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GLOSSARY

Positive case of domestic violence is a person who presents with injuries that were directly
attributed to assault by an intimate or former intimate (husband, wife, defacto, boyfriend,
girlfriend, partner).

A probable case of domestic violence is a person who presents with interpersonal injuries
recorded as not sustained in a street assault, mugging or robbery.

A suggestive case of domestic violence is a person whose explanations did not account for, or
were inconsistent with the injury sustained.

A negative case of domestic violence is a person whose alleged cause of injury is consistent
with the pattern of injuries sustained and includes anonymous assaults and muggings.

VIMD

VISS

CFS

MUARC

Victorian Injury Minimum Database

Victorian Injury Surveillance System

Coroner's Facilitation System

Monash University Accident Research Centre

ICD-9 codes International Classification of Diseases; Revision 9

E-code External cause of injury code

Incidence Rate

The number of new cases as a proportion of the total population in a specified
time period.

Prevalence Rate

The number of new and existing cases as a proportion of the total population at
a specified point in time.
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EXECUTIVE SUMMARY

Domestic violence is a substantial intersectoral public health problem which impacts on the
economy, health services and policing, court and welfare systems, as well as on the victims and

perpetrators of domestic violence. The recent, strong and continuing media focus on domestic

violence, child abuse, assault and the issue of gun legislation has increased public attention,
concern' and support for action ..

Domestic violence appears to be relatively widespread and is reported in the U.S. to be

considerably unrecognised by the medical profession. Current research suggests that the
Australian experience may reflect that of the United States of America. Domestic violence is

specifically identified as a public health issue in 'Goals and Targets for Australia's Health in the

Year 2000 and Beyond' (Nutbeam et aI., 1993) and a target has been set to reduce morbidity
resulting from domestic violence, with women as the priority population.

Although there have been attempts to measure the extent of domestic violence by the judicial
system, the police, the hospital admissions system and women's refuges, no method is available
to systematically measure the incidence and prevalence of domestic violence in the wider
community. The development of protocols for improving the identification, treatment and
referral of domestic violence in the hospital setting, and the establishment of increased services,
including those after-hours, are seen as priorities for reducing the incidence and prevalence of
domestic violence in the community. This report documents a study of the patterns and
indicators of domestic violence, with a particular focus on injuries.

Literature Review

The major findings of the literature review include; over-representation of women as victims of
domestic violence, under detection of domestic violence, overuse of medical, health,
psychiatric and social services by victims of domestic violence, repeated presentations, various
barriers to the identification, management and recording of domestic violence, high rates of
suicide by victims of domestic violence, the cyclical nature of abuse, the relationship between
child and adult victimisation, history of family violence, and the high incidence of domestic
violence injury during pregnancy. The lack of protocols and training concerning the
identification, management and recording of domestic violence by professional personnel is
also highlighted. Finally, clarification of definitions, improvements in baseline data, and
identification of risk factors are required to adequately describe the problem, to identify
appropriate points for intervention, and to evaluate the effectiveness of preventive measures.

Aims and Objectives

• To determine the occurrence and patterns and indicators of domestic violence in Victoria
using current data collection systems.

• To explore the barriers to detection of domestic violence victims in emergency departments
with a view to making recommendations for improvements to data collection and
management systems and for improving detection levels and services.

• To determine additional alerting characteristics to domestic violence injury, and develop
recommendations for their validation.
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•

•

To recommend improvements to data collection methodologies to more precisely define
and monitor the prevalence of domestic violence

To develop recommendations for data collection and systems which will identify language
spoken at home, aboriginality, country of birth, and any other demographic risk factors
identified by the study.

Methodology

Three approaches to determining the patterns and indicators, and to estimating the frequency
of domestic violence (partner inflicted) have been employed for this study. The first is the
extraction and analysis of domestic violence injury data from routine injury data currently
contained in three data bases. The second is the detailed extraction and analysis of previous
histories from medical records of cases identified as domestic violence injury, and from a

comparison group, to determine additional patterns and indicators of domestic violence
presentation from this source. The third is a survey of clinical staff in hospital emergency
departments to determine their level of training in relation to domestic violence issues, and the
barriers they perceive to the detection and management of domestic violence victims.

Results

Deaths - Coroner's Facilitation System

Domestic violence injury deaths as a proportion of all injury death is low (0.7% in 1991).
However, the proportions of assaultive deaths in women due to domestic violence for the
financial years 1990 and 1991 were 71% and 42% respectively, whereas the proportions for
men were only 3% and 2.4%. Not only are deaths due to assault in women more likely to be
as a result of domestic violence compared with men, but of all domestic violence deaths,
women are highly over represented (90% of all domestic violence victims). The use of guns
and knives as weapons of death in domestic violence, in a high proportion of cases, provides
some support for countermeasures aimed at gun and knife control.

Admissions data - Victorian Inpatient Minimum Database (V/MDJ
Males are disproportionably represented in admissions to hospital for assault, with an overall
male to female ratio of 5:1. However, because of the coding system, the proportion of cases
resulting from partner inflicted injury cannot be discriminated from the database. It is clear
that VIMD in its current form can offer little useful information on hospital admissions due to
domestic violence. Additional codes in the leD database for type of perpetrator in assault
cases would clarify and contribute to information on the nature and extent of domestic
violence cases admitted to hospital.

Presentation data - Victorian Iniury Surveillance Svstem (VlSSJ
The analysis was based on 53,320 cases of adult injury presenting to the emergency
departments of five VISS participating hospitals. Following careful screening of the data
for cases of domestic violence injury (using the categories of domestic violence injury of
Stark and Flitcraft 1981), the final subset consisted of 288 positive cases of partner inflicted
domestic violence (83% female), 402 probable cases, 313 suggestive cases, and 52,320
negative cases of domestic violence.

5
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The above findings represent a very small proportion of all injury presenting to the
emergency departments of VISS hospitals, even combining positives, probables and
suggestive, and account for only 2.0% of all emergency department presentations. These

results also indicate that of all injury presentations in women, up to 4.4% may be due to
domestic violence.

Extrapolation, using VISS and VIMD data, gives a very crude estimate that approximately
1 in 200 injury admissions for women are the result of partner inflicted violence. The

proportion of female hospital admissions for self harm or suicide attempt was three times
greater than for men, and in some cases was associated with a suggestion of domestic
violence. Further exploration of this association is warranted.

Analysis of medical records
Data was extracted from the Medical Records of 44 definite cases of domestic violence and 44

controls (initially selected from all VISS cases admitted to hospital). Data which could have
provided considerable insight into the circumstances surrounding some cases of domestic
violence were missing from medical histories.

Females comprised 75% of the victims of domestic violence requiring hospital admission. An
overview of the total number of hospital presentations/admissions to the index hospital
highlights the repeated use of services by the domestic violence cases. A larger number of
domestic violence victims (57%) were recorded as having more than one prior admissions to
the index hospital than the controls (36%). Similarly, more victims of domestic violence
(57%) were noted as having previous presentations to the index hospital than were the control
group (9%).

A number of differences were found between the two groups. Significant differences were
found for involvement of police and ambulance services, a history of alcohol abuse and current
alcohol abuse, injuries to the head and trunk, referral to a social worker, and previous non
domestic violence related presentations or admissions to hospital. This supports the view that
the utilisation of medical services by victims of domestic violence is generally high.

Interestingly, 20% of the controls (women under 40 years selected from VISS presentations as
negative cases of domestic violence) were subsequently found to have a history of suspected
abuse when their medical records were examined in detail. The similarity with other studies
merits further research using a larger sample of medical records to determine the significance
of this result.

Clinical staff interviews
A total of 21 senior doctors and nurses from hospital Emergency Departments (B.O.) and
senior hospital social workers were interviewed regarding their formal training, both basic and
post-graduate, and attendance at in-service training sessions. Staff were also asked how many
hours overall have been allocated specifically to domestic violence training, whether they
considered more training necessary and whether they were aware of their hospital having a
policy or protocol for the identification and management of domestic violence. In sum, the
results show a lack of protocols and education for detecting and managing victims of domestic
violence.
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Under detection

According to VISS data, the ratio of positive male to female cases of domestic violence is
1:5. This suggests that 1.3% of female and 0.14% of male presentations to emergency
departments (0.54 % of all adult presentations) are clearly the result of partner inflicted injury
(positive cases). Thus, injuries in females presenting to Emergency Departments are 10 times
more likely than those in males to be due to domestic violence. If the estimate (4%) of new
cases from the study by Stark and Flitcraft (1991) were correct, this result could suggest an
under detection of more than 60% for domestic violence in females. An estimate of under

detection of domestic violence using VISS data on probable and suggestive cases for females
was 70%, although this figure is likely to be an over estimate due to difficulties in interpreting
case narratives.

Similarly, a crude estimate of under detection can be extrapolated from the analysis of medical
records cases. In all, a total of 55 potential controls were selected and 11 (20%) rejected after
examination. Although the numbers are very small these figures give a very crude estimate of
the potential level of under detection of domestic violence defined in the broader sense

(beyond partner inflicted injury). It suggests that up to 1 in 5 admissions for injury in women
under 40 years, (after presentation at emergency departments), may be associated with a
history of domestic violence, or be self-inflicted injury following a domestic dispute. However
this crude estimate should be interpreted with caution.

Recommendations

A number of recommendations are made in relation to data collection systems, education,
information and services for domestic violence victims and future research.

(a) Data

1. Standardisation of definitions and terminology of domestic violence.

2. Introduction of a locally expanded ICD-9 E-code classification to identifY partner
inflicted violence.

3. Utilisation of the narrative in the National Minimum Dataset (Injury Surveillance) to
identify partner inflicted violence.

4. Investigation of the feasibility of linkage of justice and police databases to giVe
expanded measures of the prevalence of domestic violence

5. Collection of information to identify language spoken at home, aboriginality, country of
birth and other demographic variables identified by the study as potential risk factors.

6. Data collection from general practice to determine the prevalence and characteristics of
domestic violence presentation to this sector.

7
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(b) Education and Training

7. Development and implementation of policy and strategies for education and training of
health sector personnel for effective detection and response to domestic violence.

8. Collaboration between Medical, Nursing and other relevant professional bodies to

develop hospital protocols for the detection, management and prevention of domestic
violence.

9. Evaluation of the effects of training together with protocols in the Emergency
Department on detection and recording of domestic violence cases.

(c) Information andServices

10. Establishment of access to domestic violence information for domestic violence victims

and perpetrators.

11. Provision of information for hospital staff regarding outside services for domestic
violence victims and perpetrators.

12. Determination of the need for increased provision and hours of services in hospitals and
increased resources to manage psychosocial and other issues of domestic violence as a
result of the increasing detection of victims and their children.

13. Investigation of improved service linkages between hospital emergency departments,
general practice, community based domestic violence and sexual assault support
servIces.

14. Evaluation of the effectiveness of early intervention services on domestic violence.

(d) Research

15. Estimation of the level of under reporting of domestic violence injuries to the health
care system by means of community surveys.

16. Ongoing reviews of successful countermeasures and implementation strategies.

17. Exploration of the role of domestic violence in suicide and attempted suicide and self
harm.

18. Determination of the most effective service provision model for domestic violence
victims in crisis.

(e) General

19. Adoption and implementation of the recently developed National and State Strategies
for the Prevention and Control ofInterpersonal Injury and Suicide.
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CHAPTER 1. INTRODUCTION

1.1 BACKGROUND

1.1.1 DomesticViolenceInjury In The Context Of All Injury

The occurrence of injury and its prevention have been identified as major public health issues in
Australia. Injury is the leading cause of years of life lost to the age of 65 years, exceeding both
cancer and heart disease combined (Nutbeam, Wise, Bauman, Hams & Leeder, 1993).

Injuries can be broadly classified as intentional (deliberate) or unintentional. Intentional injury
encompasses a broad range of injury types including domestic violence, suicide, attempted
suicide, child abuse, homicide, sexual assault and assault. Although considerable attention has

been given to unintentional injury and its prevention, particularly on the road in Victoria, the
extent and nature of the intentional injury problem is poorly documented. In order to quantify

the full dimensions of this problem, factors contributing to each category of injury must be

determined, and the issue of under-detection addressed.

The recent, strong and continuing media focus on domestic violence, child abuse, assault and

the issue of gun legislation has served to increase public attention, concern and support for
action. The International Year of the Family in 1994 serves to further concentrate this focus,

particularly in the areas of domestic violence and child abuse.

