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Abstract

Introduction: The purpose of this study is to characterize violence-related disparities 

experienced by young blacks in the U.S. Reducing violence experienced by blacks, particularly 

youth, who are at substantially higher risk, is essential to improving the health of blacks in the 

U.S.

Methods: Data from four independent data sets for youth and adults were analyzed to examine 

rates of homicide, assault, injury from a physical fight, bullying victimization, and missing school 

because of safety concerns for non-Hispanic blacks and whites aged 10–34 years between 2010 

and 2015. Disparities in adverse childhood experiences (e.g., exposure to violence and household 

challenges) and physical/mental health outcomes in adulthood were examined. Data were analyzed 

in 2017.

Results: Black adolescents and young adults are at higher risk for the most physically harmful 

forms of violence (e.g., homicides, fights with injuries, aggravated assaults) compared with whites. 

In addition, black adults reported exposure to a higher number of adverse childhood experiences 

than whites. These adverse childhood experiences were positively associated with increased odds 

of self-reported coronary heart disease, fair or poor physical health, experiencing frequent mental 

distress, heavy drinking, and current smoking.

Conclusions: Disproportionate exposure to violence for blacks may contribute to disparities in 

physical injury and long-term mental and physical health. Understanding the violence experiences 

of this age group and the social contexts surrounding these experiences can help improve health 

for blacks in the U.S. Communities can benefit from the existing evidence about policies and 

programs that effectively reduce violence and its health and social consequences.

INTRODUCTION

In the report, A Nation Free of Disparities in Health and Healthcare, the HHS highlights the 

disproportionate burden of mortality experienced by some racial and ethnic groups, 
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including black Americans.1 Homicide is a leading cause of death for black Americans of all 

ages.2 Non-Hispanic black Americans (hereafter “blacks”) consistently experience the 

highest homicide rates among racial/ethnic subgroups, with rates far exceeding non-

Hispanic whites (hereafter “whites”).3,4 Young blacks are at particularly high risk for 

homicide. The homicide rate for blacks aged 10—34 years was 2.6 times higher than the rate 

for blacks aged 35 years and older in 2015.5 In addition to agerelated risks, disparities in 

homicide rates between blacks and whites have persisted over time. For example in 2000, for 

people aged 10—34 years, homicide rates were more than 11 times higher for blacks than 

whites (i.e., 35.9 per 100,000 for blacks and 3.1 per 100,000 for whites).5 In 2015, the 

homicide rate for blacks aged 10—34 years (37.5 per 100,000) was 13 times the rate for 

whites (2.9 per 100,000).5

Reasons for disparities in violence between blacks and whites are understood.6 Minority 

populations are disproportionately exposed to conditions such as concentrated poverty, 

racism, limited educational and occupational opportunities, and other aspects of social and 

economic disadvantage contributing to violence.7 These conditions provide context for 

disproportionate rates of homicide and nonfatal violence experienced by blacks, particularly 

among young males.8,9 These disparities are sustained, in part, due to the persistence of 

unfavorable social conditions,10 and because exposure to childhood trauma and adversity is 

associated with increased risk for victimization and perpetration of violence, both within 

one’s lifetime and across generations.11,12

Less established and understood is the contribution of violence exposure to racial and ethnic 

disparities in a range of mental and physical health problems. Aside from immediate 

physical consequences of violence, stress and trauma in the form of victimization have the 

potential to set individuals on negative health trajectories with lasting consequences.13 

Violence exposure is associated with increased risk of mental health problems, risky health-

related behaviors (e.g., alcohol abuse, sexual risk-taking), chronic disease (e.g., coronary 

heart disease, diabetes), delinquency, and premature mortality.14,15 Evidence for causal 

relationships between early exposure to violence, especially child maltreatment, and health 

outcomes is emerging.16,17 This literature suggests racial and ethnic disparities in violence 

may be linked to other prominent health disparities.

