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The Public Health Approach – “Textbook”
Definition

Define the
Problem

Identify
Risk and
Protective
Factors

Develop
and Test
Prevention
Strategies

Assure
Widespread
Adoption

The public health approach to violence prevention is systematic
and scientific, typically incorporating these four steps.

Public Health Approach – Violence is Preventable

Like other communicable
diseases, we can protect
against, prevent, and
treat violence

Public Health Approach – Many Factors
• The social-ecological model
considers interplay between all
factors that put people at risk for
or protect from experiencing or
perpetuating violence
• Social, economic, political and
cultural contribute to violence.
• Violence is not just the actions
of “bad” people
Source: CDC

Individual

Relationship

Community

Societal

Public Health Approach – Many Factors
• Violence is often a cycle
• How do we support
individuals on a path
toward healing and away
from perpetuating
violence they’ve
experienced?

Understanding Solutions: Upstream and
Downstream
Upstream

Downstream

Image source: YVPRC

Understanding Solutions: Prevention Continuum

Up Front

In The Thick

Aftermath

Approaches that take
place

Early intervention,
often at the first sign
of risk or as a
response to an
immediate threat of
violence

Responses

BEFORE

violence has occurred
to lay groundwork that
can prevent violence
from emerging

AFTER

violence has occurred to
deal with the lasting
consequences and
promote healing and
restoration

Public Health Approach: Prevention Pyramid
Typically focused on healing,
restoration, and interruption of the
cycle of violence among a focused
subset of those already
Impacted by violence.

Lay the groundwork so
violence does not
emerge. Often involves
infusing activities into
the fabric of society.

Long-term
response to
violence

Tertiary Prevention

Early intervention or response
to an immediate threat of
violence
Secondary Prevention

Approaches that take place before violence
has occurred to prevent initial perpetration
or victimization
Primary Prevention

Violence or associated
risk factors are addressed
in the early stages,
perhaps before all
symptoms are apparent.

Multifaceted Approach and Multifaceted
Partners
• Violence is multifaceted,
so the solutions must be
too
• Everyone has a role to
play
• Multi-sector collaboration
• Office of Violence Prevention
as the backbone

The Minneapolis Office of Violence
Prevention

City of Minneapolis

OVP Approach
• Violence is not inevitable. The same as with other health conditions,
we can prevent and treat violence, and we can heal from it.
• Violence has roots in social, economic, political and cultural
conditions.
• Violence takes an unequal toll on communities of color and on
specific neighborhoods in Minneapolis. Violence prevention must
include work to dismantle structural racism.
• Everyone has a role to play in creating communities that don’t include
violence. It takes us all to make our communities safe, healthy,
hopeful, and thriving.

OVP Initiatives

Up Front
• Youth
outreach and
engagement
• Coaching
Boys into Men

In The Thick
• Inspiring Youth
(case
management/
mentorship)
• Juvenile
Supervision
Center

Aftermath
• Project LIFE
(Group Violence
Intervention)
• Next Step
(Hospital-based
Violence
Intervention)

OVP Initiatives – Blueprint Approved Institute
• Support grassroots community organizations doing violence
prevention work.
• Build skills and increase organizational capacity.
• Funding to put their capacity building into practice, supported
with hands-on guidance from OVP and a cohort of peers.
• Enhances agencies' services and increases their ability to secure
other funds and opportunities.

OVP Initiatives – Violence Prevention Fund
• Investments in community-led
strategies:
•
•
•
•
•
•
•
•
•

Community building
Arts/activation
Youth skills training
Street outreach
Trauma awareness and resilience training
Race/restorative justice conversations
Community meals
Resource referrals
More

In 2019, the Office of Violence
Prevention invested $325,000 in 10
agencies. The recipients:
• carried out over 100 events
• engaged over 7,400 people in
programming
• served over 5,700 meals
• provided stipends and meaningful
skills training to 44 young people
• had 1,600 outreach
contacts/connections to resources
• reported over 160 partnerships in
action across the City

How We Got Here
2013
• The revised
Blueprint is
released
• Minneapolis
joins the
National Forum
on Youth
Violence
Prevention

2006
• City Council
declares violence
a public health
issue

2016-2017
• Expansion into
tertiary
prevention with
launch of Next
Step and Group
Violence
Intervention

