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CHAPTER 5 
Injury and Violence Prevention
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Injury and Violence Prevention
This chapter provides information about injury and violence issues and prevention in the Commonwealth of Massachusetts and related trends, disparities and resources.
This chapter addresses the following topics:
· 
43 | Massachusetts State Health Assessment
· Unintentional Injury
· Occupational InjuryChapter Data Highlights
· Massachusetts has the lowest rate of unintentional child injury deaths in the US
· In 2015, half of teens continued to play in a sporting event after reporting concussion symptoms 
· From 2006 to 2014, death by falls for older adults increased 41%
· Motor vehicle traffic injuries are the leading cause of death for people 15 to 24
· From 2009-2013, Hispanic workers were 1.7 times as likely to be hospitalized for work-related injuries as White non-Hispanic workers
· Nearly 25% of drivers still don’t wear seat belts
· In 2014, suicide was the second leading cause of death among teens and young adults 
· In 2014, men died by suicide 3.6 times more often than women
· The homicide rate among Black non-Hispanic males is 30 times higher than that for White non-Hispanic males
· Nearly one in three women and one in five men in Massachusetts reported experiencing rape, physical violence and/or stalking by an intimate partner during their lifetimes

· Suicide
· Violence

Overview
Injuries are the leading cause of death for people aged one to 44 and are the third leading cause of death for all ages combined. Injuries, both unintentional and intentional (self-inflicted or violent) result in more deaths of children and youth than all other causes combined. Unintentional injuries can be fatal or non-fatal and result from a variety of causes including motor vehicle crashes, drowning, fires, poisonings, suffocation and falls. Occupational injuries occur during the course of paid employment and can results from unintentional or intentional actions. Self-inflicted injury can include completed suicides as well as non-fatal attempts or other non-suicidal self-inflicted injury.  Violence, too, can be fatal or nonfatal: it can also be interpersonal or collective.  Interpersonal violence is often categorized by the intended victim (youth violence, child maltreatment, domestic/intimate partner violence), the form of the violence (sexual violence, gun violence) or the context in which it occurs (community violence, gang violence). Collective violence can occur on a large scale due to conflicts between groups or countries (such as war) but can also include other less explicit forms of violence (such as repression and neglect). Unequal access to power and resources (such as wealth), along with social inequality, can lead to collective violence.   
The patterns of unintentional injury, suicide and self-inflicted injury, and violence vary from one another and are all influenced by social determinants of health as well as demographics such as race, gender identity, sexual orientation, age, and disability status. 
Unintentional Injury
[bookmark: _Ref487708697]Unintentional injuries are the leading cause of death among Massachusetts residents ages one to 44 and the third leading cause of death among all ages.  In 2014, more than 670,000 non-fatal unintentional injuries were treated at an acute care hospital. Each year, unintentional injury deaths in Massachusetts generate lifetime costs of $3 billion, and non-fatal injuries generate a cost of $9.5 billion including $3.5 billion in medical care alone.
Unintentional injuries occur across the entire lifespan and affect every race and ethnicity, geographic area, and gender. But certain populations are at greater risk for different injury causes. For example, between 2010 and 2014, the leading cause of unintentional injury death among young children (aged 1-4 and 10-14) was drowning; for adults over the age of 65, the leading cause was falls. With few exceptions, males have higher rates of unintentional injury deaths and non-fatal injuries than females. Racial and ethnic disparities exist, for example, in motor vehicle injuries among young drivers, unintentional injuries to children under age six, and for concussive symptoms related to sports activity in middle and high schools.
Childhood Injuries
Children are at increased risk for certain injury causes such as falls, sports-related injuries, and drownings as their motor skills, brain, and executive functioning capabilities are still developing. While death is the most tragic injury outcome, deaths account for a very small percentage of the overall burden of injury among children. In 2014, there were more than 140,000 non-fatal unintentional injuries to children under 18 years of age treated in a Massachusetts acute care hospital or emergency department. 

Trends/Disparities 
Massachusetts has had the lowest rate of unintentional child injury deaths in the US for nearly a decade[endnoteRef:2], and the rate of unintentional injury deaths of Massachusetts children under 18 also has been declining. Despite this achievement, unintentional injuries continue to be a leading cause of death among Massachusetts children ages one to 14.  [2:  Centers for Disease Control and Prevention. Vital signs: unintentional injury deaths among persons aged 0-19 years – United States, 2000-2009.  Morbidity and Mortality Weekly Report, April 2012, Vol.61.] 


The unintentional injury death rate among Massachusetts children under 18 years of age declined significantly between 2000 and 2015 (2000: 6.1 per 100,000 population; 2015: 2.0 per 100,000 population).[endnoteRef:3] The largest decline occurred between 2005 and 2012 with an average decrease of 11.9% per year.[endnoteRef:4]   [3:  WISQARS (Web-based Injury Statistics Query and Reporting System), Vital Statistics System, National Center for Injury Prevention and Control, CDC. ]  [4:  WISQARS (Web-based Injury Statistics Query and Reporting System), Vital Statistics System, National Center for Injury Prevention and Control, CDC. ] 

The leading causes of death among children vary by age group and race/ethnicity. Among Massachusetts children under 18 years of age, children ages one to four had the highest rate of unintentional injury deaths. Drowning was the leading cause of death (37%) for this age group. Infants under one year of age commonly drown in wading pools and bathtubs, while children ages one to four years most often drown in backyard swimming pools. As shown in Figure 5.1, Black non-Hispanic and Hispanic children under six years of age had higher rates of injury deaths than White non-Hispanic children. 

Figure 5.1
Five-Year Average Annual Unintentional Injury Death Rate among Children Under 6, By Race/Ethnicity, Massachusetts, 2011-2015

SOURCE: WISQARS (WEB-BASED INJURY STATISTICS QUERY AND REPORTING SYSTEM), VITAL STATISTICS SYSTEM, NATIONAL CENTER FOR INJURY PREVENTION AND CONTROL, CENTERS FOR DISEASE CONTROL AND PREVENTION
The leading causes of non-fatal injury among children also vary by age group, sex and, race/ethnicity. Among non-fatal unintentional injuries in 2014, falling was the leading cause of injury among children five or younger.[endnoteRef:5]  Males in this age group account for a slightly higher percentage of unintentional injuries than females (males, 57% of injury-related emergency department visits, 55% of injury-related hospitalizations, and 57% of injury deaths).[endnoteRef:6],[endnoteRef:7],[endnoteRef:8]   [5:  WISQARS (Web-based Injury Statistics Query and Reporting System), Vital Statistics System, National Center for Injury Prevention and Control, CDC.]  [6:  MA Inpatient Hospital Discharge Database, Center for Health Information and Analysis (CHIA).]  [7:  MA Outpatient Emergency Department Database, CHIA.]  [8:  MA Outpatient Observation Database, CHIA.] 

For children ten to 17 years of age, the leading cause of non-fatal unintentional injury was being struck-by or against an object.[endnoteRef:9],[endnoteRef:10],[endnoteRef:11] Of these injuries, 56% were sports-related, of which 22% were associated with a concussion/traumatic brain injury (TBI).[endnoteRef:12],[endnoteRef:13],[endnoteRef:14]   [9:  MA Inpatient Hospital Discharge Database, Center for Health Information and Analysis (CHIA).]  [10:  MA Outpatient Emergency Department Database, CHIA.]  [11:  MA Outpatient Observation Database, CHIA.]  [12:  MA Inpatient Hospital Discharge Database, Center for Health Information and Analysis (CHIA).]  [13:  MA Outpatient Emergency Department Database, CHIA.]  [14:  MA Outpatient Observation Database, CHIA.] 

The percentage of middle and high school students who continued to play after reporting symptoms of a concussion while engaged in sports was 50% in 2015.[endnoteRef:15] As shown in Figure 5.2, disparities by sex and race/ethnicity exist among students who reported having symptoms of a sports-related concussion during the last 12 months.[endnoteRef:16] In particular, reporting of such symptoms was higher among males. [15:  Massachusetts Youth Health Survey (YHS), and Youth Risk Behavior Survey (YRBS).]  [16:  Massachusetts Youth Health Survey (YHS), and Youth Risk Behavior Survey (YRBS).] 

Figure 5.2
Percentage of Middle School and High School Sports Players who Reported Having Symptoms* of a Sports-Related Concussion, by Sex and Race/Ethnicity, Massachusetts, 2015

NOTE: *SYMPTOMS INCLUDE BEING “KNOCKED OUT,” MEMORY PROBLEMS, DOUBLE OR BLURRY VISION, HEADACHES, “PRESSURE” IN THE HEAD, NAUSEA OR VOMITING. B. STATISTICAL SIGNIFICANCE IS SET AT THE 95% CONFIDENCE LEVEL.
Older Adult Falls
Fall injuries are a serious and increasing health problem among Massachusetts adults aged 65 and older. Falls are the leading cause of unintentional injury death for men and women 65 and older in Massachusetts. In 2014, there were 528 deaths and 71,078 non-fatal injuries treated within Massachusetts acute care hospitals among adults 65 and older due to falls.  
Older adults are at increased risk for a fall-related injury due to common characteristics of aging, such as decreased strength, poor balance, impaired vision, osteoporosis, dementia, multiple medications, and illnesses. [endnoteRef:17],[endnoteRef:18] Falls among older adults can further impact physical function and mental well-being by producing feelings of social isolation, depression, and helplessness. In addition, prior falls and safety concerns may reduce the willingness of older adults to stay active in their community. Lifetime estimated costs of unintentional fall injuries (fatal and non-fatal) to Massachusetts residents 65 years or older in 2014 is estimated at $1.9 billion.[endnoteRef:19] [17:  CDC Falls Prevention: STEADI. Available at: https://www.cdc.gov/steadi/index.html.]  [18:  The PWTF Final Report. Available at: http://www.mass.gov/eohhs/gov/departments/dph/programs/community-health/prevention-and-wellness-fund/.]  [19:  WISQARS (Web-based Injury Statistics Query and Reporting System), Vital Statistics System, National Center for Injury Prevention and Control, CDC. Estimated costs are generated using the WISQARS Cost Module. Estimates are based on the number of unintentional injuries to MA residents in 2015 for deaths and 2014 for non-fatal injuries.] 