Violence also exacts enormous and disproportionate social and economic costs in minority 

communities.18 These include medical, educational, and justice system costs, reduced labor 

market productivity, decreased property values, and disruption of community services.19–22 

Thus, preventing violence exposure and intervening when violence has occurred has 

implications for the health and prosperity of racial and ethnic minority communities.

The purpose of this study is to update the literature on racial disparities in violence between 

black and white youth using data sources capturing different severity levels in violent 

outcomes (e.g., homicide versus assault). This paper also seeks to extend understanding of 

the impact of these disparities by examining associations between disparities in childhood 

adversity (e.g., child maltreatment) and adult health conditions. The results provide a basis 

for discussing available evidence for prevention that may be important for reducing these 

disparities.
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METHODS

Study Sample

This study examined racial disparities in violent victimization across a range of violent 

behaviors, and health consequences associated with violence exposure during childhood by 

black youth and young adults aged 10–34 years.5,8 Rates of violence were stratified by sex, 

age, and race. Rate ratios (RRs) of population-based rates were calculated to show the 

magnitude of disparities between blacks and whites. Four independent, cross-sectional data 

sets were analyzed. Data were analyzed in years 2017–2018.

Measures

Data from the National Vital Statistics System (NVSS) for 2015 were analyzed to examine 

leading causes of death using the Web-based Injury Statistics Query and Reporting System 

(WISQARS). Death certificate data from NVSS and population estimates from the U.S. 

Census Bureau were used to calculate homicide rates by sex, race, and age using the Centers 

for Disease Control and Prevention Wide-ranging Online Data for Epidemiologic Research 

(WONDER).5,23 RRs with 95% CIs were calculated to compare homicide rates by race.

Data from the National Crime Victimization Survey (NCVS) from 2010 to 2015 for non-

Hispanic blacks (n=469) and non-His-panic whites (n=2,163) aged 12–34 years were used to 

calculate pooled rates of aggravated assault (i.e., attack or attempted attack with a weapon, 

regardless of whether an injury occurred, and an attack without a weapon when serious 

injury results) and simple assault (i.e., not causing a serious injury).24 NCVS is a self-report 

survey administered to individuals aged ≥12 years from a nationally representative sample of 

U.S. households. Sample data are weighted to be representative of people aged ≥12 years. 

Established procedures were used to calculate 95% CIs for each estimate.24

Data from the Youth Risk Behavior Surveillance System (YRBSS) for 2015 were used to 

calculate the prevalence of being physically injured in a fight, bullying on school property in 

the past year, and students’ reports of missing school in the past month because they felt too 

unsafe to go among 15,624 high schoolers. The YRBSS includes a nationally representative 

sample of U.S. high school students (grades nine to 12). Weighted prevalence estimates, 

95% CIs, and pairwise comparisons of black and white students were generated using the 

Youth Online analysis tool.25

Data from NVSS, NCVS, and YRBSS were used to show RRs of black and white 

experiences of violence over time. RRs of homicide, aggravated assault, and missing school 

because of safety concerns were calculated for years 1995–2015.

Data from the Adverse Childhood Experiences (ACE) module of the Behavioral Risk Factor 

Surveillance System (BRFSS) 2011–2012 were analyzed to examine the average number of 

ACEs experienced and associations with health conditions. BRFSS is an annual, cross-

sectional telephone survey of non-institution-alized adults aged ≥18 years.26–28 The ACE 

module consists of 11 items assessing exposure to eight adversities including child abuse 

(physical, emotional, and sexual) and household challenges (parental divorce/separation, 

domestic violence, substance abuse by a household member, a household member 
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incarcerated, or living with a household member who attempted suicide, was depressed, or 

mentally ill) experienced prior to age 18 years. Analyses were conducted in R, version 3.3.2. 

Logistic regression models were used to test associations between ACEs and physical and 

mental health conditions, including having coronary heart disease, fair or poor physical 

health, frequent mental distress (i.e., experiencing >14 mentally unhealthy days during the 

past 30 days), heavy drinking (i.e., more than one or two drinks on average daily for females 

and males, respectively), and current smoking. Each model adjusted for age, sex, income, 

and education.