This report documents a study of the patterns and indicators of domestic violence, with a

particular focus on injuries. A fundamental requirement for planning, developing,

implementing and evaluating services, and for monitoring health goals and targets for domestic
violence, is to determine various estimates of the frequency and nature of the problem from a
variety of disciplines. Apart from deaths, information about non-fatal domestic violence is
variable, with differing estimates coming from police, courts, hospital and other services
records ( Rounsaville, 1978; Queensland Domestic Violence Task Force, 1988; Stark and
Flitcraft, 1991; Victorian Police Statistics Review 1991/92; Routley & Ozanne-Smith, 1992;
Childrens' Safety Network, 1993). These services include family support agencies, Supported
Accommodation Assistance Program (SAAP), Relationships Victoria, and Community Legal
Centres. Clarification of definitions, improved baseline data and identification of risk factors
are required to adequately describe the problem, to identify appropriate points for intervention,
and to evaluate the effectiveness of preventive measures.

Domestic violence is a substantial public health problem which impacts on the economy,
policing and court systems, and on health services and the welfare system. Domestic violence
is claimed to have a prevalence of approximately two million cases every year in the United
States of America (Council on Scientific Affairs, 1992). In the same country as many as 95%
of cases of domestic violence are claimed to be unrecognised by treating medical staff (U.S.
Department of Health and Human Services, 1981). National and state survey data in the u.s.
consistently indicate estimates of the prevalence of physical abuse of women at least once by
male intimates at approximately 20% (15 million women). For men the survey data indicates
widely differing estimates.

Research in the area of domestic violence is fragmented by discipline (criminology, sociology,
psychology, medicine, law) resulting in inconsistencies in methodology, results, and

9
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interpretation, and contributes to the confusion regarding the aetiology and demography of
domestic violence (Geflher, 1988). However, it should be noted that U.S. society is generally
more violent than Australian society, and that caution should therefore be adopted when
comparing U.S. figures to the Australian experience.

1.1.2 Terminology and definitions of domestic violence

Definitions of domestic violence vary widely as to, who should be included, and what health
problems are encompassed by the definition. The definition articulated by the Australian
Government at the Conference of Commonwealth Ministers for the Status of Women and

adopted by the Victorian Community Council Against Violence is; domestic violence refers to
behaviours within a spousal relationship (legal or de facto) which are abusive and used for

control. Abusive behaviours, adopted by a perpetrator to control his victim, and encompassed
by the term 'domestic violence' include: physical violence, threatened violence; psychological
or emotional or verbal abuse, sexual abuse, social abuse, and economic abuse. This definition
includes behaviours which attract the sanction of the criminal law and other behaviours (which
fall short of a criminal status) but form part of the general pattern of abuse. However, the
above definition is restricted to female victims of domestic violence.

The inclusive definition of domestic violence adopted by the Queensland Domestic Violence
Task Force (1988) for the report, "Beyond these Walls", was the physical, sexual or emotional
abuse of one partner of a couple, usually the woman, by the other. The definition adopted by
the Public Health Association of Australia (1992) for the policy statement on domestic
violence is broad and involves the use of force or power between immediate and extended
family members, close relatives and de facto or separated spouses. This definition is similar to
family violence. The Centres for Disease Control definition for domestic violence includes
physical and emotional abuse between intimates at the time of, or before the abuse. The term
'intimates' includes relatives and child/parent relationships as well as partner relationships. It is
clear that there is considerable overlap between definitions of the terms associated with
domestic violence which adds a level of complexity in attempting to adopt a standard definition
so that studies can be compared and contrasted.

Spouse abuse or interspousal violence is defined as the use of physical force in intimate
relationships among adults (Stark & Flitcraft, 1991). Differing definitions of the words
spouse and abuse have led to a number of study estimates of the problem which cannot be
compared, and which result in different service responses. Battering is defined as a syndrome
of control and increasing entrapment attendant upon spouse abuse and characterised by a
history of injury, general medical complaints, isolation, stress-related psychosocial problems,
and unsuccessful help-seeking. Substance abuse, suicide, depression, rape and child abuse are
the most commonly reported psychosocial problems. Either partner may be abused, but no
process comparable to battering in women has been reported among abused men (Stark &
Flitcraft, 1991). This suggests that woman abuse (often leading to battering) is clinically
distinct from interspousal violence (mutual combat), and husband abuse. Reasons for woman
abuse leading to battering are unclear although a number of explanations have been put
forward. Battering may be one of the most common causes of injury for which women seek
medical attention. Domestic violence injury is distinguished by its ongoing nature, rather than
its severity. In lieu of effective intervention these sequelae have a cumulative cost and impact
on health services that is far greater than the impact of abuse-related injury alone, often
involving multiple visits to medical and mental health services (Stark & Flitcraft, 1991).

10



The definition used for this study is "partner violence resulting in injury in those aged 15 years

and over, occurring both within and outside the home". This definition is narrow compared
with most used in the literature. However, the study of partner inflicted injury will offer

information on one perspective of this complex multi-disciplinary problem. Because of the

complexity of the problem, the literature review and discussion will include some aspects of
the broader definitions of domestic violence.

1.1.3 Recognition of domestic violence as a public health problem

Domestic violence has been specifically identified as a public health issue in 'Goals and Targets
for Australia's Health in the Year 2000 and Beyond' (Nutbeam et aI., 1993) and a target has

been set to reduce morbidity resulting from domestic violence, with women as the priority

population. Currently the Federal and State Governments are in the process of writing injury
prevention and control strategies, with a major component on intentional injury. The Public
Health Association has published a policy statement (public Health Association of Australia,

1993), on domestic violence with a recommendation for state and territorial health authorities
to accept key responsibilities for coordinated cross-portfolio action to reduce the incidence and
severity of domestic violence. Other areas of recommendation include training of medical
practitioners and other professionals, development and expansion of local services, and support
for favourable changes in legislation.

The Australian Medical Association (Australian Medicine, 1989) and the Public Health

Association of Australia (Domestic Violence Policy Statement, 1993) have both called for the

development and evaluation of protocols to improve identification and management of victims
of domestic violence. The National Committee on Violence Against Women (NCV AW),

established in 1990 in the Department of Prime Minister and Cabinet, commissioned three
training consultancies to provide an overview of training in Australia in the area of violence
against women and to identify key issues and gaps in the field. The consultancies conducted
were; An Investigation of Training of Key Occupational Groups (police and health
professionals), Guidelines for Training of Service Providers, and Train the Trainer Programs in
Australia.

Victoria has recently introduced mandatory reporting of child abuse (November 1993). Other
states, apart from Western Australia, have had similar legislation for over a decade, although
there are differences in requirements for each state. In Victoria the legislation imposes formal
obligation to report physical and sexual abuse where the harm is believed on reasonable
grounds to be significant by professionals such as doctors, nurses, police, teachers,
psychologists and others who care for children. The issues of confidence and trust which arise
from the practice of reporting, particularly of abused adolescents, would have some similarities
with a reporting system for domestic violence should this become mandatory. Both domestic
violence and child abuse have patterns, (unless intervention occurs), of ongoing abuse which
tends to escalate with long term consequences for the victim and also places an increasing
demand on the health, legal and welfare systems. The pattern of injuries is similar in both, and
the possible consequences of substance abuse and attempted suicide are common to adults and
adolescents. There is a community expectation that an effective medical, legal and social
response to child abuse be available to detect and minimise its occurrence. To be effective
such responses must be multi disciplinary and occur in an organised co-ordinated manner with
evaluation of interventions (Geflher, 1988). For domestic violence, some valuable lessons can

11
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be learnt from the programs of detection, reporting, servicing and prevention of child abuse,
particularly for issues relating to definitions, measures of violence, sampling, use of controls,
and data analysis.

1.1.4 Patterns of domesticviolence

Commonly, domestic violence, in its broader sense, occurs in the home over a long period of
time and the temporal sequence of injuries and other abuse may finally confirm the suspicion of
domestic violence. Domestic violence may take the form of physical, sexual, emotional, or
social abuse or any combination of these concurrently, or at various stages, with an escalation
in intensity and severity which may culminate in homicide or suicide. Data of variable quality
for the different forms of domestic violence can be found in medical records, crime statistics,

intervention orders, and refuge statistics depending at which service presentation of the victim
occurs. Injuries presenting to emergency departments provide one estimate of the occurrence
of domestic violence and no local data has as yet been published in this area. The Victorian
Department of Health and Community Services has commenced the development of protocols
for the identification, assessment and referral/management of domestic violence in Victorian
hospitals. Information on incidence, patterns and indicators of domestic violence is required to
inform these protocols.

Injuries are part of a complex spectrum of different presentations of domestic violence victims
to the health and welfare system (Stark & Flitcraft, 1991; RounsavilIe & Weissman, 1977/78).
Patterns of repeated abuse have been shown to lead to medical and psychosocial outcomes and
increased and repeated usage of services in these areas. Psychosocial presentations of
domestic violence include; substance, medication and alcohol abuse; attempted suicide and
suicide, and impaired mental health. Stark and Flitcraft (1991) reported that attempted suicide
is a sequelae of abuse among women, affecting one abused woman in ten. They found that
continuing abuse appeared to be the single most important context identified for alcohol and
drug abuse in women, possibly associated with 50% of all female alcoholism.

In Australia in 1990,21% (75) of the 351 homicides were recorded as having occurred within
a spousal relationship and 85% of these deaths were in women. In Victoria in the same year
25% (19) of the 77 homicides were recorded as spousal (Strang, 1992). For the 5 year period
1986-1991, Victorian public hospital admissions for persons over 15 years of age with injuries
intentionally inflicted by another person were 10,117 with 1,745 in females and 8,372 in.males.
The ratio of male to female hospital admission rates for assault per 100,000 population was
4.5: 1. This data supports data from other sources showing that violence resulting in injury is
not only more common in men but the severity of injury tends to be greater. Unintentional
injuries for the same period were 153,880 (Langlois, Hawkins, Penny, Brumen & Saldana,
1992). Police and court statistics have been the subject of other studies in domestic violence
but not necessarily focussing on injuries (Crimes Family Violence Act. Crimes Monitoring
Report 1991/92; Victorian Police Statistical Review 1991/92).
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1.2 RATIONALE

1.2.1 Epidemiology and prevention of domestic violence

Identification of victims of domestic violence within the medical setting is important both
clinicallyand epidemiologically. Clinically,diagnosis of domestic violence should lead to early
intervention, which has been documented as a successful measure in injury control (Sedlak,
1988). Domestic violence represents a challenge to epidemiology because its parameters are
not well defined, its severity is highly subjective, its causes are poorly understood, and its
psychosocial consequences are often linked in very complex ways to physical events.
Epidemiological studies to provide reliable prevalence data on domestic violence can facilitate
the determination ofunmet health and service needs (Stark & Flitcraft, 1991).

There is a need to assess the adequacy oflocal data for determining prevalence and to establish
whether the patterns and indicators of domestic violence are similar to other studies.
Documentation of the occurrence and nature of domestic violence will identify potential points
of intervention, and enhance the scope for prevention. Strategies for injury prevention have
been developed by Haddon (1980) and require a range of countermeasures or interventions.
Haddon's ten strategies are general and provide a framework for developing systematic and
logical steps designed to interfere with any injury process. The following list extends
application of this theoretical approach beyond the physical environment and gives examples
applicable to domestic violence.

1. Prevent the creation of the hazard (reduce a violent culture by education and
attitude/cultural changes).

2. Reduce the amount of hazard (reduce the frequency of violent events).
3. Prevent the release of a hazard that already exists (use alternate methods of handling

anger).

4.' Modify the rate or spatial distribution of the hazard (remove access to sharp
instruments!guns).

5. Separate in time or space the hazard from that which is to be protected (supply refuges).
6. Separate the hazard from that which is to be protected by a material barrier (intervention

orders).
7. Modify relevant basic qualities of the hazard (counselling/corrections services for

offenders).

8. Make what is to be protected more resistant to damage from the hazard (improve victims
protective mechanismsby access to knowledge and help).

9. Begin to counter the damage already done by the hazard (provide emergency medical
care, counselling and social services).

10. Stabilise, repair, and rehabilitate the object of the damage (provide acute care, protection
and rehabilitation facilities).

