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INTRODUCTION


The beginning is the end, and the end is the beginning.

—Early Kabbalah text



It was in 1979, while serving as chief resident in medicine at San Francisco General Hospital, that I was first tasked with reversing an epidemic.

Tuberculosis was back, and San Francisco was dealing with the worst outbreak in the country. Every week, dozens of new patients were stricken with this ancient but still present sickness—a disease that had killed hundreds of millions through history.

In the nineteenth century, people called TB “consumption” for the way it seemed to consume its victims from the inside, devouring them until they were pale emaciated husks, racked by hacking coughs. The English writer John Bunyan called it “the Master of Death.”

The process for treating this outbreak was slow and methodical. We would identify the sick, start them on medication, then trace their contacts so we could examine every person they regularly encountered who might have been exposed. TB is airborne and spreads quickly, so when one person staggered into SF General coughing up blood, we knew that others weren’t far behind.

While leading this effort, I was invited to Somalia, where TB was rampant in the refugee camps. I spent the next ten years in Somalia, Uganda, Malawi, Tanzania, Kenya, Zaire, Thailand, and more than a dozen other countries, treating not just TB but other infectious diseases that were devastating the cities, villages, and, especially, the camps of displaced people running from oppression and civil war. TB, cholera, and eventually HIV/AIDS were my main areas of focus in those years.

What I saw then still haunts me: the distended bellies of bone-thin, starving children suffering from pneumonia, diarrheal diseases, and malaria; refugee mothers and children wasting away in huts in the desert; the boats of Lake Victoria piled high with the coffins of Tanzanians lost to AIDS; ghost towns where so many people had died.

It was a textbook example of epidemic disease: How they begin, how they spread, and, most importantly, how they are controlled and eliminated. In 1990, I was brought to Geneva to form and run WHO’s intervention development unit, a cross-departmental team tasked with designing, testing, and implementing interventions to prevent and manage infectious outbreaks. In my time at WHO,1 in studying past epidemics, I learned two important lessons.

The first was that humanity’s approaches to ending epidemics had become “stuck,” with years, decades, centuries, and, in some cases, almost all of human history passing with no progress being made.

The second lesson was that this lack of progress was usually not due to a lack of will or even resources. It was because we had fundamentally misdiagnosed the problem.

When we misdiagnose an epidemic disease, millions of lives can be lost.

This is what has happened with violence and why I am writing this book.

[image: ]
In 1994, after fifteen years abroad, I was exhausted. Although I was only in my early forties, years of constant travel and emotionally draining work had left me depleted, lonely, and isolated. Somalia had been arduous, due not only to the sheer scale of the suffering but also to the strain of working in a dictatorship. Years in the epicenter of AIDS in Africa, where death was ubiquitous, had been equally draining.

I needed a break. I needed to go home.

I wasn’t sure where home was anymore, but my parents, who lived in Chicago, were getting older and I wanted to see them. I drafted a letter of resignation to WHO, put my stuff in storage, and booked a one-way ticket from Geneva to O’Hare with no clear plan for what I’d do next.

In Chicago, I rented the top floor of a Lithuanian couple’s home. I had left all my medical textbooks in Geneva, but I always kept one book around: The Tibetan Book of Living and Dying, which I read and reread constantly. On most mornings, I’d meditate and then go for a walk, sometimes watching the sun come up over the lake. I spent a lot of time alone. The only thing I took out of my years-old storage unit in Oak Park was my bike, which I rode through the city, along the lake, through the neighborhoods and run-down industrial zones, and past deserted baseball fields.

I had been away more than a decade, and the culture shock was profound. I had gotten used to jerry-rigged or nonexistent plumbing, but here in the States, clean water was taken for granted, piped hot and cold into multiple rooms in each home. I had grown accustomed to being without electricity and sweating through clothes in hot climates. Here, everyone left the lights on all day long and turned their thermostats up or down one or two degrees to optimize comfort. In the refugee camps, daily food rations were limited. Here, the endless array of fresh and packaged foods available in the grocery stores initially made me dizzy. In Somalia, the people celebrated when it rained, as it watered the crops needed to feed chronically underweight camels, goats, and children. Back in downtown Chicago, people complained when their shoes got wet.

I was so out of touch with American popular culture that when a friend referred to Michael Jordan, I had no idea who he was.

Still, I was gradually adjusting to a more stable, easier life. No more cross-country treks by Land Cruiser on deeply rutted roads chasing cholera to determine where to deploy urgently needed health workers, fluids for rehydration, and tents. I didn’t know what I wanted to do next, but I figured that whatever it was, I wouldn’t face a daily epidemic crisis. Even the AIDS epidemic was beginning to stabilize in the United States at the time.

However, within a few weeks, I noticed something disturbing. Chicago was experiencing one of the worst violent-crime waves in decades. Every time I picked up a copy of the Chicago Tribune, there were stories of children and young people losing their lives to violence: A thirteen-year-old killing his twelve-year-old brother. A sixteen-year-old robbing a neighborhood store, shooting the clerk in the face. Another kid so young that when he was arrested for a killing, he cried and asked for his mother.

The story of Yummy Sandifer hit me especially hard.

Robert Sandifer was an eleven-year-old boy nicknamed “Yummy” because of his love of candy. His body was found under a viaduct beneath railroad tracks at East 108th Street—he had been shot twice in the back of the head, execution-style.

The day before his murder, as part of a required gang initiation, Yummy had opened fire on a group of teenagers, killing a fourteen-year-old girl. The kids who killed Yummy were avenging the girl’s death. They were fourteen and sixteen.

A child killer killed by other children, his body left beneath a railroad overpass.

I had witnessed violence in Chicago before—or, more accurately, witnessed its effects. When I was in medical school living on the South Side and working shifts at the University of Chicago’s emergency department as part of my rotations, I’d regularly see people with gunshot wounds and stabbings rushed in on stretchers.

