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The Public Health Approach to Prevention

As a recipient of RPE funds, you have probably heard us talk about the “public health approach” to sexual
violence prevention. Similar to other disciplines, public health promotes specific principles as the foundation
for work within the field. Four public health principles—health of the public, data-informed approaches,
cultural competency, and prevention—are central to this document and to our ongoing discussion of sexual
violence prevention.

Public health is ultimately concerned with approaches that address the health of a population rather than
one individual. This is generally referred to as a population-based approach and is one of the principles that
distinguishes public health from other approaches to health-related issues (e.g., medicine focuses on
helping the individual). Based on this principle, a public health prevention strategy demonstrates benefits
for the largest group of people possible, because the problem-0.2sidespreadT* 3,tpicrallyawlgroup of people possil75sf0.1012ausf people possible, because  fople po2idesprea8 peopl13.5  TD -0th some waal eih promove tf0 poincive tfo ase sexual
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• Community-level influences are factors that increase risk based on community and social
environments and include an individual’s experiences and relationships with schools, workplaces,
and neighborhoods. For example, lack of sexual harassment policies in the workplace can send a
message that sexual harassment is tolerated, and that there may be few or no consequences for
those who harass others. Interventions for community-level influences are typically designed to
impact the climate, systems, and policies in a given setting.

• Societal-level influences are larger, macro-level factors that influence sexual violence such as
gender inequality, religious or cultural belief systems, societal norms, and economic or social
policies that create or sustain gaps and tensions between groups of people. For example, rape is
more common in cultures that promote male sexual entitlement and support an ideology of male
superiority (Dahlberg and Krug 2002). Interventions for societal-level influences typically involve
collaborations by multiple partners to change laws and policies related to sexual violence or
gender inequality.  Another intervention would be to determine societal norms that accept vio-
lence and to identify strategies for changing those norms (Powell et al. 1999).

The ecological model supports a comprehensive public health approach that not only addresses an
individual’s risk factors, but also the norms, beliefs, and social and economic systems that create the
conditions for the occurrence of sexual violence.

Prevention: Integrating the WHEN and the WHAT

The following matrix provides examples of how interventions to prevent violence before it occurs, and
interventions that take place after violence has happened, can be implemented across all levels of the
ecological model. Distinguishing interventions by “before” and “after” violence has occurred serves to
highlight the salient differences between the two approaches.

Influences:  attitudes and beliefs
that support sexual violence;

impulsive and antisocial behavior;
childhood history of sexual abuse

or witnessing violence; alcohol
and drug use

Influences:  association
with sexually aggressive

peers; family environment
that is emotionally

unsupportive, physically
violent or strongly

patriarchal

Influences:  general tolerance
of sexual assault; lack of

support from police or judicial
system; poverty; lack of

employment opportunities;
weak community sanctions

against perpetrators

Influences: inequalities
based on gender, race,
and sexual orientation,

religious or cultural
beliefs, economic and

social policies

Individual Relationship Community Societal

Table 1.  The Ecological Model



Individual Relationship Community Societal

Before

After

Implement and
evaluate discussion
groups among men that
explore prevalent
notions of masculinity
and their relationship
with sexual violence;
healthy and respectful
relationships; and
men’s role in prevent-
ing sexual violence.

Provide offender
treatment services for
perpetrators.

Provide crisis interven-
tion services for
sexual assault
survivors.

Implement and
evaluate a discussion
group based inter-
vention with male
peer groups (e.g.,
fraternities, athletic
teams) to change
group norms that
support and condone
sexual harassment
and violence.  Men
will learn to hold their
peers accountable for
attitudes and
behaviors that
support sexual
violence.

Provide services to
family members of
sexual assault
survivors to assist
them in resolving the
impact of the assault
and to help them be
sensitive and
supportive of the
survivor.

Engage youth as
agents of change to
affect their school’s
climate of tolerance
for sexualized
bullying by leading
classroom-based
conversations and
school-wide special
events.