Epidemiological baseline studies should ideally be conducted preparatory to initiating
interventions and for the purposes of evaluation of these interventions. However the historical
response to domestic violence, as for child abuse, has been a response by concerned groups in
the community to provide services without necessarily having co-ordination or communication
across disciplines. Before scarce resources are committed, the benefits and limitations in the
current systems need to be identified and addressed.
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The examination of a victim of domestic violence includes diagnosis, treatment and
documentation. The pattern of injury needs to be interpreted, referral to an appropriate
service( s) and provision of evidence made available to the court if required (pah!, 1979;
McLeer & Anwar, 1987). A diagnosis of domestic violence may be suggested by an
explanation which is not consistent with the injuries, an explanation which changes over time,
unreasonable delay in seeking medical care, and frequent presentations for unusual injuries.
There is a challenge in performing adequate clinical examinations, accurately interpreting
physical signs and symptoms and providing impartial evidence to the courts. Long term
negative effects of domestic violence are lessened if the abuse is detected and stopped early in
the process (Stark & Flitcraft, 1991). Violence is a criminal offence and hence the
perpetrators may be liable to criminal charges as a result of their action.

1.2.2 Data issues

In epidemiological research studies, the use of different definitions has produced a wide variety
of estimates of incidence and prevalence rates, depending on how broadly or narrowly the
problem is defined. It is important to recognise that the nature of the problem is quite
different according to the definition used. The most fundamental difference is that male
victims predominate in family violence, while females are over- represented as spousal
(partner) violence victims. The definition used determines the sample of victims selected
which in turn influences the reported incidence. Comparison across studies and therefore
across communities and countries generally cannot be reliably conducted.

Studies also fail to provide adequate detail of methodology in their reports (Geflher, 1988).
Samples of domestic violence victims for research purposes are often based on their
availability. These non random samples are drawn from different sources (outpatient services,
clinics, residential shelters, community surveys, emergency departments, students or other
convenient community groups). It is likely that many characteristics of patients from each of
these samples will differ and possibly reflect different stages of abuse, and hence the results and
conclusions drawn from each study will differ. The bias inherent in community phone-in
surveys illustrates this problem. Individuals who are motivated to telephone and disclose
domestic violence are a sample not necessarily representative of the community as a whole.
Factors which influence disclosure and introduce bias include education levels, access to and

privacy on the telephone, false reporting, and the likelihood that a person who has already
disclosed is more willing to do so again.

Systematic study of potential differences between samples who represent different subsets of
the violent population would be useful in investigating stages of abuse. The inclusion of
control or comparison groups is essential to assess whether the findings are associated with the
occurrence of abuse or with other subject variables. The selection of controls can prove
problematic as abuse needs to be absent from the histories of the control group.

Accurate epidemiological data on domestic violence are difficult to gather and investigations
based on methods using data for case presentation to physicians have been shown to seriously
and consistently underestimate the magnitude of the problem in the U.S.A. (Stark & Flitcraft,
1991). Battering is a part of the differential diagnosis of every encounter with an injured
person. However a critical review of medical records permits the trained researcher to identify
both abused patients and those whose medical histories are suggestive of domestic violence.
Using medical records as a source of information has advantages and disadvantages. The
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optimum record leading to the most reliable information, is an integrated one that includes in
chronological order, every encounter between an individual patient and the service institution
(all inpatient and outpatient visits). It is a very laborious technique but provides useful data to
underpin the development of services. There are no periodic, standardised databases from
which to reliably estimate the extent of spouse abuse. Stark, Flitcraft, Zuckerman, Grey,
Robison, and Frazier (1981) have demonstrated an effective method of measuring domestic
abuse in clinical settings by abstracting the full adult trauma history over a period of time from
the medical records for patient populations. This approach can address the major problem of
documenting under detection of domestic violence presenting at emergency departments.

Stark et aI. (1981), in a very large study of medical records of women attending the emergency
surgical service of an urban hospital showed that battered women can be distinguished from
non battered women by the type, anatomic location and frequency of injury, reproductive
history, psychosocial problems, including substance and alcohol abuse, paediatric medical
history and sociodemographic backgrounds. The battered woman was more likely to have
attempted suicide at least once and to be diagnosed as an alcoholic or drug addict. These
problems typically and repeatedly occurred after the onset of abuse indicating a likely causal
mechanism. The anatomic location of their injury differed from those resulting from other

causes. Injuries to multiple sites on the body or to the head, face, neck, throat, chest, and
abdomen were typical but not exclusive to battering. Unintentional injury tended to involve
the extremities especially the hands and feet. The severity of the injury was a relatively poor
indicator of domestic assault and an unreliable way of identifying abuse in the medical setting.

The presentation of medically insignificant trauma or a late presentation to the emergency
department were alerting indicators to providers of the possibility that ongoing assault and
impending danger was the real reason for seeking aid. Also, with relatively minor injuries
patients may seek help from other services. The battered women used the surgical service
three times as much and twice as long as the non battered group. Overall the data suggested
that the medical personnel at the emergency surgical service tended to ignore battering as a
primary problem and treated the complaints associated with abuse symptomatically. Since the
United States of America is generally more violent than Australian society, these findings
should be interpreted with caution for the Australian setting. In addition, the pattern of
presentation for primary care differs between USA and Australia. In the USA, patients are
more likely to use emergency departments for less severe injuries, which in Australia, tend to
present to general practice.

The analysis of patient records for assessing useful data on a history of abuse has been
conducted by several research groups (Rounsaville & Weissman, 1977/78; McLeer & Anwar,
1987; Bergman & Brisman, 1990; Stark & Flitcraft, 1991). Such data has been shown to lead
to early detection of cases before the pattern of abuse possibly results in consequences for both
the victim and the health care system. The richest data may be expected to be provided by
analysis of both presentation and admission histories. However medical notes for presentation
to Emergency Departments are generally not consistently useful whereas, records for known
victims who are admitted to hospital are often a substantial source of data on patterns and
clusters of indicators which can help predict domestic violence (McLeer & Anwar, 1987; Stark
& Flitcraft, 1991). It is the clustering and repetition of presentation and complaints rather than
isolated events that are significant (Goldberg & Carey, 1982). Although using medical records
can be laborious, it can prove invaluable to health personnel in both day to day treatment of
battered women and in the development of a prevention oriented protocol and service. The
demographic characteristics present in medical records may include race, occupation, age, sex,
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marital status, pregnancy, number of children, alcohol use/abuse, violence in the family of
origin, and injuries.

1.2.3 Barrien to identificationof domesticviolence

Lack ofidentificationldetection of victims of domestic violence can be compounded by lack of
disclosure by victims. Reasons for this are documented as shame, fear, embarrassment,
protection of children, intimidation, and presence of partner at time of consultation (Roberts,
1994). Identification of domestic violence victims by health professionals may not necessarily
lead to the professional recording the incident with that description (McLeer & Anwar, 1987).
Possible reasons include fear of involvement and perceived legal implications by the health
professional and the victim not wanting disclosure to be recorded. It is incumbent on the
health professional to provide documentation of injuries, possibly including photographs, as
evidence in court if required. Another reason for non-recording may be a lack of services for
referral. This study will document some of the barriers to disclosure, recording, and
identification of domestic violence.
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1.3 THE STUDY

The definition of domestic violence for this study is 'partner violence resulting in injury in those
aged 15 years and over, occurring both within and outside the home'. This is a narrow
definition compared with other studies which often include non-injury characteristics as
domestic violence. The Monash University Accident Research Centre (MUARC) has expertise
in injury research and prevention and access to data bases containing detailed information on
presentation to hospital emergency departments of patients with injuries. Data relating to
admission for injury is also held at the Centre. Although MUARCs focus in this study is on
health sector data, the contribution availablefrom other data sources such as Coronial data is
regularly sought in its research studies.

MUARC, as a centre with the required expertise and resources, was commissioned by the
Department of Health and Community Servicesto conduct an exploratory study to;

• determine the occurrence, together with patterns and indicators, of domestic violence in
Victoria using current data collection systems, and

• explore the barriers to detection of domestic violence victims in emergency departments
with a view to making recommendations for improvements to data collection and
management systems and for improving detection levels and services.

This exploratory study is a preliminary step in providing an overview of domestic violence
injuries. It aims to clarify the major needs for improvements in data collections for enhancing
further study in the detection and intervention in domestic violence. It explores medical
records as a data source for alerting characteristics and patterns of domestic violence. It
advances the formulation of hypotheses for further strategic domestic violence injury
prevention research.

1.4 STUDY AIMS

(1) Using the Victorian Injury Surveillance System (VISS) data, to describe common
patterns of injury resulting from domestic violence.

(2) To determine additional alerting characteristics for domestic violence injuries from
sources other than overt cases.

(3) To recommend improvements to data collection methodologies to more precisely define
and monitor the prevalence of domestic violence.

1.5 STUDY OBJECTIVES

(1) Select all injury cases identified by the injured person or treating doctors as domestic
violence cases from emergency departments' at VISS participating hospitals and analyse
for nature, patterns and circumstances of injury.

(2) Seek additional alerting characteristics to domestic violence injury.
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(3) Develop recommendations for validation of the alerting characteristics identified.

(4) Examination of VISS data from other specified causes to determine the extent to which
persons with injuries typical of domestic violence are "outliers" or incongruous for the
stated cause.

(5) Develop recommendations for data collection and systems which will identify language
spoken at home, aboriginality, country of birth, and any other demographic risk factors
identified by the study.
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CHAPTER 2. LITERATURE REVIEW

This literature review includes a discussion of the epidemiolegy of domestic violence in the
context of other injury (both nationally and internationally), a comparison of data sources for
information on domestic violence injury, a discussion of studies conducted in emergency
departments and their limitations, a comparison with the experience of child abuse, and
relevant recommendations arising from the literature. Because of variations in the definition of
domestic violence, this literature review will encompass terms such as 'partner abuse', 'spouse
abuse', 'battering'. and 'familyviolence'.

2.1. INTRODUCTION

In 1991 the National Committee on Violence reported an increase in the number of violent
crimes in Australia between the periods 1973-74 to 1987-88 (Nutbeam et aI., 1993). The
majority of people committing acts of violence were male, as were the majority of public
hospital treated victims. However, females were over-represented as victims of domestic
violence and sexual assault (Nutbeam et aI., 1993).

A number of organisations are known to collect data on intentional injuries, including the
Victorian Police Force, Attorney General's office (court statistics), and various Government
commissioned departments (e.g., Social Development Committee). The Australian Bureau of
Statistics (ABS) carries out state and national surveys dealing with crime, victimisation and
public attitudes towards reporting violence to the police or to the justice system (Nutbeam et
aI., 1993). The Victorian Department of Health and Community Services collects data on
children under the age of 18 years who are at risk of abuse (physical, sexual or emotional)
and/or neglect and who have been injured as a result of this. However, these data sets are not
co-ordinated and many injuriesmay not come to the attention of reporting bodies.

2.2. THE NATURE AND EXTENT OF INTENTIONAL INJURY

Intentional injury encompasses a range of injury types including suicide, attempted suicide,
homicide, child abuse, domestic violence, sexual assault, and assault. As part of the health
goals and strategies towards the year 2000, the Australian Commonwealth Department of
Health, Housing and Community Services identified injury as the leading cause of death in
males aged less than 45 years, and for femalesunder 30 years (Nutbeam et aI., 1993). Injury is
also the leading cause of premature death to 65 years of age.

During the financialyear 1991/92, 429,725 offences were reported to the Victorian Police. Of
these, 2.3% referred to major crime against the person (2% homicide, 61% serious assault,
10% rape, and 27% robbery) (Victoria Police Statistical Review 1991/92). Statistics collected
in Victoria under the Crimes Family Violence Act (1991/92 Monitoring Report) showed 5,180
aggrieved family members came before the Magistrates Court in 1990/91 and 7,399 in
1991/92, and 4,512 intervention orders were made in 1991/91 (Crimes Family Violence Act;
1991/92 Monitoring Report). Children's Court Statistics in Victoria showed that 1,258
Protection Applications were taken out on behalf of children at risk of abuse in 1991
(Children's Court Statistics: Victoria 1991).
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Henderson (1992) reported on State Coroner's Office data which indicated that 26% of
unnatural deaths were self-inflicted, and 9% the result of assault or unknown intent for the

financial year 1989/90. Suicide peaked at age 20-29 and approximately 80% of reported
suicides referred to men.

Langlois et al. (1992) analysed Victorian hospital admission data over a five year period 1986
1991, and found that 22,760 cases (10% of all injury cases) were attributable to intentional

injury, with half referring to self-inflicted injuries. Overall, males were over-represented in
every age group for injuries inflicted by others, and a slight increase in hospitalisation rates for
both self-inflicted injury and injuries inflicted by others was recorded over the five year period.