In those years in the ER, I’d sometimes wondered if maybe violence could be treated in some way that went beyond surgeries, sutures, and bandages. But then the next patient would fly into triage, and I was snapping on gloves with no time to think about anything beyond the procedure to be performed right then, the individual life to be saved. Emergency medicine was minute to minute, hour to hour, day to day. The priority was to stop the bleeding. Immediately.

In those days, I lived on the South Side, at Fifty-Third and Harper, in a basement apartment that smelled like wet paint. I’d ride my bicycle to the University of Chicago campus for classes, to study in the library, or to do clinical rotations on the wards. On the way home, I’d stop off at a newsstand on Fifty-Fifth Street for a paper.

One evening in the mid-1970s, a story in the paper caught my eye. It was just below the fold: “Man Stabbed on 54th and Harper”—a block from my apartment. As I pedaled home, I saw a man spraying down the sidewalk with a hose, washing away the blood.

At the time, I saw these events as senseless tragedies, with no clear reason behind them.

But twenty years later, when I read about Yummy, something changed for me. In my time overseas, I’d seen heavily armed men walk through the streets of Nairobi, had been waved through checkpoints by men with semiautomatic weapons in Rwanda, had stared down the barrels of big guns drawn on me at night in the desert in Somalia. I’d watched children in the refugee camps run in terror from truckloads of armed men coming to “recruit” them to be soldiers. But learning of Yummy being killed in that way, in my hometown, felt different.

It wasn’t just that he’d been so young or that the killing had been so brutal. It was also that his murder wasn’t random; it was part of an established ritual, one that demanded initiation by violence. Yummy had shot people because it was what he had to do to belong. And the rules that dictated he shoot people were the same rules that dictated he would be shot. In a way, no one involved had a choice.

And this was not an isolated case.

In the days after Yummy’s death, I found myself asking a lot of questions:

How had the violence gotten this bad?

Why were there so many senseless killings in Chicago and across the whole country?

And was anyone doing anything about it that was working?

The more questions I asked, the less sense it made.

But if you ask enough questions and dig deeply enough into the data, eventually, some insights will reveal themselves. That’s what happened for me. The more people I talked to, the more statistics I read, the more maps I pored over, plotting murders with red pushpins, the clearer it became: The patterns of violence I was seeing in Chicago were not all that different from the patterns I had observed with TB or other epidemics in Somalia, Uganda, Thailand, and San Francisco.

When I came back to the United States, I thought I had left infectious diseases behind. But what I found upon returning was yet another epidemic, one that was still spreading—in fact, spreading constantly all across the country.

I was witnessing a disease outbreak that seemed deeply misunderstood and that did not yet have a clear diagnosis or cure.

CURING VIOLENCE

I am a scientist by training, an internal medicine and infectious disease physician and then an epidemiologist.

I have spent a large portion of my career working to contain epidemic outbreaks in many areas of the world, from tuberculosis in San Francisco to cholera in Somalia to AIDS in Africa and Asia, and I have seen many diseases up close in city ERs, rural clinics, and makeshift field hospitals. I’ve had the opportunity to lead teams to stop the spread of disease in refugee camps, villages, and cities and even helped design some strategies for global containment at the World Health Organization.

And what I began to see that summer of Yummy’s killing in Chicago and what I can tell you now with certainty is this: Violence is a contagious disease. I don’t mean that metaphorically. I mean that violence infects a population via the same rules and processes as other infectious diseases: Exposure leads to infection, which progresses to disease, which leads to transmission and further exposure.

Violence is often thought of as a social disorder or a moral problem. Some people believe it is inherent in human nature, that it has always been with us and always will be.

I do not see it that way at all. It makes sense that in trying to better understand violence, we would focus on the morality of those engaging in it or the social context that might make someone more likely to do so. But these discussions obscure the scientific reality that violence is a disease state, one that infects our brains and bodies, impairs and alters their functions, and spreads on exposure from one person to another. Like other infections, those who come into contact with violence are at risk of contracting it. And in the absence of the right care, those who contract it are at risk of progressing to severe disease.

Current versions of the International Classification of Diseases include violence, and there are over a hundred studies showing that violence is contagious like TB, influenza, smallpox, polio, cholera, and COVID. It can spread just as rapidly and be just as devastating—if not more—for individuals, families, and communities. Like many diseases, it strikes every person and community differently and exacerbates existing inequalities. And all too often, it completely overwhelms attempts to contain it.

Through the organization I founded—originally called CeaseFire and now Cure Violence Global—we have spent the past twenty-five years trying to end violence using the same approaches public health workers use to contain and stop the spread of any contagious disease. And this basic epidemic-control approach has proven remarkably adaptable to all the forms violence takes in our world, from gang violence in Chicago to civil war in Syria; from domestic abuse in private households to nuclear war prevented via talks in hushed conference rooms; from bullying to hate speech to school shootings. It is even adaptable to the state violence we see on the world stage today and to the brutal wars being fought in Ukraine and the Middle East. Each syndrome of violence has its characteristic signs and symptoms, but it’s all the same disease.

This is good news. It means that we don’t need to solve all our social problems or fix human nature before we can stop violence. Violence is not something we can police, punish, or moralize our way out of. Instead, we need to diagnose, understand, and treat the disease, just as societies have done for countless other diseases throughout history.

Ending a disease that’s been with us for all of human history might seem too big a task to undertake. But it has been done many times before. Smallpox and plague devastated us for millennia; today smallpox is totally gone and plague is rare. In just the past fifty or so years, we have not only rid the earth of millennia-old contagions, we’ve immunized billions of children, reduced child deaths by 50 percent, dramatically turned the corner on AIDS, TB, and malaria, and almost eradicated polio. Some of the greatest killers of all time are either gone or on their way out. Of course, there is no vaccine for violence the way there is for polio and smallpox. But as we will see throughout this book, there are effective and proven strategies for containing and interrupting its spread, resulting in large reductions and long streaks of elimination.