Trends/Disparities 
From 2006 to 2014, the age-specific rate of fall-related deaths for Massachusetts adults 65 and older increased 41% (2006: 35.3 per 100,000 population; 2014: 49.7 per 100,000 population). 
As shown in the Figure 5.3, fall-related death rates during this time period increased 60.2% among those 75-84 and 53.8% among adults 85 years or older. Persons ages 85 and older had the highest rates of fatal and non-fatal fall injuries. The fall death rate for this age group in 2014 was 18.6 times the rate for those aged 65-74. Of fall-related deaths among older adults in 2014, 56% included a TBI. 


Figure 5.3
Age-Specific Rate of Fall-Related Deaths by Age Group, Ages 65 and Older, Massachusetts, 2006-2014

In 2014, more than 70,000 adults 65 years or older were treated at an acute care hospital for fall-related injuries.[endnoteRef:20],[endnoteRef:21],[endnoteRef:22] Approximately, seven out of ten (71%) fall-related hospitalizations among adults 65 years of age or older required additional care upon discharge through a skilled nursing facility or rehabilitation facility.[endnoteRef:23]  [20:  MA Inpatient Hospital Discharge Database, Center for Health Information and Analysis (CHIA).]  [21:  MA Outpatient Emergency Department Database, CHIA.]  [22:  MA Outpatient Observation Database, CHIA.]  [23:  MA Inpatient Hospital Discharge Database, Center for Health Information and Analysis (CHIA).] 

Men have higher rates of fall-related deaths than women (2014: 62.7 per 100,000 population versus 41.5 per 100,000 population), but women have higher rates for non-fatal hospital stays and emergency department visits.[endnoteRef:24],[endnoteRef:25],[endnoteRef:26] White non-Hispanic residents had the highest rates of fall deaths (51 per 100,000 population), fall-related hospital stays, and emergency department visits.[endnoteRef:27],[endnoteRef:28],[endnoteRef:29] Asian and Pacific Islander residents had the second highest rate of fall deaths (44.4 per 100,000 population) but the lowest rates of fall-related hospital stays and emergency department visits.[endnoteRef:30],[endnoteRef:31],[endnoteRef:32]  [24:  MA Inpatient Hospital Discharge Database, Center for Health Information and Analysis (CHIA).]  [25:  MA Outpatient Emergency Department Database, CHIA.]  [26:  MA Outpatient Observation Database, CHIA.]  [27:  MA Inpatient Hospital Discharge Database, Center for Health Information and Analysis (CHIA).]  [28:  MA Outpatient Emergency Department Database, CHIA.]  [29:  MA Outpatient Observation Database, CHIA.]  [30:  MA Inpatient Hospital Discharge Database, Center for Health Information and Analysis (CHIA).]  [31:  MA Outpatient Emergency Department Database, CHIA.]  [32:  MA Outpatient Observation Database, CHIA.] 

Older adults were more likely to report falls and fall-related injuries in the past 12 months if they also reported poor mental health and depression, diabetes, disability, coronary artery disease, chronic obstructive pulmonary disease (COPD), heart attack, or stroke.
Motor-Vehicle Injuries
Motor vehicle traffic-related injuries include injuries to vehicle occupants, motorcyclists, pedestrians, and bicyclists struck by a motor vehicle. Some populations are at higher risk of motor vehicle injuries.[endnoteRef:33] For example, between 2010 and 2014, motor vehicle traffic injuries were the leading cause of death for Massachusetts residents 15 to 24 years of age. Pedestrians have a lower rate of death and non-fatal injury than motor vehicle occupants, but are vulnerable to more severe injuries. Motor vehicle traffic-related non-fatal injury rates are higher among Black non-Hispanic and Hispanic residents than White non-Hispanic residents and among males relative to females. [33:  CDC motor vehicle injury prevention pages: Available at: https://www.cdc.gov/motorvehiclesafety/pedestrian_safety/index.html.] 

Trends/Disparities 
Between 2004 and 2013, the age-adjusted rate of motor vehicle traffic-related occupant deaths declined by 38%. During that period, motor vehicle traffic-related occupant death rates decreased by 49% among persons 15-24 years of age and by 42% among adults 25-64 years of age (Figure 5.4). From 2004 to 2009, motor vehicle traffic-related occupant death rates were highest among young people 15-24 years of age. Over the same time period (2004 to 2013), hospitalizations for non-fatal unintentional motor vehicle traffic occupant injuries declined 42% for the total population and 65% among persons 15-24 years of age.[endnoteRef:34],[endnoteRef:35], [34:  CHIA, MA Inpatient Hospital Discharge Database, Center for Health Information and Analysis (CHIA).]  [35:  CHIA, MA Outpatient Emergency Department Database, CHIA.] 



Figure 5.4
Traffic-Related Motor Vehicle Occupant Death Rates by Age Group, Massachusetts, 2004-2013

Young people (15-24 years of age) who live in urban areas are at increased risk of non-fatal motor vehicle traffic-related injuries. In 2015, nearly two thirds (64%) of non-fatal motor vehicle crash injuries to this age group occurred in urban areas and 35% occurred in suburban areas.[endnoteRef:36],[endnoteRef:37],[endnoteRef:38] As shown in Figure 5.5, in 2015 youth and young adults (ages 15-24) who were Black non-Hispanic had non-fatal motor vehicle crash injury rates that were 2.4 times greater that of White non-Hispanics (3,509.7 per 100,000 population versus 1,442.8 per 100,000 population, respectively) and 1.6 times greater than that for Hispanics in this age group (2,254.1 per 100,000 population). This rate for Hispanic young people was 1.6 times that for White non-Hispanics (2,254.1 per 100,000 population versus 1,442.8 per 100,000 population).[endnoteRef:39] [36:  CHIA, MA Inpatient Hospital Discharge Database, Center for Health Information and Analysis (CHIA).]  [37:  CHIA, MA Outpatient Emergency Department Database, CHIA.]  [38:  CHIA, MA Outpatient Observation Database, CHIA.]  [39:  CHIA, MA Inpatient Hospital Discharge Database, MA Observation Stays Database, and MA Outpatient Emergency Department Discharge Database, CHIA. ] 



Figure 5.5 
Rate of Non-Fatal Motor Vehicle Injuries among Persons 15-24 Years of Age, by Race/Ethnicity, Massachusetts, Federal Fiscal Year 2015

SOURCE: CHIA, MA INPATIENT HOSPITAL DISCHARGE DATABASE, AND MA OUTPATIENT EMERGENCY DEPARTMENT DISCHARGE DATABASE
NOTE: *DATA ARE FOR FEDERAL FISCAL YEAR 2015 (OCTOBER 1, 2014 - SEPTEMBER 30, 2015).
Several factors shape risk of motor vehicle traffic-related injury, including night-time driving, driving inexperience, distractions such as texting or talking on the phone, and substance use.  Several important examples are listed below:
· Observational surveys indicate that among Massachusetts drivers, cell phone use averaged 7% in 2016, but disparities exist by age.[endnoteRef:40] Compared to all other age groups, drivers 16-19 years of age had the highest prevalence of combined cell phone use (9.3%), with 6% using handheld cell phones and 3.3% using their cell phone to text when driving. [40:  National Highway Traffic Safety Administration (NHTSA),  NOPUS. (National Occupant Protection Use Survey).] 

· Seat belt use reduces the number and severity of motor vehicle injuries.[endnoteRef:41] In 2016, observed seatbelt use in Massachusetts was 78%, among the lowest seatbelt use rates in the US.   [41:  FARS (2010-2014) and MA MS YHS (2009-2015) data (MVT seat belt use).] 

· Approximately one-third of motor vehicle crash deaths in Massachusetts involve a driver who had been drinking. Although the total number of motor vehicle-occupant deaths in the state has decreased by 43% in the past decade, the percentage of motor vehicle deaths from an alcohol-impaired driver has remained fairly consistent over this time period (2001: 38%; 2010: 36%). 
Occupational Injury
Occupational injuries are injuries that occur during the course of paid employment. They include acute traumatic injuries such as fractures, burns and amputations as well as musculoskeletal disorders due to overexertion and chronic wear and tear. Suicides and homicides that occur in the workplace are also included. Occupational injuries are common and costly, exacting a toll not only on the affected workers and their families but on employers and society at large as well. Nationally, occupational injuries have been estimated to cost $186 billion annually. 
The risk of fatal occupational injury increases with age, while younger workers are at higher risk of non-fatal injury. Low wage immigrant and minority workers are at higher risk of both fatal and non-fatal injury, largely because they are more likely to be employed in high risk jobs.[endnoteRef:42]  Other factors also contribute to this disparity in risk including language and cultural barriers, discrimination or fear of discrimination and economic insecurity that can make workers hesitant to speak up about hazards, less health and safety training, and limited access to occupational health and safety resources. [42:   Orrenius P, Zavodny M. Do Immigrants Work in Riskier Jobs? Demography. 2009; 46(3): 535-551.] 