The Victorian Injury Surveillance System (VISS) investigated the frequency of intentional

injury presenting to the emergency department of several Victorian public hospitals (Routley &
Ozanne-Smith, December 1992). Fights, assault, and intended self-harm made up a significant
proportion of all emergency department presentations for adults 15 years and over (13 % of all
adult injury presentations). Fifty-nine percent of adult intentional injuries referred to a fight or
quarrel, 30% to intended self-harm, and 13% to assaults. Intentional injury was found to be
less prevalent in children (Routley & Ozanne-Smith, December 1992). Reports from the State
Coroner's Office stated that child abuse accounted for 4% of injuries resulting in death for
children, 1989-1990 (Routley & Ozanne-Smith, December 1992).

In December 1988 the Victorian Parliamentary Social Development Committee released a
report on community violence. Special reference was made to children, young people and
families including recommendations for raising public awareness and targeting child and spouse
abuse. The committee acknowledged community abuse in the home as a widespread problem,
noted that the full nature and extent of family violence was unknown, and isolated the need for
comprehensive data collection.

The prevalence of intentional injury is smaller than that of unintentional (accidental) injury, yet
it is of particular concern given that it represents a preponderance of violence and crime.
Although domestic violence is included within the overall context of intentional injury, the
epidemiology of domestic violence requires separate analysis and review due to the intimate
and under-detected nature of the abuse, and the need to inform policy and services.

2.3. EPIDEMIOLOGY OF DOMESTIC VIOLENCE

A recent report on domestic violence by the American Medical Association Council on
Scientific Affairs claimed that around two million U.S. women are severely assaulted by their
male partners each year and that between 20 and 30 percent of all women will be physically
assaulted by either their partner or an ex-partner at some stage in their life (Children's Safety
Network, January 1993). The Council on Scientific Affairs (1992) also reports a domestic
violence prevalence of approximately two million cases every year in the United States. Stark
and Flitcraft (1991) claim that the problem is more directed at females, and that separated,
divorced or single women are most at risk of being battered. They state that battering or
ongoing abuse may be the most common cause for women seeking medical attention and that
it accounts for "more injury episodes than auto accidents, muggings and rape combined"
(1991, p. 139).
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The New York Police Department - Domestic Violence Prevention Program reports that at
least two police visits were made in 85% of the cases prior to Domestic Homicide, and 5 visits
in 50% of the cases (Queensland Domestic Violence Task Force, 1988).

As many as 95% of cases of domestic violence are claimed to be unrecognised by treating
medical staff in the United States (US Dept Health and Human Services, 1981). Randall
(1990) estimates between 22 and 35 percent of all women seeking emergency treatment do so
as a result of abuse-related injury (Children's Safety Network, January 1993). The Children's
Safety Network (January 1993) has outlined a number of protocols for identifying and treating
victims or abuse presenting to hospital emergency treatment rooms. These protocols were
developed as part of the U.S. Department of Health and Human Service's Objectives for the
Year 2000.

The epidemiological issue of domestic violence presenting to the medical profession was
investigated at the University of Queensland (Roberts, 1993~Roberts, OtToole, Lawrence and
Raphael, 1993~Roberts, 1994). The study aimed to investigate the prevalence of domestic
violence presenting to the emergency department of a public hospital, and to determine the rate
of detection of cases by medical staff Roberts et al. (1993) report as many as one in every
hundred emergency department attendances are the direct result of domestic violence.
However, the authors caution that this is likely to be an underestimate given the probability of
under-reporting and the high proportion of victimswho deny victimisation at the hands of their
intimates.

Of some concern was the finding by Roberts (1993) that almost 70% of the victims had
presented to the hospital emergency department between the hours of 5pm and 8am, a time
when few referral services were available. Roberts (1993) claims that 35% of the victims
reported injuries or domestic violence health-related problems during the past year, and that
78% of them had received medical treatment for their injuries. Of the 47 victims receiving
medical treatment, approximately half had attended a general practitioner, and approximately
half a hospital emergency department (several victims had both attended a general practitioner
and the hospital emergency department).

The results of the two prevalence studies carried out by Roberts et al. (1993) indicates that
30% of women and 13% of men reported a history of family violence in the first prevalence
study, and 31% of women and 16% of men in the second prevalence study (Roberts, 1994).
Adult history of domestic violence as a proportion of this represents a female to male ratio of
approximately 3.8:1 to 2.7:1. A number of adults reported a history of both child and adult
domestic violence (8% female and between 2-4% male) which supports the findings by Stark
and Flitcraft (1991) of an association between child and adult victimisation. Roberts (1994)
found that women comprised 80% of those reporting having attended the emergency
department as a result of domestic violence. Thus, being a female and having a history of
domestic violence were the two main risk factors associated with domestic violence.

From the case-control studies carried out in 1991 and 1992, Roberts (1994) found that 6.4%
of the self-reported victims in the first study and 4.4% in the second had a previous history of
domestic violence recorded on their medical records. Given that non-English speaking people
were excluded from the study and that estimates suggest that about 25% of people attending
emergency departments are unable to speak English, this finding is considered conservative
(Roberts, 1994). In the absence of records identifyingthe history of domestic violence, or the
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medical records containing a synopsis of previous domestic violence related presentations, the
ability to track alerting characteristics over time is very limited. This limitation has

repercussions for identifying recurring domestic violence in future presentations at the hospital,
and thereby delays appropriate intervention.

Although Roberts (1994) found that most doctors and nurses were able to detect domestic

violence, they reported feeling inadequate without the aid of a social worker. This was partly
in response to lack oftime, but sometimes reflected poor management (e.g., lack of knowledge
regarding referral services or not being aware of hospital protocols even though posters were
displayed on the staff notice board). Overall, Roberts (1994) found that staff education and
training was successful, yet that ongoing in-service training was needed to ensure optimum
levels of detection. As a result, the principles and materials used in the staff training program
(Stage 3) have been adopted by the Queensland Health Department for educating and training
doctors and nurses in public hospitals in issues dealing with domestic violence.

The study carried out by Roberts and her colleagues during the early 1990's provides the first
Australian prevalence data on domestic violence presenting to emergency departments.
Clearly, similar research is needed in the various states to assist in estimating the true extent of
the problem across the broad range of cultural experiences in Australia.

2.4. DOMESTIC VIOLENCE DATA SOURCES

In recent years domestic violence has gained increasing attention from health sector
researchers in the area of injury prevention and control. Given that victims of domestic
violence present across the broad range of medical services, including doctors' offices, clinics,
emergency departments, hospital units, and paediatric units with their children, there exists the
possibility for a wide variety of different entry points where data can be collected (Loraine,
1981). Stark and Flitcraft (1991) comment that no pre-existing database is available in the
United States to estimate the prevalence of domestic violence. However, New York, New
Jersey and Connecticut have each developed their own program to train health care personnel
in the identification of domestic violence.

Stark and Flitcraft (1991) refer to hospital medical records as a source of data for identifying
domestic violence. Although medical records are a valuable document for tracking the
patient's history of violence and service usage, Stark and Flitcraft claim that no attempts have
been made by hospitals to establish the records as a data base. A further problem exists
whereby physicians infrequently diagnose or record abuse in the patient records. Thus,
estimates of the incidence of abuse based on physician reporting or discharge diagnoses
severely underestimates the problem. At least four hospitals in the United States have
successfully adopted the system developed by Stark et al. in 1981 where case records are
reviewed retrospectively to determine 'positive', 'probable', or 'suggestive' domestic violence.
This in turn alerts treating staff to the patient's pre-existing history of domestic violence.

In Victoria, Watt (1992) described a number of limitations of the Victorian Injury Surveillance
System as a source of injury prevalence data. These include; less severe injury cases may
present to general practice, private hospitals are not represented, bias due to varying time
collection periods, and geographically limited catchment areas not representative of the state
population.
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Domestic violence data is also collected separately by hospitals outside the VISS catchment
area, medical clinics, refuges, emergency housing organisations, self-help groups, police,
judicial and court systems, other crime monitoring bodies (e.g., the Australian Institute of
Criminology), and government bodies such as the Attorney General's Department, the National
Committee on Violence Against Women, The Office of the Status of Women: Department of
the Prime Minister and Cabinet, and the Australian Bureau of Statistics. However, given that

each of these employ varying definitions of domestic violence, estimates of the problem will
also vary, and records will overlap. Furthermore, unless statistics are kept by all organisations
dealing with the victims of domestic violence, the true utilisation of services, and the relative
number of victims turned away from organisations or placed on waiting lists as a result of
under-resourcing and lack of funding cannot be estimated. It is evident that five main
problems need addressing: (1) non-standard definitions of domestic violence; (2) under
reporting; (3) inadequate detection and recording of domestic violence; (4) incompatibility
between data sources; and, (5) the lack of uniformity in collecting statistics across the different
data sources.

2.5. INTERNATIONAL STUDIES CONDUCTED IN HOSPITAL EMERGENCY
DEPARTMENTS AND OTHER MEDICAL SERVICES

Rounsaville and Weissman (1977-78) published the first study of battered women in an
emergency room. They based the need for this research on the premise that physicians, general
practitioners and surgeons would often be the first point of contact with battered women who
had sustained injuries. The results of the study found that battered women constituted 3.8% of
surgical admissions in the emergency room of a university hospital over a one month period.
Seventy-six percent of the women expressed interest for immediate psychiatric consultation
while in the emergency department, and though all were offered follow-up treatment, only
35% of the women kept their next appointment with the psychiatrist. Rather than suggesting
that women are reluctant to utilise mental health services, this may reflect an unwillingness to
be seen as emotionally or mentally unstable.

The injuries sustained as a result of abuse, were largely contusions and soft tissue injuries
(62%), while some were more severe, e.g., head injuries, fractures, and perforated membranes.
In general, the majority of injuries occurred to the head and neck region. Surprisingly, 54% of
the women in the study had attended the emergency department on a previous occasion, yet
only 15% had actually been identified as victims of partner abuse. Given the above, together
with information that the average period of abuse was 6.7 years, and 48% of the women were
subject to abuse at least once a month, the medical profession was slow to offer these women
anything other than treatment for their current physical condition, i.e., the "bandaid effect"
(Rounsaville and Weissman, 1977-78). Brekke (1987) notes that when clinicians fail to detect
abuse they are in fact serving the role of an "unwitting accomplice to the continuing abuse by
reinforcing the denial of the victim or perpetrator" (p. 333).

Goldberg and Tomlanovich (1984) surveyed 492 hospital emergency department patients and
found that 22% identified themselves as victims of domestic violence. They proposed that
emergency department personnel should be able to refine identification of domestic violence
victims, offer them helpful assistance, better treatment modalities and a plan for crisis
intervention.
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Pahl (1979) supports the premise that since physicians are often the first people apart from
family and friends to become aware of the problem of domestic violence, they possess the
responsibility to act on the information presenting before them, by offering victims treatment,
advice, assistance and support. In an English study of 50 women residing in a Women's Aid
refuge, Pahl (1979) found that 32 had confided problems of domestic violence with their
general practitioner, 35 had called in the police, and 40 had spoken with a social worker. In
reference to the 32 women who had confided in their doctor, 44% claimed their doctors had

not been helpful, e.g., prescribing anti-depressants and tranquillisers, or giving them
inappropriate, irrelevant or unsympathetic information. On the contrary, the most helpful
doctors offered sufficient consultation time to delve into the patient's marital problems, offered
appropriate (often non-medical) long term solutions, and documented the physical evidence of

abuse that could be later used in support of judicial proceedings or securing housing
commission. It was apparent that physical treatment constituted only a small part of the
physicians' role in treating domestic violence.

Perhaps the study that most impacts on domestic violence research in the medical setting is
that of Stark et al. (1981). They refer to battering as "a syndrome of control and increasing
entrapment which generally involves a whole history of injury, medical complaints, rape, child
abuse, isolation, stress, attempted suicide, substance abuse, depression and other psychosocial
problems" (1991; p. 123).

In their monograph, Stark et al. (1981) explore domestic violence as viewed through the eyes
of the medical profession, and introduce a profile for detecting "at-risk women using the
medical system". This involves a process of identification using surgical and medical settings
(including indexes of multiple injuries, a body map, whether the victim was raped, the severity
of the injury, pregnancy and trauma history) and reviewing patient medical records.
Recommendations of how to respond to the problem are also given.