Develop police
protocols for respond-
ing to and investigat-
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Prevention:  WHO is it for?

Prevention strategies are often developed based upon the group for whom the intervention is intended.
Using this type of differentiation, sexual violence interventions can again be divided into three categories:

• Approaches that are aimed at groups or the general population regardless of individual risk for
sexual violence perpetration or victimization are called universal interventions.  Groups can be
defined geographically (e.g., entire school or school district) or by characteristics (e.g., ethnicity,
age, gender).

• Approaches that are aimed at those who are thought to have a heightened risk for sexual
violence perpetration or victimization are referred to as selected interventions.

• Approaches that are aimed at those who have already perpetrated sexual violence or have been
victimized are called indicated interventions.

Prevention:  Integrating the WHAT and the WHO
 
The following matrix demonstrates how universal, selected, and indicated approaches can be imple-
mented across the ecological model. Comprehensive prevention programs are multifaceted and address
multiple cells within the matrix. CDC acknowledges that some of the programs and services designed for
victims may also prevent reoccurrences of victimization and perpetration. However, we still consider
these activities “indicated” because the primary goal of many of these programs is to address the impor-
tant need to prevent the short- and long-term negative consequences of the violence. As a primary goal,
the public health community wants to prevent new incidents from occurring, so in keeping with this, we
have provided some examples of strategies and activities for both universal and selected approaches
within the ecological model.

It is important to note that the cells in the matrix are not isolated from one another and may overlap. For
example, women could be defined as an entire population for a universal approach or as a high-risk group
for a selected approach. Either approach could be appropriate, but the course of action taken should be
based on data or other considerations outlined in “How to Make Programmatic Decisions about Preven-
tion Approaches” on page 10.

Because this document is geared toward the RPE program, no examples for indicated approaches were
included.
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Individual Relationship Community Societal

Selected

Approaches are aimed at
those in the population at
heightened risk for SV
victimization or
perpetration and are
designed to impact
individual factors  that
increase the likelihood of
victimization or perpetra-
tion.

Example:

a) Implement and
evaluate a program
for high school boys
to address alcohol/
drug use and the
ability to give and
receive clear consent
for sexual activity.
Multi-session,
classroom-based,
peer-led discussions
with messaging
reminders from peers
or media (posters,
PSAs, etc.) should be
included.

b) In partnership with
an immigration and
refugee center,
develop, implement,
and evaluate a







Are the programmatic activities permissible?

• Congress legislated that RPE grant funds may be used for the following seven permitted uses:

1. Educational seminars
2. Hotlines
3. Training programs for professionals
4. Informational materials
5. Training programs for students and campus personnel designed to reduce the incidence

of sexual assault at colleges and universities
6. Education to increase awareness about drugs used to facilitate rape or sexual assault
7. Other efforts to increase awareness in underserved communities and awareness

among individuals with disabilities as defined in Section 3 of the Americans with
Disabilities Act of 1990 (42 U.S.C. 12102).

• Given our discussion about the public health approach to prevention, states are encouraged to think
broadly. They should consider implementing universal or selected interventions across the ecologi-
cal model that are permissible program activities.

These are just a few of the issues that programs struggle with when making decisions. There are obvi-
ously other things to consider such as the cost of various programs; the level of evidence on effective
approaches; the capacity of your organization to carry out various approaches; and your organization’s
access to and experience working with various populations, etc.

Summary

This initial discussion of public health approaches to sexual violence prevention lays the foundation for
future dialogue about ways RPE programs can individually and collectively identify strategies and opportu-
nities for maximizing the effectiveness of limited program funds. This dialogue could not begin without
acknowledging the important and ground-breaking workD /usu-13.5  TD -0.2751  Tc Tj0 e0 7binkaccess t7ging the 74portantspam rumth w nd universundat makingin w wier imhip-0m688issaelogl or  -1qu.23-12.75skill  TD -0e preventse0 -1and gven
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