Occupational injuries are preventable. Under state and federal laws, employers have a responsibility to provide all employees a place of employment that is free from recognized hazards that may cause death or serious physical harm and to comply with all relevant safety and health standards. [endnoteRef:43],[endnoteRef:44]   [43:  Occupational Safety and Health Act of 1970, 29 USC 654, 5(a)1 (General Duty Clause).  Available at: https://www.osha.gov/pls/oshaweb/owadisp.show_document?p_id=3359&p_table=OSHACT.  Accessed June 26, 2017.]  [44:  Massachusetts General Laws, Chapter 149: Section 6. Safety devices and means to prevent accidents and diseases generally.] 

Trends/Disparities 
According to employer reports, in 2015 one out of every 37 full-time workers in the private sector in Massachusetts, or approximately 65,300 workers, sustained a non-fatal injury at work that required more than first aid. Approximately 45% of these injuries were serious enough that the workers missed at least one day of work. While the rate of these more serious injuries in Massachusetts declined from 2006 to 2015, it remained consistently higher than the rate for the nation as a whole.[endnoteRef:45]  [45:  MA SOII, 2015.  (IBID) Bureau of Labor Statistics, Survey of Occupational Injuries and Illnesses, 2015. Available at: www.bls.gov/iff. Accessed on June 26, 2017.] 

In 2015, workers employed in transportation and warehousing were at highest risk for non-fatal occupational injury, with almost three out of every 100 full-time workers experiencing an injury resulting in one or more days of lost work. The health care and social assistance sector generated the highest number of workplace injuries in 2015, with approximately 8,500 employees experiencing injuries resulting in lost time. The injury rate for the health care and social assistance sector in Massachusetts (1.9 per 100 workers) was also high compared to injury rates for other industries in Massachusetts and exceeded the national rate for the sector (1.4 per 100 workers).[endnoteRef:46] Musculoskeletal injuries are one of the most common injuries experienced by health care workers, many of which occur in the course of lifting or moving patients. In 2010, an estimated 1,000 Massachusetts hospital workers suffered musculoskeletal injuries associated with patient handling. [46:  (IBID)Bureau of Labor Statistics, Survey of Occupational Injuries and Illnesses, 2015. Available at: www.bls.gov/iff. Accessed on June 26, 2017. ] 



Figure 5.6
Number and Rate of Non-Fatal Occupational Injuries and Illnesses Resulting in Lost Workdays,
 by Industry Sector, Massachusetts, 2015 

source: US Department of Labor, Bureau of Labor Statistics, Survey of Occupational Injuries and Illnesses (SOII)
notes: The Mining Industry reported 20 cases in 2015.these cases were excluded from the figure because of low number
The statewide rate is 1.6 non-fatal occupational injuries and illnesses resulting in lost workdays per 100 full time workers. From 2009 to 2013, Hispanic workers had significantly higher rates of hospitalization for work-related conditions, including many serious injuries such as amputations, burns, and fractures compared to their White, non-Hispanic counterparts. 

Figure 5.7
Rate of Hospitalization for Select Work-Related Injuries, Hispanics and White, Non-Hispanics, 
Residents Ages 16-64, Massachusetts, 2009-2013

NUMERATOR SOURCE: CHIA HOSPITAL DISCHARGE DATASET CALENDAR YEAR 2009-2013; DENOMINATOR SOURCE: ESTIMATED FROM THE AMERICAN COMMUNITY SURVEY 5-YEAR FILE 2009-2013.
NOTE: 5-YEAR AVERAGE ANNUAL RATE IS EXPRESSED PER 100,000 FULL TIME EQUIVALENT WORKERS.
Young workers are also at elevated risk of occupational injury. From 2010 to 2014, teen workers aged 15-17 (1.8 per 100 full-time workers) and young adults 18 to 24 (2.6 per 100 full-time workers) experienced higher rates of emergency department visits for work-related injuries than workers 25 to 64 years of age (1.3 per 100 full-time workers). The rate for young adults was more than twice that for older workers. 
[bookmark: _Ref487717683]From 2008 to 2015, 481 workers were fatally injured at work, amounting to an average of 60 deaths per year or approximately one death each week. [endnoteRef:47] Over this period, the average annual fatal occupational injury rate in Massachusetts was 2.0 deaths per 100,000 full-time workers. This rate remained relatively stable over this time period. Massachusetts’ fatal occupational injury rate was half the US rate, which is partially attributable to differences in industries concentrated in Massachusetts relative to the nation as a whole. A smaller percentage of Massachusetts workers are employed in higher risk industries.[endnoteRef:48],[endnoteRef:49] [47:  Census of Fatal Occupational Injuries, Bureau of Labor Statistics, US Department of Labor, State Occupational Injuries, Illnesses, and Fatalities.  Available at: https://www.bls.gov/iif/oshstate.htm#MA.  Accessed June 26, 2017.]  [48:  Census of Fatal Occupational Injuries, Bureau of Labor Statistics, US Department of Labor, State Occupational Injuries, Illnesses, and Fatalities.  Available at: https://www.bls.gov/iif/oshstate.htm#MA.  Accessed June 26, 2017.]  [49:  MDPH, Occupational Health Surveillance Program,  Unpublished data, 2017.] 

In Massachusetts, the agriculture, forestry, fishing, and hunting sector stands out as an exceptionally high-risk industry sector with 38.6 deaths per 100,000 full-time workers (Figure 5.6). The majority (71%) of the workers killed in this sector were employed in commercial fishing. The construction sector had the highest fatality count, with 117 deaths, and the second highest fatal occupational injury rate (8.1 deaths per 100,000 full-time workers). 
Figure 5.8 
Number and Rate of Fatal Occupational Injuries by Industry Sector, Massachusetts, 2008-2015

NOTES: NUMERATOR SOURCE: OCCUPATIONAL HEALTH SURVEILLANCE PROGRAM, MA FACE AND CFOI, DENOMINATOR SOURCE: BLS CURRENT POPULATION SURVEY WORKFORCE ESTIMATES
From 2008 to 2015, falls from heights such as from ladders and roofs were the most common fatal events with the majority occurring in the construction sector. Falls have consistently been the leading fatal event in Massachusetts, accounting for approximately one-quarter (24%) of all fatal occupational injuries. 
In recent years, the number of suicides at work has increased, consistent with the overall increase in suicides in Massachusetts. After falls, suicides (15%) have become the second leading fatal occupational injury, followed by motor vehicle crashes (12%).  Suicides are discussed in a later section in this chapter.
Hispanic workers had an overall higher risk of being killed on the job in Massachusetts. In the construction industry, a high-risk sector for all workers, the rate of fatal falls among Hispanic construction workers (7.4 per 100,000 full-time workers) was 1.8 times that for White non-Hispanic workers (4.2 per 100,000 full-time workers). Not only are Hispanic workers more likely to be employed in high risk industries, they are also more likely to be working in jobs within industries such as construction in which hazards are less likely to be controlled.[endnoteRef:50]  [50:  Orrenius P, Zavodny M.  Do Immigrants Work In Riskier Jobs?  Demography.  2009; 46(3): 535–551.] 


Approximately one in five workers fatally injured at work in Massachusetts was born outside of the US, and the fatality rate among foreign-born workers was higher than the rate for US-born workers.[endnoteRef:51],[endnoteRef:52] The fatality rate for workers 65 years of age or older was more than three times higher than the rate for workers under 35 years of age.   [51:  Census of Fatal Occupational Injuries, Bureau of Labor Statistics, US Department of Labor, State Occupational Injuries, Illnesses, and Fatalities.  Available at: https://www.bls.gov/iif/oshstate.htm#MA.  Accessed June 26, 2017.]  [52:  (IBID); Unpublished data, provided by the Occupational Health Surveillance Program.] 

Figure 5.9
Rates of Fatal Occupational Injuries, Hispanic and White non-Hispanic Workers, Massachusetts, 2008-2015

NOTE: NUMERATOR SOURCE: OCCUPATIONAL HEALTH SURVEILLANCE PROGRAM, MA FACE AND CFOI, 2008-2015
DENOMINATOR SOURCE: BLS CURRENT POPULATION SURVEY WORKFORCE ESTIMATES, 2008-2015.
NOTE: RATE SIGNIFICANTLY HIGHER THAN RATE FOR WHITE NON-HISPANIC
Suicide
[bookmark: _Ref487720984]Suicide is the 10th leading cause of death in the US.[endnoteRef:53] In 2014, suicide was the second leading cause of death in individuals 15-29 years of age nationally,[endnoteRef:54] and the second leading cause of death in individuals 15-24 years of age in the Commonwealth[endnoteRef:55]. In the same year, the Commonwealth ranked the third lowest in suicide incidence among the 50 states and the District of Columbia. The age-adjusted suicide rate in Massachusetts was also below the average for the total US population in 2014 (MA: 9.0 per 100,000 population; US: 12.9 per 100,000 population).[endnoteRef:56]  [53:  CDC,WHO – Featured Topic: World Health Organization’s (WHO) Report on Preventing Suicide.]  [54:  CDC,WHO – Featured Topic: World Health Organization’s (WHO) Report on Preventing Suicide.]  [55:  MDPH, Office of Data Management and Outcomes Assessment – Massachusetts Deaths 2014: Table 6. Top Ten Leading Underlying Causes of Death by Age, Massachusetts 2014.]  [56:  CDC, WISQARS – Fatal Injuries Report, 1999-2014, for National, Regional, and States.] 
“In order to reduce the number of suicides we must increase the knowledge and understanding of suicide warning signs, risk and protective factors through a public health perspective.”
Key Informant Interviewee