The results of Stark et al. (1981) suggest that 21% of all women presenting to the accident and
emergency surgical department are battered, and that almost half of all injuries incurred by
women result from abuse. However, when based on single injury episode only 6.4% of the
women were positively identified as current victims of partner abuse (self-disclosure of who
perpetrated the crime), 5.1% as probable victims (women who did not report that the assault
inflicted on them was perpetrated by an unknown assailant, mugger or robber), and 2.3% as
suggested victims (explanations inconsistent with anatomic injuries). That is, the prevalence of
domestic violence cannot be determined by single injury episodes alone, but requires
examination of the medical history of women over time and determining whether a pattern of
injury events exists. For example, 17.4% of the women were reported to incur injuries as a
result of domestic violence in the preceding five years. Stark et al. (1981) also estimate that
one quarter of all female suicide attempts (and 50% for black women) could be accounted for
by battering. Although the figure of 21% is strikingly high, they claimed that only one in every
25 cases was detected by medical personnel, and that failure to diagnose and manage the
problem only further maintains the abuse. These findings underscore the need for improved
diagnostic techniques.

Overall, 564 "at-risk" women presented to the Emergency Surgical Services during the sample
year of study (Stark et al., 1981). Of these, 52% were defined as 'positive women' who
averaged a total of7.01 visits per year, 36% were 'probable women' averaging 4.89 visits, and
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12% were classified as 'suggestive women' averaging 3.94 trauma visits per year. Results
were also obtained on the location and type of injury incurred and highlighted a difference
when compared with the 591 non-battered women in the control group. For instance, 36% of
the injuries to battered women were to the neck, face or throat as opposed to 14% in the
control group. Injury sites were also compared for each of the "at-risk" groups.

In addition, Stark et al. (198!) looked at a number of demographic factors to assess whether
they could be used as predictors of battering. Their findings suggest that factors such as
welfare status, marital status, reproductive history, medical resource utilization, psychosocial
problems, mental health, and paediatric history may play a role. Furthermore, a number of
suggestions for increasing the detection and diagnosis of domestic violence in the medical
arena were outlined.

Klingbeil and Boyd (1984) claim that one of the barriers to detection of domestic violence is
the phenomenon of "minimization." Minimization is "the process by which the battered
woman, knowingly or unknowingly, reduced the intensity or magnitude of each abusive event
and then proceeds to reduce the number of events as their frequency increases" (1984, p 9). It
misrepresents the health care system as being insensitive to victims, and fosters an
underestimate of the true extent of the problem. Confounded by this is the problem of the
partner's presence at hospital and not being able to obtain a clear understanding of the nature
and extent of the problem. Klingbeil and Boyd (1984) suggest that treating staff need to
ensure that the patient will be safe, that a follow-up appointment is in place, and that
appropriate referrals are made to guard against recidivism, before the patient is discharged
from hospital.

Brismar, Bergman, Larsson and Strandberg (1987) targeted battered women who attended the
emergency department ofa hospital during an 8 month period in 1983-1984. Findings showed
that battered women comprised 9.1% of allwomen presenting to the hospital with injuries, and
3% of all female hospital emergency department presentations over that period. Injuries were
mainly caused by punching of the head, face and arms and resulted in multiple soft-tissue
injuries, e.g., 76% of the injuries were to the head and face, and 77% involved multiple
abrasions. A total of 28% of women had severe injuries which included fractures, concussion,
eardrum perforations and thoracic or abdominal trauma. Results showed that the treatment
group made higher use of both somatic and psychiatric care over the 10 years proceeding the
study, than the age-matched controls.

Brismar et al. (1987) claim that an increased awareness by surgeons, general practitioners and
psychiatrists of the patterns of abuse and the cycle of recurrent unexplained injuries, would
encourage earlier intervention. Brismar and Tuner (1982) believe that it is the responsibility of
physicians to detect the abuse and to act as mediators in instigating referrals. Given that the
emergency department is often the main point of entry into the health system for victims of
domestic violence, Klingbeil and Boyd (1984) believe that it is becoming a complex social
agency required to address both psychosocial and medical problems.

Mullen (1987) claims that the medical profession is lacking in its treatment of victims of
domestic violence as physicians often treat injuries suggestive of physical trauma without
making adequate inquiries about the source of the injuries. Furthermore, anxiety states,
depression, and non-specific complaints of physical disorder merely mask the problem of
physical abuse, and are therefore overlooked as potential indicators of domestic violence.
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Although victims of domestic violence are notorious for protecting their intimate secrets of

abuse, Mullen claims that doctors need to probe and question further to give their patients the
opportunity to respond to their suspicions of abuse. This is particularly important given that
Hopayian, Horrocks, Gamer and Levitt (1983) and Knowlden and Frith (1993) found that
victims often consult their local doctors with psychological rather than physical symptoms of
abuse (i.e., depression, anxiety, nervousness, insomnia), or with physical symptoms of
psychological distress (i.e., nausea, diarrhoea, rashes, chronic pain, palpitations).

Walker-Hoop er (1982b) claims that most battered women have at some time been treated with

sedatives, hypnotics, tranquillisers or anti-depressants, and that such treatment only
perpetuates the reality of the violence and reduces the ability of women to respond. Although
Viken (1982) claims that these prescriptions are partly justified, battered women often return

to the abusive environment with remedies designed to treat only the physical symptoms
without reference to the overall reality of the assault. Thus, unless doctors probe into the
origins of the symptoms, the abuse may escalate to dangerous levels and remain undetected for
years.

The problem of the chronic victimization of battered women has been investigated by McLeer
and Anwar (1987). Chronic victimization refers to the process whereby battered women are
subject to re-victimization not only from their attackers, but by the health care system for
failing to direct interventions towards the prevention of future battering. This is emphasised by
a comparison between how the medical profession addresses two types offamily violence, i.e.,
domestic violence and child abuse. The medical and health care services have become

increasingly proficient at detecting physical abuse of children over the years yet fail to draw the
same analogies with domestic violence. Appropriate institutions have been designed to help
identify child abuse and manage the problem in medically appropriate ways. To date however,
domestic violence has not been readily identified by the medical arena, nor have any
mechanisms been adopted within the medical profession to help prevent the possibility of
future abuse (McLeer & Anwar, 1987). McLeer and Anwar therefore propose a number of
protocols directed towards the re-organisation of emergency department staff to address the
problem of chronic victimization.

McLeer and Anwar (1987) claim that between 16% and 30% of women report domestic
violence as secondary to the traumatic injury which perpetuated the emergency department
presentation. The primary concern expressed is that many women were treated for their
medical and surgical problems and then sent home without having any intervention directed at
reducing the possibility of future battering and injury (McLeer & Anwar, 1987). Given that
the initial presentation usually consisted of vague complaints and that these appeared to be an
indicator of ongoing physical abuse, and that battering tends to increase in frequency and
severity (Dobash and Dobash, 1984), the current hospital presentation may be an indicator that
the battering problem has escalated to a more serious level.

Thus, McLeer and Anwar (1987) present a number of protocols concerning the role of the
emergency department physician in quickly identifying and helping to prevent future domestic
violence. These include the use of direct questions when inquiring about how the injury was
sustained, seeing that an adequate history is obtained, making a detailed assessment of the
patient's functional status, assessing the patient's need for a shelter and legal information,
accessing a local referral network, and devising a follow-up plan to ensure the patient's safety.
Although admitting the patient for protection appears to be an appropriate intervention,
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Loraine (1981) warns that doctors should not pressure patients as this may lead to further
harm when the patient gets home. In this instance, appropriate follow-up must be provided.

Similarly, Brekke (1987) devised a protocol to jointly address the issues of wife and child
abuse in the clinical setting. The primary concern was victim safety and the types of
consequences resulting from the disclosure of abuse. In fact, Brekke claims that careless
detection of abuse can be just as confounding as undetected abuse, and that it can hinder the
process for intervention. In sum, the strategy for detection proposed by Brekke refers to
"funneling". Funneling is the process whereby information about the clients family life and
experience of abuse is obtained gradually. According to Brekke, "funneling" is a more
accurate way of obtaining information, is sensitiveto the clients emotions, and is typically non
directive. Funneling also includes the administration of the modified Conflict Tactics Scale
devised by Straus in the late 1970's.

D.S. figures show that females are at greater risk of receiving nonfatal injuries due to rape,
child sexual abuse and assault by intimate partners, and that acts of physical aggression
between spouses occurs at a rate of one in every six homes (The Third National Injury Control
Conference, April 1992). Russell (1982) claims that 14% of females surveyed in San
Francisco had been raped by a husband or ex-husband in marriage (The Third National Injury
Control Conference, April 1992). These figures serve to highlight the potential for hidden
violence in the home and in the private arena.

In 1989, McLeer and Anwar undertook a study which involved retrospective review of every
fourth medical record that referred to female trauma (other than motor vehicles and natural
disasters) over a one year period. They found that the percentage of women who identified
positive for battering was 5.6, and that this percentage rose to 30% in the following year after
triage nurses in ED had been trained in the administration of a protocol to aid in the
identification of battered women (McLeer & Anwar, 1989a). Similarly, Tilden and Shepherd
(1987) found that the identification of battered women increased once nurses were educated
about domestic violence and adequately trained in interviewing skills. The findings of an 8
year follow-up study by McLeer and Anwar (l989b) found that only 7.7% of female trauma
patients were identified positive for battering in the absence of a protocol. Thus, ongoing
identification and treatment of domestic violence is only successful with the introduction of
institutional policies and procedures designed to address domestic violence in the emergency
department.

In a 1990 study, Bergman and Brismar found that wife battering was recorded in only 18% of
the medical records of patients who attended a surgical emergency department with a history
of domestic violence, i.e., hospitalised in the preceding ten years for similar injuries or known
to the social services. Bergman and Brismar concluded that identification of victims was
limited and that co-operation between the medical, social and police services was particularly
poor. Goldberg and Carey (1982) suggest a number of indicators of domestic violence which
include:

• Repeated emergency department visits for minor injuries
• History of being "accident prone"
• Soft-tissue injuries
• Injuries on areas of the body normallycovered by clothing
• Implausible explanations for injuries
• Simplisticor vague explanations for injuries
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• Psychosomatic complaints
• Depression

• Pain - especially chronic

• Substance abuse in patient or spouse
• Suicidal gestures or attempts

• Psychiatric histOlYin patient or spouse

• Previous marriage counselling

• History of prior physical abuse

• History of observing someone else being abused
• History of sexual abuse.

(Goldberg & Carey, 1982, p. 67).

In addition, Sedlak (1988) claims that a history of child abuse in the victim's or abuser's family

of origin, or the perpetration of child abuse in the family is generally associated with the
occurrence of domestic violence. Houghton (1981) claims that a battered woman can be
recognised by her demeanour (e.g., embarrassed, no eye contact, upset), by who accompanies
her to the Emergency Department and the behaviour of this person, whether the injuries fit the
explanation given, the site of the injuries (e.g., head, neck, throat, chest, abdomen and
genitals), the type of injury (e.g., abrasions or contusions), whether the woman is pregnant
(particularly with her first child), the time lag between the injury episode and the time of the
presentation, repeat calls to the Emergency Department, and other presenting symptoms such
as depression and drug and alcohol related problems. In relation to the role of alcohol, Viken
(1982) and Stark and Flitcraft (1991) state that husbands who drink heavily not only beat their
wives when they are drunk, but also when they are sober. Viken claims that they use alcohol
as "an excuse to sanction their deviant behaviour" (1982~ p 117). Furthermore, battering may
account for up to 50% ofthe female alcoholism problem in that many women who are battered
seek solace from the bottle (Stark and Flitcraft, 1991).

Walker-Hoop er (1982b) found that violence increases during pregnancy and that battered
women experience a higher number of miscarriages and abortions than non-battered women.
VandeCastle, Danna, DeCoster and Thomas (1994) carried out a population-based prevalence
study in four D.S. states and found that between 3.8 and 6.9% of women were physically hurt
by their partner during the twelve month period preceding childbirth.

Houghton (1981) claims that nurses should be trained to look out for alerting characteristics to
ensure that battering does not remain a hidden crime and that women are adequately helped.
Furthermore, she states that care should be taken to treat the emotional wounds of the victim
by helping them to feel safe, by restoring predictability to the victims world, helping to restore
a sense of control and dignity, and creating the opportunity for a battered woman to disclose
abuse.

A recent study in Philadelphia observed interactions between battered women and Emergency
Department staff, involved interviews with staff, and reviewed medical records. Results
indicated three factors related to minimal training which affected staff response to battered
women (Kurz, 1987). The first was that staff formed images of abused women based on
whether their demeanour depicted a true representation of the abuse (positive), or whether
they were evasive and possessed stigmatising qualities (negative). The second refers to
feelings of helplessness and staff feeling that there was little they could do for battered women.
Thirdly, staff did not feel that battering was a legitimate medical problem and therefore
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regarded it as "dirty work". Given this, Kurz (1987) believes that part of the problem in
identifying battered women lies in the perceptions and judgements held by treating medical
staff and the fact that they regard battering as a mental health problem. Stark and Flitcraft
(1991) claim that almost half of all female inpatients in mental health clinics are victims of
woman abuse. In this respect, women are branded as the "sick" participant in abuse, rather
than the assailant (Walker-Hooper, 1982b).