RESULTS

Analyses included participants aged 18—34 years from 14 states that administered this 

optional module (n=10,589). Analysis of NVSS data showed homicide was the leading 

cause of death for black males aged 10—34 years (n=5,396 deaths, 41.2% of all deaths in 

this age group). Homicide was the second leading cause of death for black females (n=579 

deaths, 11.7% of all deaths). By contrast, among white males (n=1,213 deaths, 3.5% of all 

deaths) and females (n=544, 3.5% of all deaths), homicide was the fifth leading cause of 

death for those aged 10—34 years (data not shown in tables). The homicide rate for blacks 

was 12.9 times higher than the homicide rate for whites (Table 1). Differences in homicide 

rates were greatest when comparing black and white males; the RRs for those aged 10—17 

and 18—34 years were 17.9 and 17.7, respectively.

Data from NCVS indicated rates of aggravated assault were significantly higher for blacks 

aged 12—34 years (7.2 per 1,000 people) compared with whites (5.1 per 1,000, black to 

white RR=1.4). When examined by sex, rates of aggravated assault were significantly higher 

for black females (7.6 per 1,000 people) compared with white females (3.8 per 1,000 people, 

RR=2.0); however, there were no significant differences in aggravated assault for black 

males (6.8 per 1,000 people) compared with white males (6.3 per 1,000 people). No 

significant differences emerged in overall rates of simple assault for blacks and whites 

(Table 1).

YRBSS data showed involvement in a physical fight resulting in injury was significantly 

more common among black than white high school students (RR=2.5; Table 1). The 

prevalence of missing school because of safety concerns was also significantly higher in 

blacks as compared with whites, overall (RR=1.6), and in males (RR=2.4), but not in 

females. The prevalence of having been bullied on school property was significantly lower 

among blacks (RR=0.5).

Data from NVSS, NCVS, and YRBSS show that disparities in violence between blacks and 

whites have persisted over the past two decades (Figure 1). Although rates of aggravated 

assault and missing school because of safety concerns have become more similar for blacks 

and whites over the past 10 years, rates of homicide for blacks remain higher and the 

disparity in 2015 was the highest it has been since 2006.

Data from BRFSS showed blacks (mean 2.16, 95% CI=1.97, 2.35) reported significantly 

higher levels of ACE exposure compared with whites (mean 1.82, 95% CI=1.76, 1.88; Table 
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2). The number of ACEs experienced was positively associated with self-rated fair to poor 

health, frequent mental distress, heavy drinking, and smoking for blacks and whites. ACEs 

were significantly associated with increased odds of reporting coronary heart disease among 

blacks (AOR=1.45, 95% CI=1.02, 2.08), but not whites (AOR=1.03, 95% CI=0.83, 1.28).

DISCUSSION

These results indicate that young blacks, compared with young whites, continue to be at 

disproportionately high risk for several forms of violence, and this disparate risk has 

persisted over the past two decades. Moreover, this gap between violence experiences of 

young blacks and whites is widest for outcomes with the greatest immediate risks to 

physical health, including homicide, physical fights with injuries, and aggravated assault. In 

contrast to forms of violence with more severe proximate risks to physical health, estimates 

for simple assault and bullying victimization were either not significantly higher for blacks 

as compared with whites or were higher for whites. Homicide rates have consistently been at 

least ten times higher for blacks aged 10—34 years compared with whites in the same age 

group between 1995 and 2015. The only exception to this pattern occurred in 2001 when the 

gap between black and white homicides narrowed to approximately eight homicides 

experienced by blacks for every one homicide experienced by whites. This change was 

likely a result of increased homicide deaths among whites for this year due to the 9/11 

terrorist attacks.