There are multiple factors that contribute to an individual’s risk for suicidal ideation. These risk factors may include a history of mental illness, alcohol and/or drug abuse, and feeling alone. 
There are several social determinants of health that contribute to suicidal ideation. Economic and housing instability can add tremendous stress, increasing the risk of depression, anxiety, substance abuse, and suicidal thoughts and behavior.[endnoteRef:57] The built environment can also shape risk of suicidal thoughts and behavior. Access to safe, shared spaces and common areas for people to interact, such as parks, community gardens, and community centers, is linked with decreased feelings of isolation and improved mental health and wellbeing.[endnoteRef:58] Exposure to violence in the home and community increases the risk of poor mental health, depression, and suicidality.[endnoteRef:59] [57:  World Health Organization and Calouste Gulbenkian Foundation. Social determinants of mental health. Geneva, World Health Organization, 2014.]  [58:  Mental Health Foundation. Available at: https://www.mentalhealth.org.uk/blog/mental-health-and-built-environment.]  [59:  J Epidemiol Community Health. Roustit C et al. 2009 Jul;63(7):563-8. Epub 2009, May 28. Exposure to interparental violence and psychosocial maladjustment in the adult life course: advocacy for early prevention. ] 

Trends/Disparities 
In 2014, Massachusetts recorded 608 suicides, which is two times higher than the number of motor vehicle traffic-related deaths and 4 times higher than homicide deaths. Suicide rates in Massachusetts have increased an average of 3.1% per year between 2004 and 2014, nearly twice the average annual increase across the US since 2004 (1.8% increase per year).[endnoteRef:60] From 2004 to 2014, the total increase in the suicide rate was 32.4% (2004: 6.8 per 100,000 population; 2014:  9.0 per 100,000 population).  [60:  CDC, WHO – Featured Topic: World Health Organization’s (WHO) Report on Preventing Suicide.] 

Groups at high risk of suicide in Massachusetts include middle-age White males, LGBTQ youth, and individuals with mental health issues. White non-Hispanic males accounted for more than 75% of suicides in 2015.[endnoteRef:61]  While more males die from suicide than females, females are more likely than males to have suicidal thoughts and to attempt suicide.[endnoteRef:62]  [61:  Centers for Disease Control and Prevention (CDC) Data & Statistics Fatal Injury Report for 2015.]  [62:  CDC, National Center for Injury Prevention and Control, Division of Violence Prevention – Understanding Suicide 2015.] 

In 2014, the majority of suicides were among individuals 45-64 years of age (44%), reflecting a 4.1% average annual increase in the suicide rate for this age group from 2004 to 2014. 
The majority of suicides in Massachusetts (77%) occur among men.  In 2014, the suicide rate for men was 3.6 times higher than that for women (Males: 14.3 per 100,000 population; Females: 4.0 per 100,000 population). However, while there was an increase in the suicide rate for both sexes from 2004 to 2014, there was a sharper increase for women (48% increase) relative to males (29% increase). The highest male suicide rate was among individuals 85 years of age or older (29.5 per 100,000 population). Among women, the highest suicide rate was among individuals 45-54 years of age (7.3 per 100,000 population).While the suicide rate remains higher for men than women, the suicide attempt rate was 1.7 times higher among women than men (women: 120 per 100,000 population; men: 70 per 100,000 population). 
For 2010 to 2014, the average annual age-adjusted suicide rate was highest among White non-Hispanic males (15.3 per 100,000 population) and White non-Hispanic females (4.6 per 100,000 population) compared to Black non-Hispanic, Hispanic, and Asian/Pacific Islander males and females (Figure 5.11).
The circumstances associated with suicide deaths in 2014 varied by age group. A current mental health issue (60%), history of treatment for mental illness (49%), and current treatment for mental illness (44%) were most prevalent among those between 45 and 64 compared to the other age groups. The prevalence of alcohol and/or substance abuse problems (33%), history of suicide attempts (22%), and intimate partner problems (20%) was highest among persons aged 25-44 compared to thse in other age groups. 


Figure 5.10
Suicide Rates by Sex and Age Group, Massachusetts, 2014 (N=608)

NOTE: * DENOTES INSUFFICIENT SAMPLE SIZE TO CALCULATE RATE


Figure 5.11
Average Annual Suicide Rates, by Sex and Race/Ethnicity, Massachusetts, 2010-2014 (N=3,006)

Violence
Violence is a serious public health issue in Massachusetts and in the US. On average, every week in 2014 in Massachusetts, three people died by homicide, more than 37 individuals spent time in the hospital, and more than 440 individuals visited an emergency department because of an injury from an assault.  
Preventing violence is an essential aspect to achieving health equity. Due to historical and present-day social and economic inequalities, communities with lower socioeconomic status, communities of color, LGBTQ communities, people with disabilities, and other vulnerable populations such as young women, children, and the elderly, are at increased risk for experiencing violence across the lifespan. 
Violence can be prevented through a public health approach even though this issue is often seen as a criminal justice matter.  For example, violence can be avoided after modifying factors that lower the risk for someone to commit a violent act. Also, both short and long term effects of violence can be prevented or reduced through the care of the survivors. 
Homicide and Assault
Homicide is the third leading cause of death for Massachusetts residents 15-24 years of age and the sixth leading cause of death for those 25-44 years of age. In 2014, there were 147 homicides in Massachusetts. In 2013, there were 2,106 non-fatal assault-related hospital stays and 24,511 non-fatal assault-related emergency department visits. 
Homicides and assault-related injuries resulting in a non-fatal injury are an important public health problem for which evidence-based prevention strategies exist. 
Trends/Disparities 
Homicides in Massachusetts decreased from 175 to 155 between 2004 and 2013 (from 2.8 to 2.3 per 100,000 population). Homicide victimization rates fell 48% among young people ages 15-24 during this time period. The total number of hospital stays for non-fatal assault-related injuries increased from 2,075 in 2004 to a high of 2,531 in 2010, then decreased to 2,106 in 2013. 
Rates of homicide and non-fatal assault-related injuries differ by gender, age group, race/ethnicity, and geographic area. Homicide and non-fatal assault-related injuries disproportionately affect Black non-Hispanic males 15-24 years of age and older. Similar to homicide victimization rates, youth and young adults from 15-24 years of age had the highest hospital stay rates for assault-related injuries, but were also the only age group in which rates decreased significantly, a 32% decline over this period.  Adults ages 25-64 had the second highest hospital stay rates for assault-related injuries. Hospital stay rates were lowest in children ages 0-14 and adults ages 65+ and remained fairly stable over this time period.[endnoteRef:63] [63:  CHIA, MA Inpatient Hospital Discharge, Outpatient Observation Stay and Emergency Department Discharge databases, MA Center for Health Information and Analysis.] 



Figure 5.12
Homicide Victimization among Massachusetts Residents by Age Group, Federal Fiscal Year, 2004-2013*



Figure 5.13
Hospital Stay Rates for Assault-Related Injuries by Age Group, Massachusetts, Federal Fiscal Year, 2004-2013*

*SOURCE FOR BOTH 5.12 AND 5.13: CHIA, MA INPATIENT HOSPITAL DISCHARGE,
 OUTPATIENT OBSERVATION STAY DATABASES

In 2014, homicide victimization rates among males were 5.3 times higher than among females (3.7 per 100,000 population versus 0.7 per 100,000 population). For the total population, the highest homicide victimization rate by age group was among persons 15-24 (4.8 per 100,000 population) and 25-34 year olds (4.6 per 100,000 population). The homicide victimization rate for both these age groups was twice the overall statewide rate of 2.2 per 100,000 population.
In 2013, rates of non-fatal assault-related hospital stays (50.4 per 100,000 population) for males were 3.8 times higher than among females (13.3 per 100,000 population). Male rates of non-fatal assault-related emergency department visits were 1.6 times higher than female rates (455.1 per 100,000 population versus 290.6 per 100,000 population). Non-fatal assault-related hospital stay rates were highest among Black non-Hispanic residents (103.4 per 100,000 population), followed by Hispanic residents (51.8 per 100,000 population) and White, non-Hispanics (19.9 per 100,000 population). 
The highest male homicide victimization rates by age group were among 15-24 year olds (8.6 per 100,000 population) and 25-34 year olds (8.2 per 100,000 population). The rates for both of these age groups were over twice the male statewide rate of 3.7 per 100,000 population and 3.5 times higher than the overall statewide rate of 2.2 per 100,000 population.
Figure 5.14
Homicide Victimization Rates, Males Compared to Massachusetts Totals, 2014

NOTE: RATES WERE NOT CALCULATED FOR FEMALE VICTIMS BY AGE GROUP DUE TO SMALL NUMBERS.
Black non-Hispanic residents had the highest homicide victimization rate among males (19.8 per 100,000 population). White non-Hispanic residents had the lowest homicide victimization rate for both men and women (1.1 per 100,000 population and 0.4 per 100,000 population, respectively). The homicide victimization rate among Black non-Hispanic men was 18 times higher than the rate for White non-Hispanic males. 