A number of reasons have been suggested as to why medical staff are reluctant to diagnose
patients as victims of domestic violence. These include fear of litigation, fear of being sued by
the assailant, lack of time to attend court, fear of falsely classifyingthe patient as a victim, and
fear of making things worse (particularly if the patient decides to remain in the abusive
relationship) (Walker-Hooper, 1982b). It is clear that concise recording of all hospital
presentations are required to ensure that a record is kept of the details of each injury episode,
and so that links or trends can be seen across time. This is particularly important given the
transient nature of medical staff in the emergency department and the cycle of hospital
presentations evident in domestic violence patients. Providing that records are clear, factual
and do not contain subjective statements or reference to personal prejudices, the evidence is
more likely to later assist patients wishing to seek justice and protection in court, i.e., if
subpoenaed (Walker-Hooper, 1982b).

The incidence of domestic violence in the United States and Great Britain therefore appears to
be greater than the rate of report. Given the nature of domestic violence and the intricate
emotional, economic, and social factors perpetuating the problem, women are often subject to
continual physical abuse, which because it occurs in the private domain, has the potential for
remaining undetected over the years. The problem of re-abuse occurs when women seek the

help of a physician, yet are only offered treatment for their wounds. Recently there has been a
move to encourage the medical profession to become more alert to the needs of women
presenting to the emergency department of hospitals or to general practice, so that abuse can
be detected and dealt with at an earlier stage.

2.6. THE AUSTRALIAN CONTEXT

The Public Health Association of Australia acknowledged domestic violence as a public health
problem, and has called for the development of protocols to investigate the extent of the
problem, and to identify the prevalence of domestic violence, its causes, severity, and the cost
to the Australian community. Furthermore, the Public Health Association of Australia has
resolved to approach the Australian College of General Practitioners, the Australian Medical
Association and university medical schools to increase knowledge of domestic violence, and to
promote the detection and management (i.e., treatment and referral protocols) of domestic
violence in the Australian community (PublicHealth Association of Australia, 1993).

In 1992 the National Committee on Violence Against Women (NCVAW) recommended that
Emergency Department protocols be developed to address domestic violence. These included
provision for free medical treatment funded through Medicare, and that staff be trained
according to the standards recommended by the NCVAW National Training Guidelines of
Australia.
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Roberts (1994) claims that few studies have been carried out in Australia to address the

problem of domestic violence. Although she acknowledges a community survey of domestic

violence and a number of small attitudinal surveys carried out by refuges, few have directly
related to the incidence and prevalence of domestic violence. Thus, her Queensland study is
the first major study aimed at trying to assess the level of under-detection in hospital
emergency departments.

A 1988 Queensland study analysed homicide data over a five year period from 1982/83 to

1986/7, and found that 22% of the 268 homicides were committed within the relationship of
spouse or defacto (Queensland Domestic Violence Task Force, 1988). A further 15.6% were

committed by a family member (10.8%), other family (2.2%) or boy/girl friend (2.6%). The
NSW Bureau of Crime Statistics and Research (Wallace, 1986) reported higher statistics on
family related murder, i.e., 47% of all female murder victims were killed by their spouse, and
46% of these had occurred within the first four years of the relationship (Queensland Domestic

Violence Task Force, 1988). Given that Goodwin claims suicide is "a common sequel to
family violence", epidemiologists need to ascertain the extent that suicide results from a history
of domestic violence (1985, p 1075). Walker (1987) claims that more homicides and suicides
occur at the point of separation and that this therefore reflects growing bitterness over the
breakdown of a relationship.

Findings from the 1988 Queensland Domestic Violence Task Force Phone-In resulted in 856
reports of domestic violence over a four day period. The results revealed that 88% of
respondents reported physical violence by their partners. The more serious injuries included
broken bones (22%), nervous breakdown (16%), and loss of consciousness (10%). However,
given that a voluntary phone-in represents a biased sample and the results cannot be
generalised for the whole population, the true nature of the problem in Queensland is currently
unknown.

Cuthbert, Lovejoy and Fulde (1991) monitored cases of alleged violence presenting to the
Emergency Department of the St Vincent's Hospital, Sydney during a six month period in
1988/89. The investigators felt that the Emergency Departments would be the most likely
place for victims to go if they were the subject of a violent act, and that this would therefore be
a greater catchment area for the detection of violence than for the police. Injury Surveillance
Data was used to identify the incidence of violence and to help formulate protocols for the
organisation and management of alleged assault presenting to Emergency Departments.
Surveillance forms were completed and analysed for 60% of the alleged assault presentations
(N=512).

Results from Cuthbert et al. (1991) found that 7% of males were assaulted in the home as
compared to 38% of females, and that this type of assault generally occurred in the early
evening. Although the study concentrated on violence in general, the investigators noted that
domestic violence appeared to be a significant proportion of the patient population and
suggested that some cases may have been overlooked by staff. However, the authors claim
that the results are only indicators of the violence problem and do not represent the full nature
of the problem, e.g., they did not include cases where patients were under the influence of
alcohoVdrugs or who were severely injured and therefore admitted directly to the operating
theatre or intensive care unit.
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In 1991 the Women's Policy Unit of the Queensland Government funded a Queensland Victims

of Crime Survey which found that although more men (5% of Queensland men) were assaulted
than women (3% of Queensland women), assault against women was found to be largely
perpetrated in the private sphere (Le., 38% of women were assaulted in or around the home,
compared with 11% of men). A face-to-face questionnaire was administered to a sample of
7,500 usual residents of private dwellings in Queensland. Results showed that 65% of women
who were assaulted knew the offender, 31% of the women were assaulted by a former or
current partner (78% of whom sustained physical injuries), and 16% of these assaults involved
rape, attempted rape or sexual assault. Only 34% of the women assaulted reported the
incident to the police, yet 65% of women incurred a physical injury as a result of the assault.
This figure rises to 78% when describing the proportion of women sustaining physical injuries

as a result of an assault by a current or former partner. However, the Women's Policy Unit
indicated that these results should be interpreted with caution given that the reality of women's
violence is often distorted and largely under-reported in crime victims surveys (Women's
Policy Unit, Queensland Government, 1992).

Domestic violence was addressed as a problem in Victoria in 1981 when the Domestic

Violence Committee was formed under the auspice of the Labor Government (Alexander,

1988). This culminated in the Crimes (Family Violence) Act 1987 which placed domestic
violence in the criminal domain. Magistrates were given the power to place intervention

orders on family members (including defacto) who had injured, harassed or threatened to harm

another family member or their property. The order restricts contact and/or communication

between the parties involved and also has the flexibility of imposing conditions on behaviour

(e.g., attend counselling). It is valid for twelve months and includes the automatic power of
arrest if contravened in any way (Alexander, 1988).

A Victorian study found that domestic violence comprised 23% of serious assaults on civilians
between 1987 and 1989 (Nutbeam et al., 1993). The 1987 Australian Bureau of Statistics
National Victims of Crime Survey reported that 36% of women had been assaulted in the

home compared with 10% of men (Nutbeam et aI., 1993). Matka (1991) found the incidence
of domestic violence in N.S.W. to be greater in families with a lower socioeconomic status

(Nutbeam et aI., 1993). Given this, domestic violence was specifically identified as a public
health issue in "Goals and Targets for Australia's Health in the Year 2000 and Beyond"
(Nutbeam et al., 1993), and a target has been set to reduce morbidity resulting from domestic
violence, with women as the priority population. This issue is further addressed in a

complementary set of health goals and targets for women (Nutbeam et aI., 1993).

In response to the new directions provided by the National Health Goals and Targets for the
year 2000 (Nutbeam et al., 1993), the NSW Department of Health issued a general policy
directing local and regional health departments to develop a protocol to be circulated to all
health services. As a direct result of this, the North Coast Region of the NSW Department of
Health issued a ten page domestic violence hospital protocol in 1988 outlining Hospital
Policies and Procedures for Care of Confirmed or Suspected Victims of Domestic Violence.

The protocol defines domestic violence and makes reference to the needs of the victim, nursing
management, counselling management, attitudes to domestic violence, documentation, legal
aspects, training, and support services and resources (Department of Health, NSW, North
Coast Region, 1988).
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2.7. LIMITATIONS OF HOSPITAL EMERGENCY DEPARTMENT STUDIES

It is clear from the studies from various countries that domestic violence appears to be much
more prevalent than generally thought. Although the emergency department has been

targetted as a valuable source of information, the proportion of under-reporting or the
percentage of victims not detected is still unknown. The level of under-detection is further

obscured by changes in the definition of domestic violence across the different hospitals and
studies. For instance, Stark et al. (1981) did not include males in their definition of domestic

violence as they claim that it is mainly a female problem. However, narrowing the definition

exclusively to women fails to address the whole extent of the problem. That is, it denies the

reality of female-to-male violence and perpetuates system abuse of males who are abused by
their partners.

Further, victims who present to emergency departments represent only a proportion of the
total number. Others with less severe injuries may present to other services or fail to present at
all. Nevertheless, the emergency department can provide much useful information to help
clarify the major issues and contribute to strategic planning for interventions.

2.8. FOLLOWING THE EXAMPLE OF CHILD ABUSE

Similarities can be seen between domestic violence and the history of child abuse, in that child
abuse was once largely hidden from the medical profession and plagued by high levels of
under-reporting (National Committee on Violence, 1990). Largely through the introduction of
mandatory reporting and the development of training programs to aid in the detection,
management and reporting of child abuse have the medical, social, psychological and legal
professions become more aware and adept at detecting child abuse. Medical practitioners
were previously hesitant to intervene in cases of child abuse unless they had evidence clearly
confirming that child abuse had actually taken place (National Committee on Violence, 1990).

Since the introduction oflaws in November 1993 obliging health and human services personnel
to report suspicion of child abuse in Victoria, the reported incidence of child abuse has
escalated beyond the predicted 8% increase predicted by the government in 1993. The number
of notifications of child abuse made to the Department of Health and Community Services in
Victoria between November 8, 1993 and March 20, 1994 (since the introduction of mandatory
reporting) increased by 30% as compared to the same period the year before (i.e., pre
mandatory reporting). Per month, the increase ranged from between 39-79% as compared to
the same period the year before (Statistics from the Department of Health and Community
Services, May 1994).

Mandatory reporting and an increase in the number of notifications of child abuse has served
both to increase awareness of the problem in society, and most importantly, has fostered early
intervention as a countermeasure against the cycle of continuing and escalating levels of abuse.
Although mandatory reporting is serving an important role in the area of child abuse, similar
plans for reporting for adults would need careful investigation and consideration because of the
increased complexity in adult cases.

Both child abuse and domestic violence are the result of injury or harm inflicted by a member
of the family in a position of power. Both are hidden within the private arena and often
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involve years of nurturing a torturous feelings of guilt, shame, fear and disappointment. When
the management of child abuse was taken away from the private arena (the family) and given
to the state, the problem became a matter of legal and increased social concern. Bringing
domestic violence onto the public agenda will improve the detection and management of
domestic violence by the medical profession, and ensure that victims are referred to the
appropriate sources for intervention. Domestic violence may never achieve the same level of
exposure experienced with child abuse, as children are seen as more powerless and in need of
outside help, whereas adults are typically seen as being responsible for their own choices. This
belief is clearly seen by comparing the number and size of organisations responsible for
ensuring the safety and support of children, as opposed to the number of services set up for
adult victims of domestic violence.

2.9. MODELS OF DOMESTIC VIOLENCE

Dobash and Dobash (1984) claim that violence between intimates is an 'integral' part of a

continuing relationship. A three-phase cycle of battering has been proposed by Walker (1987)

which involves the tension-building incident, an acute battering incident, and the loving

contrition period. The first refers to a period marked by relatively minor battering that is often

controlled by women, e.g., calming down the partner in an effort to diffuse the aggressive

episode. The second refers to the acute battering incident which the women often blames on
her inability to control or calm her partner. The loving-contrition period involves the partner

apologising for his actions after the incident and trying to make-up for the injury he caused.

He promises that it will never happen again which is often described as the "kiss and make-up"

scenario. According to Walker (1987), this latter stage becomes more infrequent with time
whereas the former two increase in frequency and severity.