We know how to end pandemics. That means we know how to create a world nearly free of violence—by using the time-tested and proven epidemic-control playbook that has rid the planet of so many other lethal and pernicious contagions.

That’s our goal.

And I have good reasons to believe it is one within our grasp.

Footnote

1 My assignments at WHO were field epidemiologist, deputy director for Central and East African country programs under Dr. Tarantola, coordinator for the joint AIDS-TB program, lead on sentinel surveillance methods, and chief of intervention, development, and support for the Global Programme on HIV/AIDS (1987–1994).







PART ONE

INFECTION







CHAPTER ONE

ASSESSMENT AND DIAGNOSIS


The knowledge about man is still in its infancy.

—Albert Einstein



At WHO, we were frequently asked to do quick assessments of an epidemic situation, often after having been in a country for just a few days or a week. Sometimes it was an entirely new disease; sometimes it was a new form or mutation of a disease; sometimes it was new to that country; and sometimes a situation we’d thought we understood had changed. Regardless, we needed to learn as much as we could as quickly as we could.

One of medicine’s flaws is its practitioners’ certainty in diagnosis with insufficient investigation. When time is of the essence, it’s easy to be swayed by what the previous doctor said or what the patient or family member in the waiting room reported as a diagnosis. But if physicians don’t keep asking questions, diseases can be misdiagnosed and incorrect treatments applied. One has to look only at the history of other diseases to see the counterproductive approaches doctors have taken when they tried to treat things they did not understand. This is true for an individual patient as well as for a disease.

In medicine and public health, we have to keep an open mind, ask broad questions, listen carefully, then narrow our inquiries in response to what we hear.

To help a patient, we need to know:


	How they feel

	What their symptoms are

	When and where those symptoms occur

	What treatments they have tried

	Whether any of those treatments have worked



In 1994, I felt I needed to adopt this diagnostic approach with my hometown as we had for other diseases in other cities and countries. I had to take a kind of medical history of the city of Chicago and the violence occurring there. I collected information, opinions, and data from as many sources as possible. I spoke with community leaders, parents, young people, formerly incarcerated people, local clergy, foundation representatives, police, government officials in health, justice, and schools, and researchers in many fields. I read every report on violence I could find. I studied statistics about all forms of violence and pored over maps, graphs, and charts.

I treated the city like a patient but also the way I treated any epidemic in any new place. I asked almost everyone I met what they thought was going on.


	How does the situation of violence in the city look to you?

	What do you hear and see in the news or other sources?

	What is being done?

	Is anything working?



Most people agreed that violence was a very serious and important problem. But no one could agree on how to solve it, and the majority thought there was nothing anyone could do about it.

A lot of them advocated harsher penalties and more punishment. One business leader I met told me, “We know what to do with them.”

“What?” I asked.

“Lock all of them up,” he replied.

I didn’t ask who them referred to. I didn’t have to.

His racism (as it seemed to me) aside, the science showed that as an approach to violence, punitive measures were counterproductive and only created more harm. I asked people more specific questions: Okay, so what should we do? What can be done to stop the shootings? A lot of them brought up many important social issues that needed solutions, but so many people just shrugged their shoulders or threw up their hands. The problem was hopeless, too big, too complex, too difficult to even bother trying to fix.

I’d seen this attitude before in other countries with other epidemics. In fact, this was common. When people become too overwhelmed by a problem, they give up.

One day, I ran into a police officer in a bookstore and asked him what he thought of the violence in his city.

“We do what we can,” he said. “But we know the violence is always going to be there.”

These responses enraged me. I think it was because, in my decade or so with WHO and other organizations abroad, I’d been part of many teams tasked with solving seemingly unsolvable problems on local, national, and even global levels, so I wasn’t used to being still while people were dying by the hundreds every year. Especially in my home city.

At WHO, if we had been fighting an epidemic that caused deaths on the scale Chicago was experiencing, we would have mobilized teams of epidemiologists, doctors, nurses, and educators, raced to the scene, and set up procedures to rid the area of disease as quickly as possible. But when it came to violence, even the leaders charged with protecting residents’ health and safety—including officials in the city’s health department at the time—told me: “It’s none of our business,” “It’s not our problem,” and “We don’t have any money.”

Essentially: We don’t know what to do.

I quickly learned that people who didn’t live in neighborhoods with high rates of violence—those who weren’t hearing gunshots every night, who weren’t losing children, parents, friends, and neighbors—responded to my questions mostly with the shrugs. That’s when it became even more obvious that if I wanted to understand violence in Chicago, I needed to talk to the people who were experiencing it and, of course, those who were committing it.

So I spent a lot of time that fall and winter driving across the city attending community meetings in the neighborhoods where violence was a daily reality.

The Westside Health Authority (WHA) was the first community organization I spent significant time with. Located in the Austin neighborhood, it had been founded by an impressive woman named Jackie Reed with the original goal of keeping area hospitals (which were severely underfunded and understaffed) from closing. Over time, however, Jackie and her colleagues had broadened their mission to include reducing illegal drug sales, increasing access to employment, and preventing violence. All of which she rightly saw as important factors in her community’s health.

At first, I attended the meetings just to get the lay of the land. Typically, they were held in the evenings in the back room of Jackie’s office. It was a typical community-event space: chairs arranged in a loose rectangle, coffee in a metal urn in the back, a small table holding doughnuts, sugar, and cream.