Figure 5.15
Homicide Victimization Rates, by Race/Ethnicity and Sex, Massachusetts, 2014

NOTE: *RATES WERE NOT CALCULATED FOR ASIAN NON-HISPANIC VICTIMS DUE TO SMALL NUMBERS.
Across the Commonwealth in 2014, firearms were the most commonly used weapon in homicides (59%). Sixty-two percent of male homicide and 42% of female homicides were due to firearms. Handguns were the most frequent type of firearm used (96%) among firearm deaths where type of firearm was known. “There are distinct communities where violence is happening. These communities need to be targeted for programs and interventions.”
Key Informant Interviewee

In 2014, 43% of homicides occurred in Suffolk County, which had the highest number of homicides as well as the highest rate (8.0 per 100,000 population). This rate was 3.6 times higher than the state rate of 2.2 per 100,000 population. The cities with the highest rate of homicide were Brockton (11.6 per 100,000 population), Springfield (9.1 per 100,000 population) and Boston (8.4 per 100,000 population). 
In 2014, 82% of homicide victims (n=120) had at least one circumstance known that was relevant to their homicide. The most frequently noted circumstance for males was precipitation by another crime (25%, n=30) which includes crimes such as robbery, burglary and drug trade. The most frequently noted circumstance for females was intimate partner violence-related (38%, n=10).
Youth Violence
In 2014, homicide was the third leading cause of death in the Commonwealth for young people 10 to 24 years of age[endnoteRef:64]. Young survivors of violence often suffer physical, mental, and/or emotional health problems that carry on into adulthood.   [64:  WISQARS (Web-based Injury Statistics Query and Reporting System), Vital Statistics System, National Center for Injury Prevention and Control, CDC.] 

Adverse Childhood Experiences (ACES) are associated with a variety of behavioral risk factors and chronic illnesses in adulthood.[endnoteRef:65] Furthermore, youth who live in areas with high risk of violence are at elevated risk for trauma, which can have devastating effects on a child’s physiology, emotions, ability to think, learn, and concentrate, impulse control, self-image, and relationships with others.[endnoteRef:66]  [65:  Connecting Safety to Chronic Disease. Prevention Institute. Available at: https://www.preventioninstitute.org/focus-areas/preventing-violence-and-reducing-injury/connecting-safety-to-chronic-disease. Accessed June 20, 2017.]  [66:  http://www.mass.gov/eohhs/docs/dph/research-epi/death-data/death-report-2014.pdf.] 

A prominent theme among focus group participants[endnoteRef:67] was concern for the effects of childhood trauma. One participant stated, “We need to do more to recognize adverse childhood experiences as a health priority.” Another reflected the concerns of many by pointing out: “Childhood trauma is not as in your face as the opioid epidemic, but it’s still so harmful because the consequences are long-lasting and affect adult health.”   [67:  MDPH, summary of focus groups with stakeholders across the state, please see the list in the appendix ] 
“We are treating the symptoms and results of trauma, but we are not treating the causes of trauma.” 
Key Informant Interviewee


Trends/Disparities 
From 2004 to 2013, homicide rates were highest among youth and young adults 15-24 years of age. In 2014, 48 Massachusetts residents 15-24 years old were victims of homicide, making homicide the third leading cause of death among this age group. Homicide rates have decreased by 48% among youth and young adults 15-24 years old. Homicide rates among Black non-Hispanic residents ages 15 to 24 also declined from 2006 to 2013 (2006: 116.8 per 100,000 population; 2013: 38.1 per 100,000 population).
Despite these declines, homicide disparities by age and race/ethnicity persist. Youth and young adults ages 15-24 and Black non-Hispanic youth and young adults continue to experience the highest homicide and firearm-related deaths relative to other age and racial/ethnic groups. 
Among youth and young adults ages 15-24, the homicide rate among Black non-Hispanic males (57.7 per 100,000 population) was 30 times higher than that for White non-Hispanic males (1.9 per 100,000 population). Among this same age group, the homicide rate among Hispanic males was almost 13 times higher than the homicide rate for White non-Hispanic males (25.1 per 100,000 population versus 1.9 per 100,000 population, respectively). 
With the exception of incidents involving dating violence, males are far more likely than females to be killed in incidents of peer-to-peer youth violence.  Across all racial/ethnic groups among the MA population 15 to 24 years of age, females were less likely to die in a homicide than their male counterparts.
Figure 5.16
Homicide Rates, by Race/Ethnicity and Sex, Ages 15-24, Massachusetts, 2010-2014

NOTE: * RATES WERE NOT CALCULATED FOR FEMALES BY AGE GROUP DUE TO SMALL NUMBERS.“We’re seeing emerging issues or increasing challenges related to cyber-bullying.” 
Key Informant Interviewee


From Federal Fiscal Year 2004 to 2013, young adults, ages 15-24 were the only age group that experienced a significant decrease in rates of assault-related hospital stays. However, during this same time period, young adults ages 15-24 had the highest hospital stay rates for assault-related injuries of any age group. Among youth and young adults ages 15-24, Black non-Hispanic males were 31 times more likely to be treated for a non-fatal firearm related assault than White non-Hispanic males in Fiscal Year 2014 (224.0 per 100,000 population versus 7.3 per 100,000 population). 
In Fiscal Year 2014, Black non-Hispanic males ages 15 to 24 (1,799 per 100,000 population) were 2.6 times more likely to be treated for a non-fatal assault-related injury than White non-Hispanic males of the same age group (680 per 100,000 population). Hispanic males 15-24 (1,366 per 100,000 population) were twice as likely as White non-Hispanic males of the same age group (680 per 100,000 population) to be treated for non-fatal assault-related injury. 
In 2015, gay, lesbian, and bisexual high school students were three times more likely than heterosexual or cis-gender students to miss at least one day of school because they felt unsafe at or on the way to/from school (13% versus 4%) and also more than 2 times more likely to have been bullied on school property in the past year (34% versus 14%).
Figure 5.17“People with disabilities are more vulnerable to sexual/intimate partner violence and other types of violence.” 
Key Informant Interviewee


Bullying Victimization in the Past 30 Days and the Effect of Fear for Personal Safety on School Attendance in the Past 30 Days among Massachusetts High School Youth by Sexual Orientation, 2015

Sexual Violence/Child Sexual Abuse
Sexual violence leads to many long-lasting physical and mental health effects. Sexual victimization has been associated with subsequent negative health outcomes such as acute and chronic gynecologic injuries and symptoms; sexually transmitted infections, including HIV; rape-induced pregnancy; cervical cancer; pre-term or lower birth-weight infants; and high-risk health behaviors, such as substance use and high-risk sex practices.[endnoteRef:68] [68:  Stockman, J., Hayashi, H., Campbell, J.; Intimate Partner Violence and Its health Impact on Disproportionality Affected populations, Including Minorities and Impoverished Groups. JWomen’sHealth. 2015 Jan1; 24(1) 62-79.  ] 


Trends/Disparities
In Massachusetts, between 2011 and 2015, the prevalence of adults reporting sexual violence at some point in their lives showed no statistically significant changes, ranging from 10.7% to 12.8% overall and between 4.6% and 5.5% for men and between 15.7% and 20.1% for women.[endnoteRef:69] [69:  Previously unpublished results from combined 2011-2015 Massachusetts Behavioral Risk Factor Surveillance System data, Health Survey Program, Massachusetts Department of Public Health, obtained through analysis conducted by staff of the Office of Statistics and Evaluation, Massachusetts Department of Public Health, June, 2017.] 

The number of suspected cases of  child sexual abuse reported to the Massachusetts Department of Children and Families (DCF) has followed a similar pattern with no statistically significant change over the past five years of available data.[endnoteRef:70],[endnoteRef:71],[endnoteRef:72],[endnoteRef:73],[endnoteRef:74] The same pattern holds true for unwanted contact among Massachusetts high school students. The Youth Health Survey shows that between 2011-2015 the number of high school students reporting having experienced sexual contact against their will has remained fairly consistent. In 2011, 9% of high school students reported experiencing sexual violence, compared to 6% in 2013 and 7% in 2015.[endnoteRef:75] [70:  US Department of Health and Human Services’ Administration for Children and Families Children Bureau, Child Maltreatment, 2011. Available at:  http://www.acf.hhs.gov/cb/resource/child-maltreatment-2011. Accessed June 22, 2017.]  [71:  US Department of Health and Human Services’ Administration for Children and Families Children Bureau, Child Maltreatment, 2012. Available at:  http://www.acf.hhs.gov/cb/resource/child-maltreatment-2012. Accessed June 22, 2017.]  [72:  US Department of Health and Human Services’ Administration for Children and Families Children Bureau, Child Maltreatment, 2013. Available at: http://www.acf.hhs.gov/cb/resource/child-maltreatment-2013. Accessed June 22, 2017.]  [73:  US Department of Health and Human Services’ Administration for Children and Families Children Bureau, Child Maltreatment, 2014. Available at:  http://www.acf.hhs.gov/cb/resource/child-maltreatment-2014. Accessed June 22, 2017.]  [74:  US Department of Health and Human Services’ Administration for Children and Families Children Bureau, Child Maltreatment, 2015, US Department of Health and Human Services’ Administration for Children and Families. Children Bureau.  Available at: http://www.acf.hhs.gov/cb/resource/child-maltreatment-2015. Accessed June 22, 2017.  ]  [75:  MDPH, BCHAP, Office of Statistics and Evaluation, Previously unpublished statistics from combined 2009, 2011, 2013, and 2015 Massachusetts High School Youth Health Survey data, Health Survey Program. Obtained through analysis conducted by staff June 2017.] 

Massachusetts adults with disabilities reported a statistically significantly higher prevalence of lifetime sexual violence victimization (20%) than adults without a disability (9%). 
Both males and females with disabilities are at a heightened risk for lifetime experiences of sexual violence and for experiencing such victimization within the past year. The prevalence of lifetime reported sexual violence victimization was 3.5 times higher among men with disabilities compared to those without disabilities (13.9% versus 3.7%).  Similarly, the reported prevalence among women with disabilities was more than twice as high as that of women without disabilities (26.6% versus 12.4%).[endnoteRef:76] [76:  Mitra, M., Mouradian, V.E., Diamond, M, Am J Prev Med Nov; 41(5):494-7, 2011] 



Figure 5.18
Lifetime and Past Year Sexual Violence Victimization Experiences among Massachusetts Adults, Ages 18 and Older, by Disability Status, 2012-2015 

From July 1, 2013 through June 30, 2016, the Massachusetts Disabled Persons Protection Commission (DPPC) received 2,213 reports of sexual abuse, of which 749 fell within DPPC’s jurisdiction and were investigated. Notably, statistics such as these do not represent the true scope of the problem, as research demonstrates that the majority of victims of sexual violence do not report their experiences to authorities.[endnoteRef:77] [77:  MA Disabled Persons Protection Commission, Data collection system, FY2014 to FY2016.] 