2008

2016

• The Blueprint for
Action to
Prevent Youth
Violence is
released

2019

• Expansion into multiple
forms of violence with
grant focused on
intersection between
youth violence and teen
dating violence

• Office of
Violence
Prevention is
launched

A Strategic
Approach and a
Strategic Plan

Partnerships and Collaboration
Multijurisdictional
Team

Violence
Prevention
Steering
Committee

Project
Advisory
Groups
Community
input

Office of
Violence
Prevention

Other City
departments

OVP Staffing and Budget
Staffing
• Director
• Manager
• 2 full-time program staff
• 1 full-time admin support
• 1 intern
• Limited support from Research
and Evaluation Division

Budget
• Approximately $1.5 million in
2018
• City General Funds
• Federal grants
• State grants

Future of Community Safety

City of Minneapolis

MN Department of Human Rights Investigation
• Ban on neck restraints/choke holds
• Affirmative duty to immediately report unauthorized use of force, including any choke
hold or neck restraint
• Duty to attempt to intervene by verbal and physical means when observing
unauthorized use of force, including any choke hold or neck restraint; subject to
discipline to the same severity as if they themselves engaged in the prohibited use of
force if they don’t
• Only police chief designee can authorize use of crowd control weapons during protests
and demonstrations
• Civilian body warn camera analysts and investigators with City’s Office of Police
Conduct Review have authority to proactively audit body worn camera footage and
file/amend complaints

Policy Maker Response

Mayor

“Full structural revamp”

City Council

“Begin the process of
ending the Minneapolis
Police Department”

Next Step: Hospital-based Violence Intervention

City of Minneapolis

24

Next Step: Overview

Youth and young
adults ages 12-28
who are victims
of violent assault
(gunshot,
stabbing, etc.)
and treated at
Level I Trauma
Centers

Image credit: Minnesota Public Radio

Next Step: Background

Why
hospital-based
intervention?

• Victims of violence are at high risk for future
injury
• Hospital readmission for another violent
injury for injured youth is as high as 144%;
5-year mortality rate as high as 20%
• Witnessing or experiencing violence increases
risk
• Being shot/shot at or witnessing a shooting
doubles the probability of committing
violence in subsequent two years2
• Retaliatory injury risk is up to3 88 times higher
for youth victims of violence
• Violent injury can be a “Teachable Moment”4
• Teachable
Moment intervention is time
5
sensitive
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Next Step: Background
• Evaluations of programs elsewhere using
randomized controlled trial or
retrospective matched cohort have
demonstrated program effectiveness

Hospitalbased violence
interventions
work

•
•
•
•

Increase in self-efficacy6
Decrease in physical aggression6
Higher rates of employment: 82% vs 20%7
Decreased involvement in criminal justice
system

• Time served: 213 months vs 816 months7
• Estimated cost of incarceration: $450,000 vs
$1,700,0007
• In Oakland, based on calculated risk reduction, the
program needed to treat six patients to prevent
one adverse criminal outcome. Cost of treating six
patients is $60,000 less per patient than
incarcerating one person.8

• Decrease in self-reported injuries9
• Lower rates of hospital recidivism: 5% vs
36%7
26

Next Step: Program Goals
Reduce

Reduce the rate of violent re-injury and re-hospitalization
for youth and young adults who are victims of violent
assault injuries

Support

Support positive development and holistic healing for
victims and families who are affected by violence

Interrupt

Interrupt the cycle of recurrent violence

Next Step: Approach
• Credible messengers
• Motivational interviewing
• Support healing, both mentally and
physically
• Finding safety after an injury
• Housing
• Basic needs
• Clothing/shoes for discharge

• Community connections
• Narrative Medicine – “change your
story, change your life”

Image credit: Minnesota Public Radio

Next Step: Impact
• Next Step has served over 400 participants since launching in July
2016
• During the program’s first year, only 3% of participants returned to
HCMC with a same or similar injury (n=101)
• Individual stories
• Shift in culture and understanding
July 15, 2016 – Dec 31,
2018: 213 received initial
bedside intervention
from Violence
Intervention Specialist

72% of those agreed to
post-discharge
community-based
services (n=154)