Most meetings at the WHA were contentious. Representatives from four or more other organizations were usually there, and they often disagreed—loudly, frequently, and passionately—about the best way to reduce violence in their community. Some, including Jackie, wanted to focus on jobs. Others wanted to “root out” drugs, as they put it. At the time, crack cocaine and heroin were major problems, and community members had seen their neighborhoods hollowed out by the attendant crime.

Others thought the focus should be on youth initiatives. The schools in the area were not good, and they argued that kids were violent because they had “nothing better to do.” Some believed the main focus of the center should be on addiction services; some thought the focus should be on getting more aid for pregnant mothers; still others thought the focus should be on helping people get food.

Everyone seemed to agree on the problems. Where they disagreed was on which problem to tackle first, and how.

I met many wonderful people at WHA—passionate, dedicated, and smart people. Sitting in my folding chair in the back of the room, I listened to their pleas for funds and sometimes for new ideas. I heard frustration and idealism and a deep love for their communities that had nurtured them and their families.

What I didn’t hear a lot of was data. No one seemed to have any. Decisions were being made based on feelings or intuitions or something that had happened last week. This lack of data coupled with the differing viewpoints and, as is often the case for community organizations, a lack of funds made it very difficult for them to establish a strategy, especially a scalable, long-term one, for reducing violence in the neighborhood.

Case in point: midnight basketball.1 A local pastor had instituted these late-night games because most of the shootings in his neighborhood happened late at night. His church had a small gymnasium, and he opened it up during those hours and hosted three-on-three tournaments with free Gatorade and pizza for anyone who showed up.

And show up they did. Dozens of teenagers, some of them gang-affiliated, began joining teams. The pastor told me that a lot of people were helped, and he thought there seemed to be a drop in shootings and fewer kids getting into trouble.

“How many fewer shootings have we seen so far?” I asked him. “Did you keep track?”

The pastor looked at me like I had two heads. “I’m not running an experiment,” he said, smiling. “I’m running a church.”

Like many of the Chicagoans I’d spoken to since my return to the States, the pastor cared deeply about the way violence was affecting his community, and he did a lot of great work. But neither he nor anyone on the ground had data showing whether all that great work was actually working.

BRINGING THE INVISIBLE TO LIGHT

In the mid-1990s, there were anecdotal success stories about after-school programs and late-night basketball games keeping kids out of trouble or inspiring them to go back to high school or community college instead of joining gangs. But science runs on data. And unfortunately, there was no quantifiable data correlating these programs with a reduction in shootings or killings in a neighborhood.2

Programs like midnight basketball surely made a big difference for some individuals, but they had little impact at the community level.

It reminded me of the early days of the TB epidemic in San Francisco. Patients would arrive at San Francisco General very sick and in desperate need of help. But although it was essential we treat each individual, we knew they were coming from the community, where many had been infected, where they had likely infected others, and where new infections might still be occurring.

We knew curing one person or even a few people would not be enough to reverse the course of the outbreak. These diseases must be cured on two levels—the individual level and the epidemic level in the community.

San Francisco needed a community-level strategy for TB control, and that needed to be implemented citywide.

The same was true for violence in Chicago. But we didn’t realize it, because at the time, the problem didn’t have a coherent theory or diagnosis. We were treating a bunch of recognizable symptoms without understanding the underlying sickness or the contagion that was keeping it going.

FOLLOWING THE DATA

That summer in Chicago, as both the temperature and the murder rate crept up, I found myself thinking about how I could understand and address the problem in a new way. Leaning on my epidemiological training, I asked myself: Are we looking at killings scientifically? And if so, what are we not seeing?

While I was attending meetings and talking to anyone who was familiar with the problem of violence in the city, I was also researching in archives and organizing the data. Through contacts at the CDC and several local, national, and international research groups, I collected as much data as I could about violence in Chicago, the United States, and other countries. I looked at the statistics neighborhood by neighborhood, city by city, year by year, searching for patterns and correlations related to rates of violence over the course of the twentieth century and as far back as I could find records.

The first time I saw a graph plotting the rates of killings in Chicago and in the United States going back to 1900, I saw an unmistakable series of waves rising and falling in an extremely familiar pattern.

The graph I was looking at was unambiguous.

The numbers and rates of killings over time looked exactly like an epidemic curve.

Epidemic Waves3


[image: Graph titled 'Epidemic Waves' comparing smallpox cases worldwide and violence in the US. Smallpox shows a significant decline, while violence trends fluctuate over time.]

All epidemics are really multiple epidemics in time and space—a cluster of overlapping hot spots occurring simultaneously and feeding each other through contagion.4

At the most basic level, the pattern for epidemics looks something like this: A contagious disease comes into a community and spreads, often exponentially, infecting new people, new homes, new neighborhoods, sometimes even new countries. Then—either because the disease runs out of susceptible people or because the community takes the right measures to stop the spread—the disease level falls to a new baseline, possibly to rise again with subsequent outbreaks. This process continues until the disease is controlled or locally eliminated. I had seen this pattern play out dozens of times in Africa and Asia with TB, cholera, malaria, and AIDS, and now I was seeing it play out with violence in my hometown.

When I looked at the maps of violence across Chicago, I also saw the characteristic clustering of epidemic disease, just as we’d see for outbreaks of cholera or meningitis or AIDS. Small dots on a map were outbreaks clustering in certain areas, sometimes merging with one another to form larger clusters. Clustering in time and clustering in space. Where there was one red marker (representing a case or a death), there would likely be many others.

A shooting commonly led to more shootings. Incident would follow incident, after which there could be relative quiet for a period of days. Then new outbreaks would occur, one area after another, in waves.

Waves are the defining pattern by which epidemics spread. And the more data on violence I looked at, the more waves I saw.

I saw these characteristic waves and clustering in the charts and graphs for Atlanta, Washington, DC, and Detroit.