Youth who have disabilities are also at increased risk of sexual violence. In Massachusetts, youth with disabilities reported experiencing sexual violence at more than three times the rate of youth without disabilities (15% versus 4%, respectively), a difference that was statistically significant.[endnoteRef:78] [78:  Previously unpublished statistics from combined 2009, 2011, 2013, & 2015 Massachusetts High School Youth Health Survey data, Health Survey Program, Massachusetts Department of Public Health. Obtained through analysis conducted by staff of the Office of Statistics and Evaluation, Massachusetts Department of Public Health, June, 2017.] 

In Massachusetts, adult women and teenage girls face higher risk of experiencing sexual violence than adult and teenage men. The percentages of adult women experiencing some form of sexual violence were almost three times higher than the percentage of adult men (17% of females versus 6% of males). Massachusetts high school females reported experiencing any form of sexual violence at some point in their lives at almost three times the rate of high school males (11% versus 3%, respectively). 
In Massachusetts, White non-Hispanic high school youth (6%) were statistically significantly less likely to report ever having experienced sexual violence when compared to Black non-Hispanic high school youth (10%), Hispanic high school youth (11%), and high school youth of other non-Hispanic races (8%).
For Massachusetts high school students who reported sexual violence during the 2011 to 2015 period, the most commonly reported perpetrator was a dating partner. For high school students overall, and for female high school students, this category of perpetrator was statistically significantly more commonly reported than any other category. 
Figure 5.19
Lifetime and Past Year Sexual Violence Victimization Experiences among Massachusetts Adults, 
Ages 18 and Older, by Gender, 2012-2015

A statistically significantly higher percentage of Massachusetts adults who identify as gay, lesbian, bisexual, or other sexual orientation reported experiencing sexual violence in their lifetimes, compared to adults who identified as heterosexual (29% versus 11%). The percentage of gay, lesbian, or bisexual high school youth who reported ever having experienced sexual violence was five times higher than that among youth who identified as heterosexual (30% versus 6%). The high rates of sexual violence against LGBTQ youth and adults illuminate the importance of making an effort to include LGBTQ experiences in discussions and resources relating to sexual violence.
Similarly, survivors in rural regions of the Commonwealth reported rapes to area rape crisis centers at a rate twice as high as the state rate (67 versus 33 per 100,000 population, respectively). The rural towns of Athol, Florida, Montague, Monroe, Plainfield, Warwick and Wendell had more than 3 times as many registered sex offenders as the state average; an additional 14 rural towns have twice as many registered sex offenders as the state average. One focus group participant stated, “In rural areas, there is more isolation and less anonymity and as a result, sexual violence is often left untreated.” 
Domestic and Dating Violence
Domestic violence (DV), also known as Intimate Partner Violence (IPV), can have a desctructive effect, not only on victims but also on family members, bystanders, and perpetrators. Survivors of domestic violence experience a wide range of negative health outcomes beyond the injuries caused by the violence itself. 
Domestic violence is costly not only to survivors, but also the health care system, employers, and society as a whole. Other direct costs to society include mental health treatment and increased volume for the criminal justice and the correctional systems.
Domestic violence disproportionately affects women, gay, lesbian, bisexual, and  transgender individuals, and people with disabilities. 
Women who experience domestic violence exhibit a wide range of negative health outcomes beyond the injuries caused by the violence itself. They are twice as likely to experience depression and almost twice as likely as their non-victimized peers to have an alcohol use disorder. They are 1.5 times as likely to contract sexually transmitted infections, including HIV, syphilis, chlamydia, and gonorrhea. They are also 16% more likely to have low-birth weight pregnancies. 
Additional health outcomes that have been linked to domestic violence include, but are not limited to, chronic pain, migraines and/or headaches, immune system compromised by stress, stroke, TBI, cardiovascular and respiratory conditions, hypertension, heart disease, asthma, heart attack, cervical cancer, and physical and emotional scars.[endnoteRef:79] Women who experience domestic violence are more likely than their peers to be murdered. [79:  Conditions and Injuries Related to Domestic Violence: National Prevention Tool Kit on Domestic Violence for Medical Professionals, Verizon Wireless, Florida State University, 2014. Retrieved from http://dvmedtraining.csw.fsu.edu/wp-content/uploads/2014/01/Conditions-and-Injuries-2014.pdf. ] 

Trends/Disparities 
Nearly one in three women and one in five men in Massachusetts has experienced physical violence, rape, and/or stalking by an intimate partner during her/his lifetime.[endnoteRef:80] The Youth Risk Behavior Survey indicates that in 2015 6.7% of Massachusetts high school students reported being a victim of physical dating violence in the past year.[endnoteRef:81]  [80: 275 National Center for Disease Control. National Intimate Partner and Sexual Violence Survey (NISVIS). Available at: https://www.cdc.gov/violenceprevention/pdf/NISVS-StateReportBook.pdf.  Accessed June 25, 2017.]  [81: 276 MDPH, YRBS.] 

Between 2003 and 2012, Jane Doe Inc., the federally recognized Massachusetts coalition of domestic violence and sexual assault service providers, identified at least 266 homicides associated with domestic violence in Massachusetts. In addition, 72 perpetrators of domestic violence died by suicide, and six more were killed by police. During the 10-year period reviewed, domestic violence was the cause of 14% of all homicide deaths in the state.[endnoteRef:82] In Fiscal Year 2015, there were 28,158 domestic abuse or “209A” protective order filings in Massachusetts District Courts and the Boston Municipal Court system. These 209A filings comprised 10.4% of all civil filings in these courts in Fiscal Year 2015.[endnoteRef:83] In Fiscal Year 2016, the percent of civil restraining orders in predominantly rural Berkshire and Franklin counties were 62% and 30% higher, respectively, than the Massachusetts state restraining order rate.[endnoteRef:84] [82: 277Jane Doe Inc., Available at: www.janedoe.org/Learn_More. Accessed June 23, 2017.]  [83: 278 Massachusetts Court System, Available at: http://www.mass.gov/courts/docs/courts-and-judges/courts/district-court/dc-civilstats2015.pdf. Accessed 9/20/2016.  http://www.mass.gov/courts/docs/courts-and-judges/courts/boston-muncipal-court/2015caseloadstats.pdf.  Accessed 11/30/2016. (Total counts and percentages across courts were calculated by staff of the Office of Statistics and Evaluation, Massachusetts Department of Public Health on 9/21/2016 and 11/30/2016.)]  [84:  MA District Court Available at http://www.mass.gov/courts/docs/courts-and-judges/courts/district-court/2016-district-court-civil.pdf. Civil Filings.  Accessed June 26, 2017. MDPH, Previously unpublished statistics from combined 2009, 2011, 2013, and 2015 Massachusetts High School Youth Health Survey data, Health Survey Program, Massachusetts Department of Public Health. Obtained through analysis conducted by staff of the Office of Statistics and Evaluation, June 2017.
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One key informant interviewee explained, “In rural areas of the state people are less likely to report domestic violence because they will likely know someone who’s going to get involved in their situations.” One focus goup participant reported a similar point of view, stating, “There’s a lack of domestic violence resources in Western Mass; the need is much higher than we can handle.”
Race/ethnicity is also related both to prevalence and outcomes of domestic violence. Nationally, a higher prevalence of American Indian or Alaskan Native (51.7%), multi-racial (51.3%), and Black non-Hispanic women (41.2%) report intimate partner violence compared to Hispanic (29.7%) and White non-Hispanic (30.5%) women.[endnoteRef:85] Black non-Hispanic women in Massachusetts are four times more likely to be murdered by a current or former intimate partner than other women.[endnoteRef:86] The risk of being a victim in a homicide perpetrated by an intimate partner is four times higher for Black women, three times higher for Hispanic women, and twice as high for foreign born women when compared to White, non-foreign born women in the Commonwealth. [85:  Breiding, M., Smith, S., Basile, K., Walters, M., Chen, J., Merrick, M. (2011). Prevalence and Characteristics of Sexual Violence, Stalking, and Intimate Partner Violence Victimization – National Intimate Partner and Sexual Violence Survey, United States, 2011. Centers for Disease Control and Prevention.  Atlanta: GA. Retrieved from http://www.cdc.gov/mmwr/preview/mmwrhtml/ss6308a1.htm?s_cid=ss6308a1_e]  [86:  Chen, I (2011). Chronological and comparative trends in intimate partner homicide: Massachusetts 1993-2009. Yale University: New Haven CT  ] 

Nationally, Black women have the highest rate of domestic violence, at 4.7 per 100,000 vs 3.9 for white women and 2.8 for Hispanic women for the years 2002-2013.[endnoteRef:87] In Massachusetts between 1997-2007, Black women had four times the rate of domestic violence related homicide compared to non-Black women. Hispanic women were three times more likely to be killed by an intimate partner than their non-Hispanic counterparts, and immigrants were twice as likely to be killed by an intimate partner than non-immigrants.[endnoteRef:88]  [87:  Truman, J. & Morgan, R. (2014).  Nonfatal domestic violence 2002-2013. National Crime Victimization Survey. US Dept of Justice, Bureau of Justice Statistics. Available at: http://www.bjs.gov/content/pub/pdf/ndv0312.pdf. Accessed on 4/11/16.]  [88:  Chen, I (2011). Chronological and comparative trends in intimate partner homicide: Massachusetts 2003-2009. Yale University: New Haven CT.] 