79% of those received
support & achieved
progress toward goals
(n=122)

Group Violence Intervention
An Introduction

National Network for Safe Communities
Do no harm
Strengthen communities’ capacity to prevent violence
Enhance legitimacy
Offer help to those who want it
Get deterrence right
Use enforcement strategically

GVI Results

Published, peer reviewed studies with control groups

63%

reduction in youth homicide

42%

reduction in gun homicide

Boston (MA) Operation Ceasefire
(Braga, Kennedy, Waring, and Piehl, 2001)

Stockton (CA) Operation Peacekeeper
(Braga, 2008)

44%

34%

reduction in gun assaults

Lowell (MA) Project Safe Neighborhoods
(Braga, Pierce, McDevitt, Bond, and Cronin,
2008)

reduction in homicide

Indianapolis (IN) Violence Reduction
Partnership
(McGarrel, Chermak, Wilson, and Corsaro,
2006)

37%

reduction in neighborhood-level
homicide
Chicago (IL) Project Safe Neighborhoods
(Papachristos, Meares, and Fagan, 2007)

23%

reduction in overall shooting
behavior among factions
represented at call-ins

Chicago Group Violence Reduction Strategy
(Papachristos & Kirk 2015)

GVI Results

Published, peer reviewed studies with control groups

36.4%
reduction in gang shootings
among gangs treated with
crackdowns
Boston (MA) Operation Ceasefire
(Braga, 2014)

32%

reduction in victimization among
factions represented at call-ins

Chicago Group Violence Reduction Strategy
(Papachristos & Kirk 2015)

41.4% 27.4%
reduction in group memberinvolved homicides
Cincinnati CIRV
(Engel, Tillyer, & Corsaro 2013)

reduction in gang-involved
shootings among gangs that
received warnings
Boston Operation Ceasefire
(Braga 2014)

32%

decrease in group memberinvolved homicides

NOLA Group Violence Reduction Strategy
(Engel & Corsaro 2015)

50%

reduction in violent offending
among notified parolees
Chicago PSN
(Wallace, et al 2015)

The Nature of Street Groups

Focus on street groups
Core offenders are often few and identifiable
Groups drive a huge share of the action
•

Around 0.5% of overall population

•

Regularly associated with 60-75% of homicides in
a city

•

Doesn’t matter if they’re “gangs” and most aren’t

In most dangerous neighborhoods
•

About 5% of high-risk male age group

•

Only about 10-20% of those are impact players

Connection between violence & groups
The most important finding here is simple: there is a
profound and so far invariant connection between
serious violence, and highly active criminal groups.

0.5%

50-75%

Representation in population
Representation in population

Representation in homicides
Representation in homicides

1) Most Serious Crime Driven by
Small Number of Offenders
National homicide: 4 in 100,000

Homicides for core group-involved network: 554 in 100,000

For those close to victims of homicide and shooting, the risk increases by up to 900%

Why groups matter
Group dynamics drive the action
•
•

The implications of vendetta and retaliation
Peer pressure, “pluralistic ignorance”

The groups carry the street code
•
•
•
•
•

Disrespect requires violence
We’re street soldiers and the community
approves of what we’re doing
We’re not afraid of death or prison
The enemy of my friend is my enemy
The cops are against us: it’s personal

Even most “business” killings are really about
disrespect

Two Major Approaches
Law enforcement
Crack down on gangs, individual gang
members, drugs and drug dealing
Root causes and social services
Improve communities, support families, work
on the economy, address racism and
oppression, enhance education

The record so far
Neither enforcement nor social interventions
have had any meaningful impact on gangs and
gang violence
No city or country with a gang problem has
eliminated gangs, gang violence, or gang crime by
using either or both methods

These communities need law
enforcement
But they need a different kind of law enforcement
than they’ve been getting.