Then for Los Angeles and New York City.

And for the United States as a whole.


[image: Map comparing epidemic clustering of cholera in Bangladesh and violence in Chicago, featuring distinct patterns of incidence in both locations.]

For most of my life, I had been following breadcrumbs, trying to figure out what to do next. This had taken me from Chicago to San Francisco and from there to Tunis, Mombasa, Mogadishu, the Bo’o camp of the Hiran region of Somalia, Kampala, Bujumbura, Blantyre, multiple countries in Africa, Bangkok, Chiang Mai, Thailand, Geneva, and, finally, back to Chicago. And it had taken me from internal medicine to infectious diseases, from being a resident to being a hospital doc, from working as a field epidemiologist to working as a chief at WHO. And it had taken me from TB to cholera and malaria to HIV/AIDS.

I hadn’t thought much about where the breadcrumbs might be leading. I saw life as being like continuous ER triage: You treated the sickest or most urgent patient in front of you, then, once things stabilized, you moved on to the next. You thought about the future in terms of minutes and hours, not years and decades.

I couldn’t have predicted that the patients, communities, and outbreaks I had treated and learned from were preparing me to examine and then take on the disease I feared the most.

Footnotes

1 Even these activities were highly controversial then. Many thought that teenagers were beyond help, that past a certain age, it was too late for them. This was also the time of the “crime bill”; people were less focused on prevention and more focused on being “tough on crime.” I was in HHS in DC then and was aware there was an alternative bill, a thirty-three-city crime-prevention bill that was proposed by three agency heads. It was refused by the administration.

2 I performed a review of prior studies with input from the DOJ and the CDC. These studies showed behavioral help for young people, but there was insufficient data specific to community-wide violence reduction.

3 Smallpox fell to zero in 1977 after a global campaign.

4 Epidemics can plateau or dip depending on the math of exposure and susceptibility (discussed later). Plateaus show up in epidemic diseases when the balance between exposure and susceptibility remains steady, when there is continued spread but no discernible or major peak.







CHAPTER TWO

MAKING SENSE OF “SENSELESS VIOLENCE”


Man will become better when you show him what he is like.

—Anton Chekhov, Note-Book of Anton Chekhov


Science makes the invisible visible—it illuminates what we can’t ordinarily see or understand. Humankind did not begin to win the centuries-long battle against the devastating epidemics of plague, leprosy, and typhoid fever and the more recent epidemics of malaria, cholera, HIV, and COVID until scientists were willing to look beyond myths and moralism and develop new approaches based on scientific data and discoveries.

My time at WHO was a master class in how to approach epidemics in a systematic, reliable, and scalable fashion. We would look at the data of an epidemic and what had and had not worked in the past and adapt the basic epidemic playbook to investigate, diagnose, and control a contagion to the epidemic at hand. The international epidemic-control community applies the following methods to one epidemic disease after another.1


	1. Educating the public about the disease: Creating widespread awareness and understanding of the disease through public education campaigns utilizing media and social media; billboards, posters, flyers, and leaflets; public speaking, influencers; and institutions of all types, including government, nongovernment, schools, and community organizations.

	2. Active case finding: Proactively identifying and reaching out to the most active cases as well as people at highest risk of developing a disease via public health workers, community members, social media and other sources, then providing support and care to stop the progression and spread of disease.

	3. Creating outreach systems and networks: Recruiting, selecting, training, and supporting a network of locally hired health workers or messengers who have access, credibility, and trust in the most affected communities and then ensuring conversations are conducted confidentially, nonjudgmentally, and safely.

	4. Reducing further exposure: Ensuring follow-up by the trained and trusted messengers of both active cases and their contacts, reducing exposure to other contacts, managing the most active cases, and instituting temporary containment only if necessary for public safety.

	5. Shifting norms and behaviors: Encouraging behaviors that reduce spread and exposure via individual support, community-level discussions and decisions on desired norms and expectations, and, sometimes, legislation, if helpful and acceptable.



This is the playbook we used to halt transmission of tuberculosis in San Francisco, to stop the spread of AIDS in Uganda, and to eliminate cholera in Somalia. And that summer in Chicago in the mid-1990s, I began to wonder: Since violence seemed to spread with the same pattern as contagious disease, could we contain and control violence the same way we did for all other contagious diseases and adapt the epidemic-control playbook to this and other epidemics of violence?

That would mean focusing on community-level impact—treating entire communities, not just individuals. It would mean working with and studying neighborhoods as a whole, one by one, to see where the most transmission was occurring. It would mean recruiting people from the community to be its health workers, then training them to detect where spread was occurring and intervene before, during, and after outbreaks. It would require a laser focus on a single objective: the violence itself.2

This was to be my and my colleagues’ working theory, the city of Chicago our test case. I didn’t know at the time if the theory was correct. What I did know was that there was only one way to find out.

But first, to effectively treat disease of any kind, you need to diagnose it correctly—not just name it but deeply understand it and the mechanisms by which it operates. This is especially true for a new disease or for a disease that is not responding to the current approaches. And with violence, we were still in the dark.

A TERRIBLE HALLOWEEN

One Halloween evening about fifteen years ago, I was watching children trick-or-treating on my block in Chicago when one of our community-outreach workers called me from the Back of the Yards neighborhood, on the southwest side of the city.

“Doc,” she said. Her voice was shaking. “Get down here. It’s bad. We need you.”

I didn’t need to hear more. I raced out and drove there fast.

Back of the Yards had become an established hub for CeaseFire, the organization I founded in the early 2000s to apply the epidemic-control approach to combating violence. By this point, we had spent years making connections, hosting community events, and selecting and training violence interrupters—people whose job was to detect the possibility of a violent event before it happened and head it off. Our efforts had paid off: Back of the Yards was not one of our areas of focus at the time, but we were working in the nearby neighborhoods of Brighton Park and Gage Park and we had a good record of success there.

