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Editorial

“Leave Out the Violence”: Can 
we Really Afford to?
Cynthia Lewis*
Division of Adolescent Medicine, the Bronx-Lebanon Hospital Center, USA

When asked to be a guest editor in this issue, I pondered what 
topic I would cover with the vast array of medical and psychosocial 
concerns we address from day to day in our practices.  However 
with the shockingly violent acts involving youth that have made 
headline news of late from the Newton Massacre, to the teen 
sexual assault in Maryville, Mo, to the multiple teen victims of gun 
violence on a given night on the Southside of Chicago, it seemed 
appropriate to look again at ways we may address youth violence 
in primary care. While “Leave Out the ViolencE” is a catchy 
messaging phrase for youth, as PCP’s we cannot afford to leave it 
out during visits with our patients.

In recent months, the number of teens in my practice that are 
victims of violence either directly or indirectly and the depth of 
the violence have been alarming. Three cases in particular come 
immediately to mind. The first is a17 year old girl with a history 
of depression that had attempted suicide for the third time. She 
had been sexually assaulted over a period of three years, first 
by a male relative then by her mother’s boyfriend. Soon after, a 
15 year old girl presented to my practice for the first time. Her 
history was notable for depression and PTSD which developed 
after being the victim of a brutal gang rape. Both of these cases 
made me pause and reflect back on the description of sexual 
assault as “spirit murder” at a conference I attended. In the third 
case where there was a positive history of violence, the violence 
was experienced indirectly. A 16 year old boy who presented for 
a routine physical had no concerns and his psychosocial history 
was benign except for his violence screen. While he had not 
been a victim or perpetrator of violence, he had lost two close 
friends to violence over a two month period. One was a victim of 
a gunshot wound to the back of the head and the other was the 
victim of blunt trauma to the head during a physical altercation. 
In discussing these traumatic events with the teen, he revealed 
he was having trouble dealing with the losses and was open to 
counseling. In each case, violence has had a detrimental impact 
on the lives of these teenagers. “Leaving out violence” during 
office visits represents missed opportunities to possibly prevent 
its occurrence, begin the healing process for its victims, or end 
the violence for its perpetrators. 

• Although these cases are from an urban practice, we know 
that youth violence has become an increasing problem 
across the U.S. Youth violence statistics show that youth 
violence escalated in the 1990s and has remained high. 
An average of 13 young people, ages 10 -24, are killed 

each day in the U.S. and over 80% of those killed are killed 
with firearms [1].

• In 2011, violence statistics report 707,212 young people 
age 10 -24 were treated in Emergency Departments for 
injuries sustained from physical assaults [1].

• In a nationally representative survey of youth grades 9 
-11 in 2011, 33% of students reported being in a physical 
fight in the 12 months preceding the survey, 16% 
reported carrying a weapon (gun, knife, or club) on one 
or more days in the month prior to the survey and 12% 
reported being in a physical fight on school property. In 
addition, 20.1% of students reported being bullied in the 
12 months preceding the survey and 16.2% reported 
being bullied electronically via email, chat room, website, 
or test. 1 in 10 students also reported being hit, slapped, 
or physically hurt on purpose by a dating partner [2].

• In the 2010 Intimate Partner and Sexual Violence Survey, 
1 in 5 women reported being raped in their lifetime with 
42% experiencing their first rape before age 18. For men, 
1 in 71 reported being raped with 28% first being raped 
when they were 10 years of age or younger [3].

The phenomenon of youth violence has been widely studied. 
We know that youth violence can affect anyone but some groups 
are more at risk than others. There are also factors that make 
individual teens more likely to be involved in teen violence. 
Research has shown particularly important risk factors for violent 
behavior include family conflict/ violence, households under 
economic stress, peer hierarchies/rejection from peer groups, 
emotional stress, availability of weapons, and extensive exposure 
to violent videogames/media which leads to desensitization to 
violence. However, no single profile for a violent youth exists. 
Some teens have many risk factors but yet do not resort to 
violence, and some violent teens do not have obvious identifiable 
risk factors [4-6].

For two decades youth violence has been a focus of 
policymakers, educators, researchers, practitioners, the juvenile 
justice system, and community members. Through research, 
several evidence-based violence prevention and intervention 
strategies and programs have been identified. Most focus on 
protective factors and promoting resilience and are offered in 
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schools, community centers, and juvenile justice programs [7-
10].

In 2009, the AAP signaled that youth violence should remain a 
priority of pediatricians by updating its 1999 Policy statement on 
the Role of the Pediatrician in the Prevention of Youth Violence. 
As you may be aware, it calls on pediatricians to take an active 
role in the prevention of youth violence in 4 areas – education, 
advocacy, research, and clinical practice and suggests the usage of 
AAP’s program Connected Kids: Safe, Strong, Secure to assist us in 
doing so [11]. However, studies indicate that while pediatricians 
believe they should play a role in addressing youth violence, many 
barriers exist, including lack of knowledge/training, productivity 
demands and time constraints, and lack of multidisciplinary 
services/referral sources [12-14].  As pediatricians the time has 
come for us to adopt innovative ways that make use of computer 
technology to overcome barriers in addressing youth violence. 
For example we may:

• Continue to educate ourselves on youth violence and 
evidence-based strategies to address this issue by 
participating in Webinars or obtaining CD-ROMs on 
youth violence offered by our medical societies and other 
organizations

• Incorporate validated youth violence screening tools into 
our EMRs such as the Violence Injury Protection and Risk 
Screen or Interpersonal Violence Perpetration and Injury 
Scale and perform further assessment and management 
when indicated [15]

• Use computer technological tools to link teenage victims, 
perpetrators, or those at risk to youth violence to 
counseling, treatment resources, advocacy agencies, and 
evidence-based prevention and intervention programs.

• Use electronic communications to track referrals and 
maximize linkages by identifying a liaison for teens at 
each community resource site to assist teens in accessing 
services.

The efforts to quell youth violence must continue as its 
human and monetary toll is tremendous. These efforts must be 
applied to all our youth whether they are from impoverished 
and marginalized communities, Suburbia, or Rural America.  As 
pediatricians we are uniquely positioned to integrate violence 
prevention and assessment in to our practices and therefore, 
when given the opportunity should not “Leave it out “. 
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