�218 1% Of repeated injury rate63 Using base
cost-effectiveness analysis model, the
program was cost-effective84

Within Our Reach Case management: anger
management and conflict
resolution counseling from
a case manager and
referral to appropriate
resources (Boys & Girls
Clubs of Chicago).

Chicago, IL Aged 10–24 y
Victims of violence with
life- or limb-threatening
injuries

N�218 Linkage between the ED and a social
service agency increased the number of
resources used by young victims of
violence.58 Reduction in reinjury rate in the
intervention group.87 Cost �$45,000/year to
enroll and follow an estimated 20 youths for
6 mo in the program.87

Wraparound Project Culturally competent case
management (6–18 mo),
depending on the person.

San Francisco, CA Aged
12–30 y Treated in the
ED or inpatient unit by
trauma service, with
violent injury.

N�210 Study and recruitment ongoing.
Intermediate evaluations found successful in
individual resource placement (jobs, General
Educational Development, vocational training,
court advocacy, mental health) more than
60% of the time.88
RCT, Randomized control trial.
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violence interventions, other studies among inpatient
populations suggest that comprehensive discharge planning and
aftercare for violently injured patients costs an average of $2,000
to $3,500 per patient—significantly less than the cost of
hospitalization for gunshot injury.74 Specifically, a trauma-based
intervention, “Caught in the Crossfire,” was found to be cost-
effective when compared with juvenile detention center costs;
the total cost reduction derived from the intervention program
annually was $750,000 to $1.5 million.75

ADVOCATE FOR POLICIES AND PROGRAMS
THAT PROMOTE POSITIVE YOUTH
DEVELOPMENT AND REDUCE RISK FOR
VIOLENT INJURY AND DEATH

Health professionals working on the front lines of health care
can serve as powerful advocates for policies that support positive
youth development and reduce violence risk factors. Providers
are accustomed to being advocates for their patients, but few
recognize that they have the professional obligation and ability
to become community policy level advocates as well (Table 6).
Violent injuries treated in ED settings offer the opportunity for
ED physicians to interact with the media and reframe the media
message. Unfortunately, episodic and sensationalist reports of
crime and violence within a specific community can cause the
lay public to be fearful and reactive and may distract from
prevention efforts and promote more punitive, criminal justice
responses to violence prevention.76,77 Through advocacy,

Table 6. Patient- versus policy-level advocacy efforts.

Case Patient Level Policy Level

A child presents
to the ED as a
victim of abuse
and neglect

ED/trauma
personnel treat
child and
contact child
protective
services

ED/trauma staff join
with child welfare
advocates in
support of
increased funding
for child
protective service
caseworkers

A young man
presents to
the ED with a
gunshot wound

ED personnel treat
young man and
discharge him
with wound
follow-up
information and
referral for
posttraumatic
stress disorder
counseling

ED staff organize a
coalition of
medical providers
interested in
limiting access to
handguns in the
state

A married mother
presents to
the ED, a
victim of
domestic
violence

ED personnel treat
woman and
make referrals
to domestic
violence
programs and
shelters

ED staff join with
other
organizations
interested in
stronger
enforcement of
laws governing
restraining orders
emergency medicine, surgery, and nursing leaders and other
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partners can reframe gun violence as a public health issue and
advocate for the development, implementation, and evaluation
of evidence-based programs and policies to reduce and eliminate
violence in communities. Advocating for evidence-based policy
change complements the importance of advocating for
individual patients. It enables us to work upstream to prevent or
minimize the high-risk environments that placed patients in our
care in the first place.

RESOURCES FOR IMPLEMENTING VIOLENCE
PREVENTION EFFORTS AND RESEARCH
IN THE ED

A growing number of resources are available to assist
providers in incorporating youth violence prevention assessment
and interventions into medical settings. Although none of the
following resources are specific to the violent reinjury of youths,
the comprehensive Centers for Disease Control and Prevention
publication titled “Measuring Violence-Related Attitudes,
Behaviors, and Influences Among Youths: A Compendium of
Assessment Tools” is a useful resource for future ED research on
identifying screening and assessment tools.78 The American
Medical Association’s Connecting the Dots to Prevent Youth
Violence training guide79 provides a useful introduction to the
topic of youth violence and a variety of online resources for
clinicians. Other resources (Table 7) include a recently
completed curriculum on violent injury prevention for
emergency medicine and trauma providers.80

FUTURE DIRECTIONS FOR RESEARCH
Although the evidence base for youth violence prevention in

other sectors is considerable and compelling, the evidence base
for youth violence clinical preventive services is still in a nascent
stage. Existing evidence suggests the potential value of
prevention efforts provided through the health care setting.
Continuing research to identify effective components of current
programs, cost-effectiveness, and reproducibility in other
systems is needed to better understand the best approaches to
risk assessment and intervention within the ED setting and to
evaluate the effect of these actions on the long-term outcomes of
violently injured youths.

Specific areas in need of study include:
1) Development and validation of brief practical screening

instruments that can quantify the youth’s future level of risk
for violent reinjury, retaliatory violence, or posttraumatic
stress disorder after the inciting event.

2) Investigation of the optimal process for implementation of
this evaluation in the ED. This includes the most
appropriate timing during the ED stay, the type of
personnel responsible for the evaluation and escalated care,
and the role of technology in screening youths to ensure
validity of response while working within the time
constraints of the ED setting.

3) Development and longitudinal evaluation of safety

protocols to identify and intervene for youths who are
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deemed high risk for retaliatory violence. Such protocols
could include arrangements for safe housing, community-
or police-based de-escalation of the event, and ED-based
counseling similar to our efforts in managing domestic
violence victims.

4) Adaptation and evaluation of brief intervention techniques
successful for other high-risk behaviors, such as substance
use, to enhance conflict resolution or decrease illicit weapon
carriage among teens.

5) Rigorous evaluation and replication of case management
strategies that have been shown to reduce future injury or
incarceration among high-risk youths in other ED or
inpatient settings.

6) Translation to clinical practice of potentially effective case
management or brief intervention programs, and training of
ED physicians, residents, and support staff in these
techniques.

7) Cost analysis of promising programs.

CONCLUSIONS
At present, the ED is an underutilized resource in our

national efforts to reduce violent injury among our nations’
youths, and the ED visit is a missed opportunity for detection
and intervention with those youths at highest risk for future
violent injury and death. Although research on the effectiveness
of ED-based interventions is still in an early stage of
development, research on violence prevention in other settings
is compelling.

Assessment and intervention with violently injured youths to
prevent reinjury is a logical extension of violence interventions
already occurring in the ED and can build on protocols that are
already in place. Introducing or expanding violence prevention
efforts and research in hospital EDs will require building a
foundation with many different domains, including (1) interest
and support of physicians and other health care professionals
working in the setting; (2) development of clinical guidelines
and tools that can guide clinicians in providing care to violently
injured youths in the ED; (3) support from hospitals through
their injury prevention coordinators, registries, and community

Table 7. Resources for more information.

Resource

Youth violence prevention: A curriculum and resources for
Emergency and Trauma Providers

Connected Kids89

PREVENT Preventing Violence through Education, Networking and
Technical Assistance90

Teach VIP91

National Youth Violence Prevention Resource Center
Center for the Study and Prevention of Violence’s Blueprints for

Violence Prevention series
outreach services; (4) leadership from professional associations
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who educate their members about youth violence and the threat
it poses to the health of their patients, especially poor and
minority youths; and (5) continued research into what works to
prevent or reduce the most severe forms of youth violence.
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