But that Halloween night was a terrible setback.

On an evening when the sidewalks should have been filled with kids in cute costumes, the street was instead crowded with ambulances, police officers, and shocked residents standing frozen, their eyes wide in horror. Yellow police tape surrounded an area the size of a small swimming pool. In the center of it, on the sidewalk, was a pool of blood.

“Thirty-two-year-old mom, shot straight in the head,” our outreach worker informed me. “Seven months pregnant. Trick-or-treating with her three little daughters. They saw it happen.”

Within minutes, state representative Susana Mendoza, one of our organization’s biggest champions in the state legislature, called me, enraged, demanding to know how this had happened. Other state reps and state senators had gotten in the habit of calling me whenever there was a shooting in or near neighborhoods where CeaseFire was operating. They saw it as a failure on our part.

“What was the reason for the killing?” she asked.

Her question was simple, but there was no easy answer. All we knew was that there had been a shooting and the mom hadn’t been the target.

“Wrong place, wrong time,” the outreach worker told me after I’d hung up with the state representative. Her voice was shaking and she was holding her head. “People in cars shooting at each other just missed and hit her.”

This wasn’t comforting to hear. It wasn’t comforting to me, and it certainly wouldn’t be a comfort to the woman’s young daughters, seven, five, and two years old. There are no comforting explanations when a mother of three with a fourth on the way is gunned down on the sidewalk.

[image: ]
There’s a very common phrase that people use to describe this kind of tragedy. Even today. You’ve probably heard it in the aftermath of school and other mass shootings. I’ve even heard it in reference to wars.

Mayors use it. Police chiefs use it. Reporters use it. Community activists use it.

Senseless violence:

I heard this phrase commonly during those early days working in Chicago. And every time I did, I got a little more frustrated. It seemed like just another way for people to justify throwing up their hands and moving on. It suggests that violence is beyond our ability to understand. And if it is beyond our ability to understand, then it must be beyond our ability to do anything about. It’s just a random unexplainable phenomenon that we all have to make our peace with.

Did anyone actually believe this? I didn’t. Calling violence senseless didn’t satisfy the scientist part of me, a guy addicted to problem-solving trained to have an almost obsessive need to understand an underlying process.

Shootings like the ones that killed Yummy Sandifer and that mother on Halloween should of course be seen as devastating, unacceptable, and shocking.

But senseless??

The more I connected the dots of violence and infectious diseases, the less I could accept a language that cloaked violence in mystery. The term senseless violence placed the problem beyond the realm of human understanding, and I couldn’t believe or accept that. Not when so many people were dying.

When you get the flu, your doctor doesn’t throw up her hands and declare it senseless. You never hear people speak of “senseless cholera” or “senseless polio.” There is a logical explanation, albeit invisible, debilitating, and lethal, for these diseases.

Take malaria. As a disease process, it’s now well known. Mosquitoes carrying single-cell parasites, called plasmodia, in their salivary glands bite human or animal hosts and transmit the parasite to the blood. The plasmodia make their way to the liver, reproduce, burst out, and invade red blood cells; these rupture sequentially and infect the blood. The infecting agent, the plasmodia, can now be picked up by another mosquito, and the sequence repeats itself in another host. The complex process operates invisibly inside, outside, and between people and mosquitoes. (In this case, as we can see, the process is between people and mosquitoes, but for TB, AIDS, COVID, and many other diseases, transmission is just among humans!)

We understand the logic and science of this disease. We understand how an infecting agent enters the body, how it replicates, how it does its damage; we understand how it is transmitted to others. The spread of disease follows a series of logical steps we can understand.

From the start, I believed that there had to be an underlying logic to violence too. But we weren’t looking for it, or we were looking in the wrong places. Or we weren’t thinking very scientifically.

Faced with a diagnostic uncertainty, we have collectively classified violence as everything from a moral problem to spiritual malaise to an inborn character trait. Then, as now, it was common to cite poverty, drugs, poor schools, inadequate housing, and many other social and environmental issues as primary explanations for violence. All of them were (and are) grave problems that must be addressed as soon as possible. But as explanations for violence, they seemed insufficient and not specific. And none of these hypotheses explained or predicted the processes of contagion.

None of them explained, for example, why one person is more likely to abuse his spouse or children while another person from the same community is less likely. They didn’t explain why one person with certain beliefs committed a violent hate crime while another person with the same beliefs did not, or why one person with a grievance might do a mass shooting while another person would never dream of doing that.

Nor does it explain why so many poor countries around the world have low rates of violence or why, as Paul Collier, a former lead economist for the World Bank, wrote in The Bottom Billion, that economic development has failed to bring decreases in violence.

“We failed at economically developing our way out of violence in these countries for forty years,” he told me.

The more I read and thought about violence, the more convinced I became that explaining violence the way we were fails to grasp what is really going on. If we were going to make sense of violence, we needed to look deeper and differently. Not through the moral lens or the social-dysfunction lens—we’d tried that already, with little success—but through the same system of inquiry we use to understand other health problems:

What are the mechanisms? What is going on inside?

I now understand that we had a lot of this backward—fixing poverty, drugs, bad schools, and inadequate housing won’t get rid of violence. Actually, addressing those problems is impossible while the violence is going on. Businesses can’t flourish, kids can’t learn, and poverty can’t be reduced until the violence stops.3 Reducing violence is therefore the most urgent task and clears a path to make many of the other changes we need.

Put another way, inadequate schools do not cause children to bully or beat up their classmates, but kids who fear being bullied or beat up at school will not be able to learn. Most people don’t commit violent crimes because their businesses fail or because they live in low-income housing. But businesses fail because violent crime deters customers and raises security costs, and people get stuck in low-income housing because violent crime prevents property values from rising.