Stark and Flitcraft (1991) refer to three main models to explain abuse~ the interpersonal
violence model, family violence model, and the gender-politics model. The causal factors
defined by the interpersonal model are psychological deficits, psychological problems such as
alcoholism, and distorted interpersonal communication. All are receptive to psychotherapy.
The family violence model emphasises how the infrastructure of a family, that allows the use of
physical punishment of children and the resolving of marital disputes with violence, helps to
perpetuate violence. Given that the family unit is governed by themes of privacy and intimacy,
the cycle of violence is allowed to continue. Breaking this cycle calls for tighter police
controls over family behaviour and wider public education. Finally, the gender-politics model
refers to the move by men to maintain greater authority and privilege over women. This model
encourages the use of emergency shelters, the criminal prosecution of abusers, moves to
empower women and providing survivors with the resources needed to escape further abuse
(Stark & Flitcraft, 1991). However, Stark and Flitcraft (1988) state that they are unable to
affirm the claim that woman battering is clinically distinct from male abuse given that there
have been no clinical, descriptive, or case-observation studies addressing the epidemiology of
abused males.

Hatty (1987) claims that the judicial system often denies the physical injury incurred by women
within abusive relationships. One of the major problems in understanding domestic violence is
that it has been defined as a social problem which has been redefined in terms of the processes
that reinforce its very existence.
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Characteristics Of The Perpetrator
According to Mullen (1987), jealousy is one of the main motivators of domestic violence and

contributes to the system which generates aggression in partners. Another factor often
implicated in violence is alcohol abuse. Mullen claims that although alcohol abusers are more

likely to batter their wives than non-alcohol abusers, the attacks are not directly linked to

episodes of intoxication. Hence, he argues that alcohol abuse is merely a symptom of
problems in the relationship or with the abuser, and is not a necessary and sufficient cause of
domestic violence (Mullen, 1987).

Characteristics Of The Victim
Mullen (1987) claims that domestic violence involves a complex cycle of violence which

manifests throughout the generations of a family. He states that a woman who has grown up
in a domestic violence environment and has witnessed her own mother being abused, is more

likely to enter an abusive relationship herself. Mullen's claims that feelings of being trapped in
the abusive relationship, fear of leaving, economic dependence, family responsibilities, and
shattered self-esteem, all contribute to the reasons why a woman remains in the abusive
situation. PahI (1979) develops this idea by claiming that women often try to conceal the fact
that they have been abused because of shame at not being able to achieve a 'normal' family
relationship, the need to protect the abuser, and to provide protection for the children. For
example, in a study of 100 battered wives from a Women's Aid Hostel in England, Gayford
(1975) found that 54 left their abusive husbands only once the violence extended on to their
children.

Walker-Hoop er (1982a) identifies eight reasons why women stay in abusive relationships.
That is, women find it difficult to leave abusive partners due to: (1) guilt, embarrassment and
self-blame; (2) fear of loss of sanity (psychological toll of abuse); (3) fear of loneliness (via
low self-esteem and being made to feel worthless); (4) fear of reprisals; (5) economic
dependency; (6) emotional dependency; (7) lack of resources; and, (8) learned helplessness (a
sense of powerlessness).

2.1 o. RECOMMENDATIONS FROM THE LITERATURE

Stark and Flitcraft (1991) recommend the introduction of protocols in all primary care and
general medical/mental health clinics They believe that the health care response to spouse
abuse should be directed toward improving the identification, evaluation and referral networks
of victims of abuse, and upgrading primary care. To prevent abuse Stark and Flitcraft
recommend that the health sector work with other institutional providers and work towards
reforming laws relating to firearm usage and gender biases in the legal system.

Both social and medical interventions are recommended by Stark and Flitcraft (1991) to help
curb the problem of spouse abuse. With respect to medical prevention they recommend:

Primary Prevention
• Establish and implement model protocols for the early identification and

referral of abuse victims in health settings .
• Introduce model curricula on spouse abuse and gender bias into the

professional education, training and continuing education of health and social
service providers.
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• Develop and distribute public information on spouse abuse and available
services for media.

Secondary Prevention
• Support the development of spouse abuse protocols in secondary treatment

sites dealing with rape, alcohol and drug abuse, suicide prevention, emergency

psychiatric problems, child abuse, and the homeless.
• Extend the range of options available to battered women (e.g., recognition of

community-based shelters, emergency housing).

• Expand the options available to violent men (e.g., behaviour-oriented
counselling for abusive males).

(Stark & Flitcraft, 1991; p 150-151).

Stark et al. (1981) made a number of suggestions for increasing the detection and diagnosis of
domestic violence in the medical arena were outlined. These involve physical (e.g., use of a

body map, index of injury severity, review of multiple injuries, trauma and pregnancy history),
psychosocial (e.g., family support), subjective (patient-centered rather than a physician
centered encounter), and objective (e.g., demeanour and behaviour in hospital) assessments of

the patients complaints.

McLeer and Anwar (1987) recommend the following seven-step protocol for emergency

physicians (or delegated staft) to use in the emergency department of hospitals: obtaining an
adequate trauma history, the diagnosis and treatment of medical and/or surgical problems,
evaluation of the emotional status of the victim, assessment of risk of further violence,

provision for legal information, a follow-up plan, and complete documentation of all findings
and recommendations in the medical record (McLeer & Anwar, 1987).

Furthermore, McLeer and Anwar (1987) recommend a model for emergency department staff
to allow for the triage nurse to be responsible for screening victims for the possibility of
domestic violence, that all emergency departments have a crisis worker available at all times to
assist the victim, that psychiatric consultation be available with a professional familiar with the
field of domestic violence, and that the emergency physician assumes primary responsibility for
the evaluation, treatment and follow-up of the patient. Although McLeer and Anwar recognise
that the above protocol is time consuming and costly, they point out that the cost of domestic
violence is too high to allow the recurrent overuse of health care services to continue. Not
surprisingly, they suggest that the cost of domestic violence could be reduced if health care
professionals were directed to intervene earlier in the cycle of violence.

In reference to record keeping and preserving evidence in patient files, Houghton (1981)
recommends that Emergency Department Personnel keep carefully recorded facts which
describe the injuries in detail, provide a body map of the injuries, include a Polaroid photo of
the injuries, record the patient's story of the incident using quotations and the preface "s/he
states", and record the suspicion of abuse by writing such things as "injuries are inconsistent
with patient's account", "injuries are consistent with assault", and "she (he) denies being
beaten". In addition, Houghton (1981) suggests that any tom or bloodstained clothing should
be stored in a sealed bag to be used later for evidence. Copies of X-rays, lab reports, past
history of abuse, and a waiver permitting the release of the information to relevant authorities
(signed by the victim if intending to prosecute) should all be stored in a separate file marked
"confidential" to ensure that all the information is stored together.
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Recently, the Joint Commission on Accreditation of Healthcare Organisations (JCAHO)
recommended that Emergency Departments in California have policies, procedures, and
education programs available to assist in the treatment of battered women (U.S. Department of
Health and Human Services / Public Health Service, 1993). In 1992 JCAHO added physical
assault and domestic abuse of elders, spouses and partners to their existing standards and
insisted that the procedures included issues regarding patient consent, examination and

treatment, hospital responsibility for the collection, storage and safeguarding of specimens and
photographs and other relevant evidence, the notification and release of information to relevant

authorities, that staff be trained to adequately identify and treat victims of abuse, that

examination, treatment and referral be adequately documented in the medical records, and that

a list of appropriate referral agencies be kept. Likewise, the Children's Safety Network
(January 1993) recommends that health care professionals keep clearer and more

comprehensive statistics concerning family violence.

Roberts et al. (1993) recommend that screening for a history of domestic violence should be
routinely incorporated in hospital Emergency Department admissions. In addition, they
recommend screening for a history of childhood victimisation, as a possible indicator of adult
domestic violence. Most importantly, Roberts et al. (1993) point out the need for increased
resources to match a move to increase the identification of domestic violence in the emergency
department, e.g., for more services to be available between the hours of 5 p.m. and 8 a.m., and
for hospital staff to be educated about these referral networks. Farber (1978) claims that one
solution to the lack of after hours services would be to extend the availability of Emergency
Department social work staff Thus, a social worker would be available during the busy
evening and weekend times to provide the level of support and assistance required.

2.11. SUMMARY

Domestic violence appears to be relatively widespread and is reported in the U.S. to be largely
unrecognised by the medical profession. Current research suggests that the Australian
experience mirrors that of the United States. That is, although victims attend medical related
services on a frequent basis, complaining of various psychological and physical conditions and
injuries, the true origin of their complaints are often not determined, and the issue of domestic
violence is rarely addressed or questioned in the early stages of abuse. One reason appears to
be the high use of non-injury based services (e.g., housing, psychiatric, social and legal
services) by victims of domestic violence, and a tendency not to seek medical assistance for
physical injuries unless they are severe.

Given that the medical profession is often the first point of entry for victims of domestic
violence, recent research has focused on the adoption of clearer modes of detection and
treatment. Furthermore, variations in the definition of domestic violence across different
groups and settings has posed large problems in accurately estimating the true prevalence of
domestic violence in the community. The literature reports varying definitions of domestic
violence, spouse abuse, partner abuse, wife abuse, or family violence, and there is
disagreement within each of the above terms. For instance, several researchers failed to
include ex-partners within the definition of domestic violence even though the abuse included
themes of intimacy and retained elements of power control.
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Although there have been attempts to measure the extent of domestic violence by the judicial
system, the police, the hospital admissions system and women's refuges', no method is available
to systematically measure the incidence and prevalence of domestic violence in the community.
The literature suggests that although each of the above are valuable sources of information
within their own sector, there is a need for improved data collection on a global and national
level. The development of protocols for improving the identification, treatment and referral of
domestic violence in the hospital setting, and the establishment of increased services and after
hours provision are seen as priorities for reducing the incidence and prevalence of domestic
violence in the community.
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CHAPTER 3. RESEARCH METHOD

Three approaches to determine the patterns and indicators, and to estimate the frequency of

domestic violence (partner inflicted) have been employed for this study. The first is the

extraction and analysis of domestic violence injury data from routine injury data currently

contained in three data bases. The second is the detailed extraction and analysis of previous

histories from medical records of cases identified as due to domestic violence injury, to
determine additional patterns and indicators of domestic violence presentation from this

source. The third is a survey of clinical staff in hospital emergency departments to determine

their level of training in relation to domestic violence, and their perceived barriers to the
detection and management of domestic violence victims.

A Domestic Violence Project Advisory Committee was established to inform and advise the

study. Expertise in a variety of domestic violence related disciplines was represented on the

Committee. The membership of the Committee can be found in the Acknowledgments section
at the beginning of the report.

3.1. ANALYSIS OF ROUTINE SURVEILLANCE DATA

The three sources of injury data available for analysis for this study are the Coroner's
Facilitation System (CFS) for death data, the Victorian Inpatient Minimum Database (VIMD)
for public and private hospital admission data, and the Victorian Injury Surveillance System
(VISS) for hospital presentation data.

3.1.1 Deaths due to domestic violence

The CFS is designed to facilitate the investigation of all unnatural deaths by the Coroner and to
help in establishing the cause of death. The system, developed in consultation with VISS, uses
a coding method derived from a number of agencies, with the majority of codes from the
Na#onal Injury Surveillance and Prevention Project, the same system used by VISS.
Extraction and analysis of domestic violence (partner inflicted) deaths were conducted for the
two most recent years of completed findings by the Coroner, 1989/90 and 1991/92.

3.1.2 Hospital admissions due to domestic violence injury

Information concerning injury admissions to public and private hospitals in Victoria is held in
the VIMD and is managed by Health Computing Services for the Victorian Department of
Health and Community Services. Monash University Accident Research Centre has clearance
to maintain a de-identified database of all injury hospitalisations derived from VIMD. All cases
with an ICD-9 E-code (International Classification of Diseases Code) for external cause of
injury are extracted annually and forwarded to MUARC for uploading and incorporation into
the injury hospitalisation database. The variables in the database include, in addition to the E
code, sex, date of birth, postcode of residence, dates of admission and separation, and principal
and additional diagnosis codes. The injury hospitalisations database has been analysed quite
extensively by MUARC, forming the basis of a series of reports on injury hospitalisations in
Victoria (Ozanne-Smith et al., 1991; Langlois et al., 1992; Watt, 1992; Fildes, 1994). Public
hospital admission data were extracted for codes designating assault inflicted by others, for the
years 1986-1993 and analysed for sex, and various categories of types of assault. The data
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base does not contain information regarding the relationship of the perpetrator of the assault to
the victim. Re-admissions were excluded as described in Langlois et al. (1992).