These results indicate that disparities in childhood violence exposure are associated with 

health conditions in adulthood for which blacks also face disproportionately high risk.2,16 

Specifically, a significant link between ACEs and coronary heart disease emerged for blacks, 

but not for whites. This finding is especially concerning because respondents in this part of 

the analyses were very young (18—34 years). Future research should examine 

disproportionate exposure to ACEs and violence experienced by blacks relative to whites, as 

these exposures may contribute to disparities not only in death and injury but also in mental 

health and chronic disease observed across the lifespan.2,4 This analysis is cross-sectional 

and descriptive in nature and cannot establish causality. However, previous literature has 

shown evidence for causal relationships between ACEs and later health outcomes.16 Further 

longitudinal and retrospective studies would clarify associations between experiences of 

violence and physical and mental health outcomes.

Although not a focus of the current study, additional research is needed to examine 

disparities in forms of violence that have received substantial attention in recent years, such 

as police use of force,29 as well as forms of violence experienced across the lifespan such as 

child and elder abuse. It is also important to acknowledge the substantial heterogeneity 

among blacks in the U.S. (e.g., income, ethnicity). Examining variation in violence 

disparities within subgroups of those identifying as black is another important topic for 

future research.

Results of the current study are consistent with prior research showing black youth shoulder 

a disproportionate burden of many types of violence experiences.30 A new aspect of these 

results is that the disproportionate impact of violence on young blacks seems to be confined 
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to forms of violence having the greatest immediate negative consequences on physical 

health, such as homicide and aggravated assault. Considering racial disparities in violence, it 

is important to emphasize that race/ethnicity is not a risk factor for violence; rather, violence 

is associated with socioeconomic risk factors that are disproportionately clustered among 

some racial and ethnic groups.6 Therefore, it is important for prevention efforts to consider 

societal conditions disproportionately experienced by blacks, including concentrated 

poverty, residential segregation, and other forms of racism that limit opportunities to grow 

up in healthy, violence-free environments. Addressing these conditions is critical to limiting 

violence exposure.10 An important question is whether socioeconomic factors have similar 

impacts on forms of violence with the most immediate negative consequences versus those 

forms with less immediate impact.

The body of research on racial and ethnic disparities in violence points to a number of 

violence and disparity reduction strategies. The field of violence prevention has generated a 

substantial body of information to help communities reduce violence through application of 

the best available evidence for prevention.31 Drawing on this literature, the authors suggest 

five key strategies whose combined effectiveness should be rigorously evaluated in racial 

and ethnic minority communities.

It is important to create economic, physical, and social conditions that protect against 

violence and promote life opportunities for black youth. For example, lower family income 

is associated with a range of negative health consequences, including violence.32 

Approaches to strengthen household financial security include tax credits for families with 

children, safe and affordable housing, paid parental leave, livable wages, and economic 

support for developmentally appropriate childcare.32 These types of approaches are likely to 

be beneficial to racial and ethnic groups disproportionately impacted by concentrated 

poverty and other forms of economic disadvantage.

Another strategy to reduce opportunities for violence and increase positive social interaction 

includes enhancing physical characteristics of communities. For example, Business 

Improvement Districts, which entail business owners providing funds to supplement public 

services to enhance security and beautification of exterior areas, have been linked to 

reductions in various forms of violence, including violence likely to result in serious injury.
33 Community strategies for creating and improving green spaces (e.g., planting trees and 

community gardens, remediating vacant lots) have also been linked to reductions in 

violence.34,35 Furthermore, street outreach programs, which train staff to mediate conflicts 

and promote social norms that protect against violence, may reduce violence and youths’ 

acceptability of violence when implemented well.36 These findings support previous 

research showing that increased collective efficacy (e.g., neighborhood contexts of trust and 

solidarity that facilitate residents’ willingness to intervene to prevent violence) is inversely 

related to community violence,37 and suggest that community approaches can benefit youth 

living in urban neighborhoods.