Violence can be termed an everything problem because it exacerbates all existing problems. Almost all serious epidemics do the same thing. They overwhelm life. And as with all serious epidemics, it is not enough to treat the symptoms. We need to understand and interrupt the underlying disease process.

THE LOGIC OF DISEASE

In San Francisco in 1981, while we were fighting the TB epidemic, signs of a new disease appeared.

Patients who were otherwise completely healthy young men showed up at SF General with extremely rare infections of the brain, eyes, lungs, heart, and other organs. Even as an infectious disease fellow, I had not seen most of these diseases before. My fellow doctors and I were at a loss to explain what we were seeing. Toxoplasmosis of the brain, Pneumocystis carinii infections of the lung, cytomegalovirus of the eye—it was unusual to see a patient with any of these diseases, let alone all of them simultaneously. And more and more of these patients were showing up every day.

And those patients were dying.

We were scared. We didn’t know what was going on or what to do about it. We didn’t know if we were looking at a new disease or just one we hadn’t seen before. And, scarier still, we didn’t know for sure but we feared it was contagious.

When my teacher and mentor in TB control, Dr. Phil Hopewell, got stuck with a needle while caring for a patient in the ICU, he feared he would get sick and die. (He didn’t.) An orthopedic surgeon at SFGH was so terrified of this new and deadly illness, she refused to operate on people she believed might have it.

What to do?

All learning about a disease occurs through observation, characterization, analysis, and classification. Scientists, physicians, and epidemiologists are trained to describe a disease’s characteristics, consider its causes (its etiology), observe how it develops or progresses within specific organs or systems of the body (its pathogenesis), and determine the underlying mechanisms that cause the symptoms.

And if the disease is contagious, we are taught to investigate how the infection spreads from one person to another. There are many different possibilities, and some diseases have more than one mode of transmission.

When I moved into a new role as assistant director of communicable diseases for San Francisco, I met daily with city officials, other epidemiologists, and infectious disease experts working to figure out the cause of this new epidemic. But I was also an assistant clinical professor at San Francisco General, so I still made regular rounds on the wards, and I saw the new disease up close. It had become clear to us that the disease was contagious because of the clusters in time and space and among people in close contact with each other. Patients had begun arriving in San Francisco from other parts of the country, seeking care that had been refused them in most of the nation’s hospitals, so we also understood that this scourge was spreading well beyond the Bay Area and in dozens of other cities and states. And as our experience and the data made clear, it was spreading mostly among gay men,4 especially those who had multiple partners and who did not use protection.

This presented San Francisco city officials with a serious public health conundrum: How could we help the most heavily afflicted populations change the behaviors shown to be major contributors to the spread of this epidemic?5

We were all aware of how much violence, discrimination, and hatred the gay community faced, and we did not want to add to it. Even San Francisco, one of the largest havens for gay men in the country, had been roiled by homophobic violence in the recent past with the 1978 assassination of Harvey Milk, the first openly gay person elected to citywide office. The mayor, George Moscone, had been killed in the same shooting, paving the way for Dianne Feinstein—my new boss—to assume the office.

As a longtime city official—and the person who found Milk dead on the floor of an office in city hall—Feinstein was well aware of public health and safety issues. She was also an advocate for gay rights. She went back and forth with Mervin Silverman, the city’s head of public health, about whether to close San Francisco’s bathhouses, which were centers of gay life but also of unprotected sex. Closing them might slow the transmission of this new disease that was wreaking havoc on its hosts’ otherwise healthy immune systems—but it also might further stigmatize gay men.

Mayor Feinstein eventually made the call to close the bathhouses in an attempt to reduce exposure. Still, this was only a temporary stopgap. I thought—we all thought—that it was just a matter of time before AIDS began to affect the general population. To prevent this from happening and to reduce further spread of the disease in the gay community, we had to understand it completely.

But even with this urgency and the full support of the city, understanding, diagnosing, and, eventually, stemming the tide of AIDS was slow work. It took two years to discover that it was caused by an infectious virus and two more to develop a test for it. During that time—and for many years to come—there was so much death and suffering, grief and mourning.

But all those thousands of hours researchers spent in exam rooms, emergency departments, ICUs, operating rooms, and research labs attempting to understand the disease, racing against time to treat the symptoms it caused—none of it was wasted. Because arising from the terror and tragedy of those years came a new understanding of what we eventually came to call HIV and AIDS: We learned how the infecting agent, HIV, spread and how it killed immune system cells, making the infected person susceptible to so many other infections.

Although there is still no cure, we now know what to do to prevent, treat, and control the contagion. We have come to make sense of this brutal disease and its biology and we can explain to people what it is, how it is transmitted, and what to do to avoid getting and spreading it. And in the years since, public health officials have gotten better and better at applying these methods, even in Africa, where the rates of infection were massively higher (as high as 30 percent of the population in some major cities) than they were in the United States.

Violence, like other devastating diseases such as TB and AIDS, has a variety of syndromes. Violence can present as bullying, domestic abuse, sexual assault, or gangland executions. It can range in severity from a schoolyard fight to a war. Yet, regardless of the form it takes, violence, like other diseases, follows the same predictable pattern.

Once we understand a disease’s invisible logic, we can begin to make sense of how to fight it. And we have a set of strategies we can replicate.

DISEASE THINKING

My father was a research chemist. Listening to him talk about his work when I was young, I was captivated by the spirit of inquiry driving all science. I trusted science as a means to access and understand the invisible world.