Strategic Intervention

What we’d like to be able to do
•

Eliminate gangs

•

Eliminate gang crime

•

Keep young men from joining gangs

•

Get young men in gangs to leave them

Framework
Direct, sustained engagement with core offenders by a
partnership standing and acting together
• Community leaders
• Social service providers
• Law enforcement
Explicit focus on homicide and serious violence
Core elements:
• Moral engagement
• Offer of help
• Swift, certain, legitimate consequences
An approach, not a program

1

Focused law enforcement

Group accountability for group violence by any legal means:
• “Pulling levers”
Specifying Enforcement Trigger
• “First group/worst group” promise
• First homicide after call-in
• Most violent group
• After each call-in, if no group wants to be first or worst,
everybody stops
Formal notice of legal exposure
Formal notice of law enforcement intent

2

Moral Engagement with offenders

• Offenders can and will choose, should be treated as
responsible human beings
• Challenge the street code
• There’s right, there’s wrong: no gray area
• Activates agency: offender is now in control
• Treats offender with respect: procedural justice
• Enhances law enforcement legitimacy
• Mobilizes community partners

Community Moral Voice
Clear, direct community stand from respected local figures,
parents, ministers, mothers, activists:
•
•
•

“We need you alive and out of prison.”
“You’re better than this.”
“We hate the violence.”

Offenders and ex-offenders:
• “Who helped your mother last time you were locked up?”
• “How long before one of your boys sleeps with your
girlfriend?”
• “Who thinks it’s okay for little kids to get killed?”

Outreach workers are among the very best at all of this

Core message to the community
Not many dangerous offenders - nearly everybody in
community is not part of problem. And most of them are
more scared and traumatized than predatory
We think they'll listen to you - we'll create safe ways for you
to tell them what you expect from them
We think a lot of them want out - we'll offer them help
We'll tell them ahead of time how law enforcement will be
acting
Only then, when they shoot and kill, are we coming in hard

3

Help as a moral and practical obligation

“We are here to keep you alive and out of prison.”
“You have been targeted – to be saved.”
Address trauma
Protect from enemies
Offer “big small stuff” – crucial real-time needs
Save havens
New relationships and “sponsors”
New ideas to replace “street code”
Links to traditional social services – education, work,
etc.
Street outreach an important way to do all this

Support & Outreach
Perceptual differences

GVI Model
•
•

Deals with small population of
active group members
Success is keeping people alive
and reducing violence

Traditional Services

• Community-wide orientation
• Success is program completion,
job placement & retention,
recidivism, etc.

Common Ground
Law enforcement, communities, and the streets all
want…
• The community to be safe
• The most dangerous offenders controlled
• Chaotic crime to stop (including many offenders)
• Ineffective enforcement to stop
• Community standards to take over
• Help for those who want it
• A close, respectful relationship between law
enforcement, communities, and offenders

•Minneapolis Progress

Minneapolis Progress in 2017-2019
Law Enforcement
The chart below compares shootings and homicide incidents that happened between May 4th –September
21st 2016 -2019. Reductions in Group member involved shooting have gone down since the implementation
of the initiative.

Year

2016 (GVI Not
being
implemented)

2017

2018

2019

Group Member
Involved (GMI)
Homicides
Non- GMI
Homicides
Unknown
Homicides

12

9

11

11

9

11

1

14

0

3

0

1

Gang Member
Involved NonFatal
Non- GMI NonFatal Shootings
Unknown NonFatal Shootings

93

42

25

27

29

18

43

71

41

53

3

11

Minneapolis Progress 2017- 2019
Law Enforcement
Shooting and homicide incidents
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Minneapolis Progress 2017-2019 Social
Service
As of December 31, 2019 208 individuals made contact with the GVI social
service team. Service are focused on keeping clients Safe, Alive and Free.
Services are tailored to each client but include:
• Protection from Risk
• Addressing the “big small stuff”
• Affirmative Outreach
• Addressing Trauma

Minneapolis Community Moral Voice
The Community Moral Voice Work group consists of individual community
members and is open to the public. The workgroup develops a 12 month
strategic plan annually which focuses on increasing the broader communities
understanding of the Group Violence Intervention. Activities in 2019 included:
• Block parties/community awareness events in gun violence hot spots
• Trainings focused on communicating gun/group violence prevention
messages
• Holiday/end of year celebration for successful GVI clients

INTIMATE PARTNER VIOLENCE INTERVENTION
Problem-Oriented Policing Conference
Tempe, AZ
October 25, 2016

nnscommunities.org

Thank you!
Sasha Cotton
Director, Office of Violence Prevention
Minneapolis Health Department
Sasha.Cotton@minneapolismn.gov
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