Inverse relationships between violence and prosocial involvement underscore the importance 

of providing safe, stable, and nurturing relationships for youth as a means to reduce 

violence. Connecting youth to caring adults through mentoring and after-school programs 
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reduces violence by promoting prosocial behavior, helping youth to develop healthy life 

goals, and providing supervision.21 A cost—benefit analysis in the state of Washington 

showed that connecting youth to caring adults through school-based mentoring yielded 

between $15 and $24 in return for every $1 of cost.28,36 A well-developed body of research 

shows nurturing and supportive relationships between caregivers and children significantly 

lowers risk of violence.21,32 Parenting skill and family relationship programs promote 

caregivers’ knowledge about age-appropriate child development, strategies for enhancing 

communication and behavioral monitoring, and management in childhood and adolescence.
21,32

In the current study, rates of physical fighting in school and missing school because of safety 

concerns were higher for black students compared with white students. In a study examining 

links between prosocial school engagement and reductions in violence, approximately 36% 

of black middle and high school students reported involvement in physical fights; however, 

participants were less likely to be involved in violence if they were involved in prosocial 

activities.38 In a randomized trial of prevention programs for black youth, participation in a 

culturally sensitive social and emotional skill building program was linked to significant 

reductions in violent behavior for boys.39 School-based programs that strengthen youth’s 

skills (e.g., communication and conflict resolution) have shown reductions in violence 

across age groups and regardless of the SES and race/ethnicity of the students served.21,40

An additional focus area for violence reduction is intervening to lessen the harms of 

exposure to violence. In instances when violence has occurred, and symptoms such as 

behavior problems, post-traumatic stress, and anxiety are present, symptoms can be treated 

successfully with evidence-based treatment programs.21,32 Therapeutic interventions are 

linked to decreases in victimization and perpetration of violent crime.21 Evidenced-based 

interventions include individual and family therapies,41 and hospital-based brief 

interventions42 designed to manage trauma-related stress, build adaptive coping, and 

enhance problem-solving skills. It is important for these types of services to be made readily 

available, accessible, and affordable in minority communities.

Limitations

There are several challenges with data used to document racial disparities in violence. Self-

report data were used in several of the data systems analyzed for this study, and are 

vulnerable to misreporting of experiences with violence. There was also variation in the 

timeliness of available data. NVSS and YRBSS data are available for 2015. NCVS data, 

while available for 2015, required data to be pooled across 2010—2015 to produce reliable 

estimates. The ACEs module from BRFSS was generated using data from 2011 to 2012. 

Given the significance of this public health problem, efforts to improve the availability of 

timely data are needed.

CONCLUSIONS

The data presented show violence experienced by young blacks in the U.S. is a public health 

problem with farreaching effects. Preventing violence exposure is strategic for addressing 

disparities in a range of health problems in this population. For young blacks, disparities in 

Sheats et al. Page 7

Am J Prev Med. Author manuscript; available in PMC 2019 August 13.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



violence exposure can mean immediate and long-term decreased health-related quality of 

life. For society, these disparities translate into higher healthcare costs, loss of vibrant and 

productive communities, and social inequity.1,43 Continuing to identify barriers to health and 

well-being and ways to increase life opportunities may help to reduce violence exposure for 

youth and young adults most at risk. Preventing exposure to violence is inextricably woven 

into overall health. To reduce health disparities experienced by black communities, 

identifying and reducing disparities in violence is essential.
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Figure 1. Black to white rate ratios of violence experiences by year, 1995—2015.
a Comparison between the annual rates of violence between non-Hispanic blacks and non-

Hispanic whites. For example, in 1995, blacks aged 10—34 years experienced homicide 

rates almost 12 times greater than whites aged 10—34 years. b Data source: National Vital 

Statistics System, non-Hispanic black and non-Hispanic whites aged 10—34, years 1995—

2015. Comparison of rates of homicide per 100,000. c Data Source: Youth Risk Behavior 

Surveillance System, 1995—2015 (biennial data), percentage of non-Hispanic black and 

non-Hispanic white high school students missing school at least once in the past 30 days 

because they felt unsafe at school or on the way to or from school. d Data source: Bureau of 

Justice Statistics, National Crime Victimization Survey, 1995—2015, special tabulation. 

Comparison of rates (per 1,000) of aggravated assault for non-Hispanic blacks and non-

Hispanic whites aged 12—34 years.
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