Massachusetts high school girls have been found to be more likely than high school boys to report experiencing dating violence in their lifetimes (14% of girls versus 6% of boys) and in the 12 months leading up to the survey (8% of girls versus 5% of boys). 
High school students in the Commonwealth who identify as gay, lesbian, or bi-sexual are almost four times as likely as high school students who identify as heterosexual to report experiencing dating violence in their lifetimes (30% versus 8%). High school students who have a disability are about three times more likely than other high school students to report dating violence in their lifetimes (18% versus 6%).
Figure 5.20
Percentage of Massachusetts High School Youth who Reported Experiencing Physical and/or Sexual Dating Violence in their Lifetime, by Gender, Sexual Orientation, and Disability Status, 2009-2015



Selected Resources, Services, and Programs
Following are selected resources, services and programs that support the health topics discussed in this chapter.
Childhood Unintentional Injury
· The Massachusetts Home Visiting Initiative to support interventions at the individual, family, community, and state levels to reduce injury among children.
· Implementation of “Return to Play” sports concussion legislation by developing regulations, providing model policies, concussion history and medical clearance forms, and technical assistance to middle and high schools, and conducting numerous trainings.
· The Centers for Disease Control and Prevention (CDC) developed HEADS UP[endnoteRef:89] Concussion in Youth Sports Initiative, which is used in many school settings across the Commonwealth. [89:  Heads-Up, Centers for Disease Control and Prevention. Available at: www.cdc.gov/headsup/basics/concussion_whatis.html.] 

Older Adult Falls
· The Falls Prevention Coalition, a broad-based and active statewide coalition that is charged with recommending best ways to reduce older adult falls and associated health care costs to key state policy makers.
· The Massachusetts Prevention and Wellness Trust Fund (PWTF) that implements evidence-based interventions to reduce preventable health conditions, including older adult falls.
· The Elder Services of Merrimack Valley through their Healthy Living Center of Excellence utilized their competitively awarded Administration for Community Living (ACL) grants to expand and develop evidence-based falls-related programming in community settings.
Motor Vehicle Injuries
· The Traffic Safety Coalition of Massachusetts (TSCM) is a coalition of transportation safety advocates from across the state; MDPH’s Injury Prevention and Control Program (IPCP) works with TSCM to support prevention infrastructure.
· The Massachusetts Strategic Highway Safety Plan (SHSP), MDPH’s IPCP participates in the planning and implementation of the SHSP through disseminating relevant state data, research findings and evidence-based strategies; and developing a model Safe Driving Policy.
· The Massachusetts Junior Operator's Graduated Driver’s License law that had significant changes made to it in 2007 imposes mandatory suspensions for violations related to night-time driving, operating under the influence, and operating to endanger.
· The Massachusetts Executive Office of Public Safety’s Highway Safety Division’s 2017 Impaired Driving Summit that brought together leaders, stakeholders, and experts to elevate the priority of impaired driving, identify needs to address impaired driving and create opportunities for participants to collaborate to address these needs.
· The MDPH Injury Prevention and Control Program is conducting a project to require the adoption of safe transportation policies among youth-oriented programs in an effort to reduce motor vehicle injuries and tramautic brain injury (TBI) among Massachusetts youth 15-24 years of age.

Occupational Injuries 
· MDPH is working with hospitals, hospital worker organizations, and researchers to reduce risks associated with patient handling to protect both workers and patients; a MDPH-initiated Hospital Ergonomics Task Force developed a blue print for action and an ongoing stakeholder group is working to implement Task Force recommendations.
· MDPH is chairing the Massachusetts Youth Employment and Safety (YES) Team that coordinates efforts of multiple agencies to protect youth at work.
· MDPH develops multi-lingual materials that are broadly disseminated through worker centers and community organizations to educate low wage immigrant and minority workers about workplace safety.
· MDPH works with federal and other state partners to promote a federal campaign to prevent falls in construction and the safety stand-down for fall prevention, including a series of brochures on preventing falls in residential construction.
Suicide
· The MDPH’s Suicide Prevention Program provides funds for the MassMen campaign and a statewide suicide prevention crisis hotline, and funding for 20 community partners to support “postvention” services to schools after a suicide.
Youth Violence
· MDPH’s Child and Youth Violence Prevention Unit created three violence prevention grants programs that fund more than 25 community-based organizations to implement intervention programs to prevent violence by addressing its root causes.
· MDPH’s Youth at Risk grants focus on the most underserved youth to address shared risk and protective factors that influence gang violence, sexual violence, violence against LGBTQ youth, teen dating violence, bullying, and suicide.
Homicide and Assault
· MDPH tracks gun shots and knife wounds through the Weapon Related Injury Surveillance System (WRISS).
· The Massachusetts Violent Death Reporting System tracks homicides and suicides and provides this information to prevention practitioners to help target their efforts.
· The Safe and Successful Youth Initiative works with “proven risk” youth who are often agency-involved to provide supports and services and reduce the risk of homicide or assault.
· See resources, services, and programs listed in the sections for “Youth Violence”, “Sexual Violence/Child Sexual Abuse”, and “Domestic and Dating Violence” that also support issues described in the “Homicide and Assault” section.


Sexual Violence/Child Sexual Abuse
· Youth Violence Prevention Services provide trainings on positive youth development, trauma-informed care, suicide prevention and risk identification; and trainings for community-based organizations to help staff of youth-serving organizations recognize and respond to adolescents’ experiences of sexual violence.
· A total of 16 comprehensive rape crisis centers are funded by MDPH to deliver sexual assault survivor services, including 24/7 hotline response; 24/7 accompaniment to all hospital emergency departments; individual and group support sessions; legal advocacy and accompaniment to courts and police stations; outreach; and professional and community education.
· The Oversight Unit at the Massachusetts Disabled Persons Protection Commission (DPPC) coordinates with protective service agencies to meet the identified needs of the individual victims of sexual violence.
· Massachusetts Disabled Persons Protection Commission program builds and enhances relationships to improve access to trauma-informed services for sexual assault survivors who have intellectual and developmental disabilities.
· The Massachusetts Child Sexual Abuse Prevention Advisory Group supports youth-serving agencies across the state by conducting an assessment of what policies and procedures these agencies need in order to improve the prevention of child sexual abuse.
Domestic and Dating Violence
· MDPH supports residential and community-based programs across the Commonwealth to provide services to survivors of domestic violence and prioritizes services for populations at highest risk.  High risk populations were determined to be rural populations, LGBT, immigrants, Black non-Hispanic women, and people with disabilities.
· MDPH certifies and funds 15 Intimate Partner Abuse Education Programs in Massachusetts to address abusive behavior by intimiate partners.  The majority of client are men who are referred to this service by the courts. However, referrals also come from other service agencies, service professionals, and self-referrals, and some women and transgender clients are served each year.
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White non-Hispanic	Black non-Hispanic	Hispanic	1.49	5.1100000000000003	3.93	
Rate per 100,000 Population
Middle School	
Male	Female	White non-Hispanic	Black non-Hispanic	Hispanic	23.406500000000001	14.8043	0	19.012599999999999	20.178100000000001	20.7943	High School	
Male	Female	White non-Hispanic	Black non-Hispanic	Hispanic	17.5275	10.199299999999999	0	15.139799999999999	12.797499999999999	9.5358999999999998	
Percent of Youth



Ages 65-74	
2006	2007	2008	2009	2010	2011	2012	2013	2014	13.590550684259957	14.695714392404485	14.839960303106189	9.7453150505316728	11.98849975914014	14.320914853737127	11.576140593208534	11.512971590814134	10.294530054703003	Ages 75-84	
2006	2007	2008	2009	2010	2011	2012	2013	2014	37.171957475280649	41.33776894155627	43.096392264030548	48.449288630789688	48.469900851025947	56.384164104767144	55.451536384080612	59.323376443900642	59.555298258922477	Ages 85+	
2006	2007	2008	2009	2010	2011	2012	2013	2014	124.75823478170999	125.73763698972667	144.46423079948795	153.44515912052802	161.04177368077632	188.43505026052318	195.96143579436611	200.13557571257951	191.93984565661896	
Rate per 100,000 Population



Ages 15-24	
2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	12.053371418954724	10.083016838638121	10.121624520735578	11.084161385389772	7.7557791326453671	7.4705952036644341	6.142284972370307	7.2990384310240879	5.7	6.1	Ages 25-64	
2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	4.820779580678777	4.443695492592302	4.2632806232455378	3.6752893357172942	2.5996731839425902	3.2879622882063346	3.0087788856832738	3.2	2.5007523096531541	2.7910614185500573	Ages 65+	
2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	7.0513076650064752	7.2939889296071243	7.9884214879139881	4.8826819409358242	5.4721184166425365	4.3737369432737534	6.5082119294421572	6.1827959905110355	5.9503117650190562	6.469142191745374	
Rate per 100,000 Population



Rate per 100,000	
Black non-Hispanic	Hispanic	White non-Hispanic	Asian and Pacific Islander non-Hispanic	3509.6790000000001	2254.1390000000001	1442.79	643.21420000000001	
Rate per 100,000 Population
Number (in thousands)	0.1
0.3
2.2
0.8
1.0
0.1
2.6
0.1
3.5
3.6
1.7
2.1
0.7
8.5
1.8