I still recall the excitement of going with my father to his laboratory when I was seven or eight years old. Alongside children’s-version biographies of Babe Ruth, Joe DiMaggio, and Jackie Robinson that I borrowed from the public library, I had begun reading about scientists like van Leeuwenhoek, Pasteur, Edison, Copernicus, Galileo, and Darwin. And now I was finally going to see science in action. I imagined a kind of magical workshop full of billowing fumes, vapors, and unusual visual marvels.

Instead, I mostly saw equipment—test tubes, beakers, and Bunsen burners. At first I was disappointed. Then my dad showed me that the microscopes and vials were the tools that made it possible for scientists to explore what was invisible to the naked eye.

It thrilled me, this realization that there was another world beneath our world, one that was invisible but completely real. It became my obsession and soon grew into a fascination with understanding the human body and how it worked.

Every Saturday morning, my mother took me and my brother to the public library, and I’d check out books about cells and germs. On my desk, instead of model cars or airplanes, I had a see-through model of the human body with removable organs and muscles, bright red arteries and blue veins, and nerves to and from the brain.

Often throughout my career as a physician and an epidemiologist, I have found my mind wandering back to those childhood visits to my father’s lab, to the wonder I felt learning about the basic methods by which science makes the invisible world known to us. Even when technologies are crude, methods imprecise, and conclusions inaccurate, this quest to better understand is one of the most awesome things about science. It is a relentless attempt to make sense of what’s going on in the body, and by doing this, science turns helplessness into hope and care and, in many cases, cure.

Tuberculosis is a powerful example of the progression from a disease’s diagnosis to its near elimination. Scientists began to make sense of this most devastating of diseases, the world’s oldest pandemic, only very recently. Ancient texts and bones show that TB has been with us for at least nine thousand years, and in fact, molecular studies have led some scientists to believe that it’s been around for close to forty thousand years. And for essentially all that time, disability or death was the almost inevitable outcome for those infected.

No one really understood the disease correctly. It was thought for many years to be hereditary, sometimes with a supernatural twist. In the sixteenth century, the Swiss physician Paracelsus thought it was due to an internal organ not fulfilling its alchemical duties. In the early nineteenth century, New Englanders blamed the disease on vampirism, believing that family members who passed away from tuberculosis returned from the dead to suck the life from and infect the living. They were so confident of this theory that groups of villagers often dug up the corpses of those who had died from TB so they could perform rituals intended to neutralize the threat.

It wasn’t until the 1880s, when German physician Robert Koch developed new methods to study the disease, that the true cause of TB began to crystallize.

Dr. Koch examined tuberculosis systematically, then designed a culture medium to grow the bacteria so he could test his theory. He infected guinea pigs with his culture, an extract grown from humans and animals with TB. All the guinea pigs died of TB, and the agent was found in them postmortem.

These results allowed Koch to determine that this mass killer was not hereditary, supernatural, or, as some believed, a moral failing. The agent causing TB was an airborne microorganism, a specific type of bacteria we now call mycobacteria. That the disease often showed up in the children of infected parents was a result of contagion, not genetics, not morality.

This was a seismic discovery. It meant that TB was not a curse, an inheritance, or evidence of God’s wrath. And it was not unavoidable. Koch later won the Nobel Prize for solving the centuries-old mystery of tuberculosis, possibly the greatest killer of all time.

Thanks to his research, doctors and public health workers knew how it was transmitted, how infectious it was, and how it made people sick. They had a clear path forward to stop it, and some steps could be taken right away.

Things were starting to make sense.

STUCK THINKING

In the mid-1980s, when I was working in Somalia with the Ministry of Health’s Refugee Health Unit to stem a cholera outbreak, the military commander under President Barre and the most powerful person in northern Somalia was General Gani. Concerned that the sickness could spread from Gannet, the first camp infected and the primary hot zone, to his military, he approached the medical team with a solution:

“We could kill the people with cholera,” he proposed.

Our team was shocked and horrified. Of course we did not take General Gani’s suggestion, but in a short time, I saw that, in his own way, he was following a certain logic: eliminate everyone with the disease, and you eliminate the disease. What General Gani didn’t realize was that for every one person with the disease, there were many more carriers—people in a latent, presymptomatic phase of the disease, what’s called the incubation period. These people were not yet sick but were still capable of spreading cholera invisibly.

Too often, given the limited understanding of how violence works, many people have been a bit like General Gani—they come up with solutions they believe are “tough,” “clear cut,” and “definitive” but that actually make things worse.

One could argue that America’s criminal justice system has historically been predicated on a failed strategy of fighting violence with more violence. Prisons do not contain violence; if anything, they are incubators6 of the disease, as they are for many other diseases. The threat of incarceration or, in some states, execution does not seem to deter it. And excessive force in policing escalates it. Punitive measures like these don’t stop the disease from spreading; they accelerate the transmission.

The Somali Refugee Health Unit trained health workers from the camps themselves to fight the epidemic. They were taught to find people with early cases of the disease, isolate them and rehydrate them, provide clean water to the community, and support behavior change, and after weeks and months of tireless effort, we got the cholera outbreak under control in that region. And in just a year, we eliminated it completely from the whole country.

The old way of thinking is not working for violence. But as physician Harry F. Dowling wrote in Fighting Infection, “The proper direction and control of public health measures are impossible unless the leaders know what they are fighting against.” And that starts with getting the diagnosis right.

DISEASE IN PRACTICE

Diagnosing a disease correctly requires a deep well of knowledge, training, and experience. But it also requires an openness and willingness to challenge preconceptions and biases. It requires being able to look anew at a patient or a problem while also evaluating everything the last doctor or even the last group of specialists said or saw. Sometimes we need to rethink a diagnosis, especially if a patient or community situation is not getting better.

As a young physician, I saw many times how easy it was to cling to an incorrect diagnosis, accept a flawed premise, and just keep doing the same thing even if it wasn’t working.
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