Finance 	&	 Insurance	Information	Professional 	&	 Business Srvcs	Other Services	Educational Services	Utilities	Leisure 	&	 Hospitality	Agric., Forestry, Fishing 	&	 Hunting	Manufacturing	Retail Trade	Wholesale Trade	Construction	Real Estate and Rental/Leasing	Health Care and Social Assistance	Transportation 	&	 Warehousing	-0.12	-0.34	-2.2400000000000002	-0.75	-1	-0.14000000000000001	-2.5499999999999998	-0.06	-3.48	-3.55	-1.74	-2.13	-0.67	-8.4499999999999993	-1.77	Rate (cases per 100 FTE workers)	
Finance 	&	 Insurance	Information	Professional 	&	 Business Srvcs	Other Services	Educational Services	Utilities	Leisure 	&	 Hospitality	Agric., Forestry, Fishing 	&	 Hunting	Manufacturing	Retail Trade	Wholesale Trade	Construction	Real Estate and Rental/Leasing	Health Care and Social Assistance	Transportation 	&	 Warehousing	7.5999999999999998E-2	0.42899999999999999	0.47099999999999997	0.91	0.97799999999999998	1.1910000000000001	1.2430000000000001	1.3169999999999999	1.4350000000000001	1.4530000000000001	1.4930000000000001	1.724	1.7689999999999999	1.927	2.7349999999999999	


Hispanic	
7.5	5.2000000000000028	3.5999999999999943	1.2999999999999998	1	7.5	5.2999999999999972	3.6000000000000014	1.1999999999999997	1	All Cause	Injury	Fracture	Burn	Amputation	134.1	69	33.200000000000003	3.8	2.5	White non-Hispanic	
0.80000000000001137	1	0.69999999999999929	0.19999999999999996	0.10000000000000003	1.7999999999999972	1.1000000000000014	0.80000000000000071	0.19999999999999996	9.9999999999999978E-2	All Cause	Injury	Fracture	Burn	Amputation	81.099999999999994	31.1	14.4	1	0.3	
Rate per 100,000 FTE Workers 



Number	22
16
6
27
44
24
49
59
25
51
117
38

Educational and health services	Financial activities	Information	Manufacturing	Professional and business services	Leisure and hospitality	Wholesale and retail trade	Government	Other services	Transportation and utilities	Construction	Agriculture, forestry, fishing, and hunting	-22	-16	-6	-27	-44	-24	-49	-59	-25	-51	-117	-38	Rate (per 100,000 FTE workers)	
Educational and health services	Financial activities	Information	Manufacturing	Professional and business services	Leisure and hospitality	Wholesale and retail trade	Government	Other services	Transportation and utilities	Construction	Agriculture, forestry, fishing, and hunting	0.40619238292417742	0.85323714368138026	1.1007157876887037	1.136595222217522	1.2255663147759148	1.3348247600051195	1.745179436642921	1.8253095366700938	2.4636159472683579	7.6964048790691422	8.1051753799866972	38.598344002015693	



Hispanic
(N=45)	White non-Hispanic
(N=377)	Hispanic
(N=8)	White non-Hispanic
(N=52)	Rates of All Work-Related Fatalities	Rates of Fatal Falls in Construction	2.6687858803435023	1.9166882294092473	7.4195950655519303	4.1687862411586316	
Rate per 100,000 FTE Workers 


Male	*

0-14	15-24	25-34	35-44	45-54	55-64	65-74	75-84	85+	0	10.45436773029404	17.8	13.7	24.509243931365809	19.981992698344786	15.369541411308139	16.168148746968473	29.5	Female	*
*
*

0-14	15-24	25-34	35-44	45-54	55-64	65-74	75-84	85+	0	4.0039111890351835	4.4811376114682977	3.727058209661001	7.2973122224062994	6.0719877519332774	4.2952346024099572	0	0	Age Group (Years)

Rate per 100,000 Population



Total	
White non-Hispanic	Black non-Hispanic	Hispanic	Asian non-Hispanic	9.758452451516078	3.8941336711376322	4.3174317088612408	4.5005388102885755	Male	
White non-Hispanic	Black non-Hispanic	Hispanic	Asian non-Hispanic	15.303336690306946	6.5435449949422226	7.4	5.9826656078190412	Female	
White non-Hispanic	Black non-Hispanic	Hispanic	Asian non-Hispanic	4.6192977694785844	1.5052555672658587	1.4787591803154803	3.1263248160513673	
Rate per 100,000 Population



Ages 0-14	
2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	0.82116436179516383	0.41837468130308647	0.5940247895030728	1.6261206324753408	0.2	0.51684082766890138	1.2973735968904549	0.6	0.3	0.87410677214221721	Ages 15-24	
2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	9.0968840897771486	9.0747151547743083	7.7012360483857663	7.9327821679750317	6.7863067410646964	7.1504268377931002	9.0016245284737266	8.3000000000000007	4.778434606060542	4.7	Ages 25-64	
2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	2.3093554877503122	2.3372684084414055	2.8517890655493798	2.469335022435057	2.8567837186182308	2.69272773603105	2.811942883816144	2.8706216400836886	2.2784632154617626	2.4318158894297532	Ages 65+	
2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	0.58760897208387297	1.1764498273559878	0.82233750610879297	0.58127165963521721	0.11400246701338618	1.3457652133150011	0.66185206062123636	1.193171156063533	1.0439143447401853	1.2129641609522577	
Rate per 100,000 Population



Ages 0-14	
2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	7.7189450008745402	7.279719454673705	6.2796906318896273	7.0179943085777872	9.372208221232265	9.044714484205775	8.3888699586783293	7.8134020681207117	6.8848135827785546	7.7729325527795217	Ages 15-24	
2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	83.691333625949767	99.821866702517397	95.275291684315334	89.651305323005502	90.160932417002385	81.322764931318545	83.397009984357766	72.469577545612594	60.16096494381452	57.199981881405371	Ages 25-64	
2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	34.265062049495263	37.25201870738092	39.464151715178289	38.446972035355138	41.423363919964345	44.841002930538117	43.975534531900962	40.462007622897431	38.447519136378844	38.692966484665398	Ages 65+	
2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	6.816264076172927	7.6469238778139204	7.4010375549791361	8.2540575668200837	9.4622047621110514	8.7474738865475068	9.0469980515855415	7.8142297123061102	8.0403815108816641	7.1819314742583398	
Rate per 100,000 Population



Male	
Total	15-24	25-34	35-44	45-54	55-64	65-74	3.6993736134992279	8.6138073028278495	8.2262121756599367	3.1738126278680281	3.327966986567493	0.70638263805660007	1.3795355103936504	Total	
Total	15-24	25-34	35-44	45-54	55-64	65-74	2.1792603205024808	4.8493128734498017	4.6216581649652513	2.1486585208634743	2.1284984659607482	0.45182526109852272	0.98402242783917526	Age Group (Years)

Rate per 100,000 Population



Male	*

Total	White non-Hispanic	Black non-Hispanic	Hispanic	Asian non-Hispanic	3.7	1.1000000000000001	19.8	9.4	0	Female	*

Total	White non-Hispanic	Black non-Hispanic	Hispanic	Asian non-Hispanic	0.7	0.4	2.4	1.6	0	
Rate per 100,000 Population



Male	
Total	White non-Hispanic	Black non-Hispanic	Hispanic	10.761194795280881	1.8580832013694675	57.715514979799572	25.110230924445109	Female	*
*
*

Total	White non-Hispanic	Black non-Hispanic	Hispanic	1.6117887928931991	0	0	0	
Rate per 100,000 Population



Did not go to school because felt unsafe	
6.6	1	4.5999999999999996	0.89999999999999991	Gay, lesbian, or bi-sexual	Heterosexual	13.4	3.8	Electronically bullied	
7.4000000000000021	1.7000000000000011	6.3000000000000007	1.3999999999999986	Gay, lesbian, or bi-sexual	Heterosexual	26.8	11.7	Bullied on school property	
7.9000000000000057	1.6999999999999993	7.0999999999999979	1.5	Gay, lesbian, or bi-sexual	Heterosexual	34.299999999999997	13.8	
Percent of Youth



With a disability	
2.9672970000000021	2.1125179999999997	2.9672369999999972	2.1124259999999997	Any Lifetime Sexual Violence Victimization	Any Past Year Sexual Violence Victimization	20.259799999999998	4.6860999999999997	Without a disability	
1.1992829999999994	0.8727100000000001	1.1993689999999999	0.87262199999999979	Any Lifetime Sexual Violence Victimization	Any Past Year Sexual Violence Victimization	8.8850999999999996	2.9897	
Percent Adults



Female	
1.7423350000000006	1.0863670000000005	1.7423180000000027	1.0863849999999999	Any Lifetime Sexual Violence Victimization	Any Past Year Sexual Violence Victimization	16.596800000000002	3.6332999999999998	Male	
1.4670520000000007	1.2502089999999995	1.4670939999999995	1.2501580000000001	Any Lifetime Sexual Violence Victimization	Any Past Year Sexual Violence Victimization	6.0274999999999999	3.0798000000000001	
Percent of Adults




1.1671510000000005	0.75338100000000008	3.6705349999999939	0.69734400000000107	1.7756340000000002	0.67861899999999942	1.1672320000000003	0.75330800000000053	3.6705110000000047	0.69731699999999908	1.7756329999999991	0.67860500000000101	Female	Male	Gay, lesbian, or bi-sexual	Heterosexual	Disability	No disability	13.833500000000001	6.2919	29.817300000000003	8.3956999999999997	18.302299999999999	6.4185000000000008	
Percent of High School Youth
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