3.1.3 Hospital presentations due to domestic violence injury

VISS, a long-term project ofMUARC, is currently funded by the Victorian Health Promotion
Foundation and conducts ongoing surveillance of injury presentation and possible subsequent
admission to selected public hospitals. The system aims to reduce the number and severity of
injuries in the community by identifying hazards, disseminating information, supporting
research, and monitoring trends. Five hospitals have participated in the system~the Royal
Children's Hospital, the Royal Melbourne Hospital, Western Hospital (2 campuses), Preston
and Northcote Community Hospital, and Latrobe Regional Hospital (2 campuses). The VISS
database contains detailed records of injuries presenting and admitted to the Emergency
Departments of the five VISS hospitals. Three of these hospitals have collected both adult and
child injury data and the collections commenced at different times over the last 6 years. The

data is based on information provided by the injured person (or carer) and the attending

doctor. The total number of cases in the database to May 1994 was approximately 150,000.

Only cases attending the VISS hospitals are recorded in the database and many injuries are

treated at other hospitals or clinics. Although the VISS database is not as extensive as the

statewide admissions database, VIMD, the data for hospital presentations for injury are unique
and include one line narratives which are a rich source of information, particularly for planning

preventive strategies. Data includes time and place of injury incident, intent, perpetrator,
activity, geographic location of injury, employment status if injured while on the job, what
factors led to the injury incident, and what product or agent was involved. Cases were

selected from the database on the basis of violent injury and then the selection was refined to

only those cases where a partner was noted in the narrative as the perpetrator. This subset was

analysed for demographic variables, injury patterns and other indicators of the domestic
violence incident.

3.1.4 Under detection of domestic violence injury using VISS data

A further sample of presentations of all injury assault cases, identified from VISS, where the
perpetrator of the assault was not recorded as a partner (but the assault was not due to an
anonymous assault or a mugging or robbery), or where the nature of injury appeared to be
incongruous with the stated cause (e.g., fell downstairs), were selected and screened for
possible domestic violence cases. This analysiswas conducted to determine a crude estimate
of the level of under detection of domestic violence injury from this data source.

3.2. MEDICAL RECORDS OF DOMESTIC VIOLENCE CASES

Using the VISS database, presentations (of patients aged 15 years and over) with partner
inflicted injury, who were subsequently hospitalised, were identified. MUARC staff then
accessed the medical records of these cases from the respective hospitals and extracted
detailed data to help identify patterns and indicators of the diagnosed domestic violence
incident.

Review of up to five previous presentations or admissions in the medical records of these
definite cases were included to identify in detail any further patterns and indicators which may
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have been predictive of the diagnostic domestic violence admission. The extraction was

conducted in the medical records department of the 4 participating hospitals. The major

categories of data extracted included patient demographics, social and medical history, self or

partner inflicted injury, how injury was inflicted, type and nature of injury, treatment and

referral. Three categories were used to define the different repeated presentations and

admissions for each case; positives, probables and suggestive based on those used by Stark et
al. (1981).

Positive incidents of domestic violence were defined as those who present with injuries that

were directly attributed to assault by an intimate or former intimate (husband, wife, defacto,
boyfriend, girlfriend, partner). Probable incidents of domestic violence are defined as those

where injuries to a person were not recorded to be the result of an assault, but they were hit

punched, kicked, stabbed, shot etc, and the injuries were not sustained in street assault, an

anonymous mugging, or robbery. The suggestive cases of domestic violence were defined as

those cases whose explanations did not account for, or were inconsistent with the injury
sustained. Negative incidents were those cases including anonymous assaults and muggings,
where the alleged cause was consistent with the pattern of injuries sustained.

A random sample of all injury cases from the VISS database served as controls (excluding
those known to be due to domestic violence). The controls were matched on a one to one
basis according to age, sex, hospital, and year of diagnostic admission and the same type of
data as for cases was extracted from their hospital medical records. A data extraction form
was developed and used to extract case and control data (Appendix 1). The data was coded,
entered and analysed using SPSS to determine any differences in variables between cases and
controls including demo graphics, type and distribution of injuries, suicide attempt, abuse of
substances including alcohol, multiple presentations and sequence of presentations.

3.3 HOSPITAL STAFF SURVEY BY INTERVIEW

Experienced clinical staff in emergency departments of 8 hospitals were surveyed individually
in a face to face interview using a structured questionnaire (Appendix 2). The questionnaire
was circulated to the Domestic Violence Project Advisory Committee members for comment
prior to being piloted at one of the hospitals. Two MUARC research staff, experienced in the
technique, conducted the interviews. Ten medical, seven nursing staff in emergency
departments and six social workers were interviewed. The survey was conducted toward the
end of the study to incorporate in the questionnaire some of the findings from the literature
review, and, from the VISS and medical records data analysis (not patient specific).

The issues addressed in the interviews included levels of formal training on the subject of
domestic violence, knowledge of hospital policy or training in the area, general knowledge and
attitude about domestic violence and the recognition, management, and referral of domestic
violence victims. Also included were questions related to typical characteristics of victim and
perpetrator, actual management and referral of domestic violence victims, and the perceived
barriers to detecting the patterns and indicators of domestic violence. Data were coded and
analysed to identify perceived needs for education, training and services, and to identify
barriers to detection and recording of cases of domestic violence.
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3.4 LIMITATIONS OF THE STUDY

This exploratory study focused on the more severe end of the spectrum of injuries due to
domestic violence by examining death, hospital admission and hospital presentation data only,
with a more detailed analysis of medical records for admissions. Presentation data in medical
records was too limited to be useful for detailed analysisfor patterns and indicators. Data base
limitations included lack of statewide data on cases in VISS, and lack of detailed coding in
VIMD to identify the relationship of the perpetrator of assault to the victim. Cases of
domestic violence presenting to general practice or other services were not included in this
study and the characteristics, and hence the identifyingfeatures, of these cases may be different
from those identified here. Research in the area of domestic violence is constrained by lack of
data, confusing literature, unclear definitions, services fragmented by discipline, political
agendas, and lack of research funding.
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CHAPTER 4. RESULTS

Domestic violence has had minimum research input to date, and therefore the development of
methods for this study has not been benefited by a well documented foundation in the
literature.

4.1. ANALYSIS OF ROUTINE SURVEILLANCE DATA

The definition of domestic violence for this study is 'partner violence resulting in injury in those
aged 15 years and over'.

4.1.1 Deaths - Coroner's Facilitation System (C.F.S.)

The coroner's data were analysed for deaths due to domestic violence injury for the financial
years ending 1990 and 1991, the two years for which the data has been available in published
form. The deaths due to all injuries, assaultative injuries and to domestic violence injuries are
presented in Table 1.

TABLE 1

Percentage of deaths due to all injuries, assaultative injuries, and domestic violence
injury for the financial years 1990-1991, Victoria (C.F.S.)

Deaths 1990 1991

Males

FemalesTotalMalesFemalesTotal
n

%n%n%n%n%n%

Deaths due

10.1173.6181.110.1112.4120.7
to domestic violenceDeaths due

322.6245.0563.3413.5265.7674.1
to assault Deaths due

1221475169611754561631

to all iniury *

* deaths due to all injury includes all intentional and unintentional injury.

The proportion of all injury deaths due to domestic violence is very low, 0.7 - 1.1%. The
mean ages of the females were 33.5 years (range 21-44 years) and 35.2 (range 22-65) in 1990
and 1991 respectively. Although the proportions of all injury death due to domestic violence
were low, the proportions of assaultative deaths in women due to domestic violence for the
financial years 1990 and 1991 were substantial at 71% and 42% respectively, whereas the
proportions for men were only 3% and 2.4%. Not only are deaths due to assault in women
more likely to be as a result of domestic violence compared with men, but of all domestic
violence deaths, women are highly over represented (90% of all domestic violence victims).
This finding is similar to that of Strang (1992), where 85% of domestic violence victims in
Australia were women. The manner of death and their locations are collated in Tables 2 and 3.

42



Using police records, Strang (1992) reported 19 deaths by spouse in Victoria in 1990/91. The
data source for the twelve deaths in our study was the. Coroners' Facilitation System

publication for Unnatural Deaths 1990/91, which is a collation of the findings of the State
Coroner based on completed cases. This discrepancy between frequency of deaths for
domestic violence is largely explained by differences in data sources, by incomplete case
findings, and the possibility of deaths not being in fact associated with domestic violence.

TABLE 2

Manner of death due to domestic violence for 1990 and 1991, Victoria (C.F.S.)

Manner of death FemalesMales

1990

199119901991

Shooting

7410

Strangulation

4100

Stabbing! throat cut

3500

Beating! bashing! assault

3101

Total

171111

Shooting was the most common manner of domestic violence injury deaths in Victoria. Strang
(1992) also noted that a higher incidence of shooting was associated with domestic violence
deaths in Australia. Alcohol consumption was reported to be associated with 2 female deaths
(shooting and stabbing) and both perpetrators were de facto.
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TABLE 3

Location of death due to domestic violence for 1990 (A) and 1991 (B), Victoria (C.F.S.)

Location ShootingStrangulationStabbing!Beating!Total
throat cut

bashing!
assaultA

BA BA BA BA B

Victim's house
543 12 23 * 1 *13 9

1 maleOther house

1111

Victim's
1 male 1

gardenl~ara~e Othergardenlgarage

1 1

Parking area

1 1

Facto rv/warehouse

11

Public transport!

22

footpath 1 male

1 male

Total

744 13 53 118 12

* weapons used were an iron bar, a spanner, a hammer and blunt instruments.
Note: All deaths are for females unless otherwise stated.

The victim's house was the most common location of domestic violence deaths for women, a

finding consistent with that ofStrang (1992).

The nature of the relationship between the perpetrator and the victim are shown in Table 4.

TABLE 4

Nature of relationship between victim and perpetrator, Victoria (C.F.S.)

Relationship 19901991

Husband

11 (1 ex and 3 separated)6 (2 ex husbands)

De facto

22

Boyfriend

43

Girlfriend

10

Wife

01

Total

1812
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The most common relationship between the perpetrator and the victim was as a husband
including some ex husbands. This finding was consistent with that of Strang (1992), where
26% of all domestic violence homicides were spousal and 85% of the victims were women.

Coroners Data as a source of domestic violence data Drecedin2 death

The possibility that the Coroners System could provide information about indicators of
domestic violence prior to death was explored. For the two year period 1989-1990, sixteen
coroner's records of death consequent upon partner-inflicted violence were found and
reviewed. In all cases, there was no record of hospital presentations or admissions prior to
death. In one case, multiple presentations to the general practitioner were outlined. It was
concluded that little useful information for this study about presentation to the health system
could be gained through further detailed analysis of Coroner's records.

However, details of previous episodes of domestic violence presenting to police and the legal
system were outlined in the police and/or inquest reports and a summary of these findings is

presented:

• Six of the deceased were reported to have experienced previous episodes of partner
inflicted physical violence. In one of these cases, however, the victim (deceased

wife) was reported to have been the perpetrator in most of the previous episodes of
domestic violence.

• Previous reports to the police had been made in three of the six cases of physical
violence. A restraining order had been issued for two of these cases and, in another

case, the general practitioner and a welfare worker had been involved in
interventions.

• In four additional cases, the deceased had experienced previous episodes of partner

inflicted non-physical violence (threatened with harm or death, or stalked).

Further exploration and investigation of this potentially useful police/inquest information may
contribute to attempts at earlier intervention in cases of domestic violence thereby reducing the
frequency of partner inflicted death.

4.1.2. Injuries due to domestic violence

4.1.2.1. Admissions data: Victorian Inpatient Minimum Database (VIMD)
The results reported in this section relate to different categories of cases of assault admitted to
Victorian hospitals.

The VTh1D coding system uses ICD-9 codes, which include coding for external cause of injury
(E-code) e.g., assault. However, no coding exists for perpetrator of the assault. Therefore,
domestic violence injury cannot be distinguished from other types of assault using this data
source.

Although potentially useful, the ICD-9 diagnosis code Adult Maltreatment Syndrome 995.81
is rarely used. Only five diagnoses were found in VIMD and those cases were also found in
the E-codes.

Tables 5-7 are included in the report to provide an overview of hospitalisation for injury due to
assaults.
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TABLES

Hospital admissions for injuries due to assault for persons 15 years of age and over by
sex

Financial Year 1993, Victoria (VIMD)

Type of Assault MalesFemalesTotal

Assault by cutting and piercing

27036306

Unarmed fight or brawl

14153211736

Rape

2911

Assault by poisoning

9413

Assault by firearms

23326

Assault by explosives

112

Assault by other and unspecified

8422106
means*

Striking by blunt or thrown object

14427171

Total

19484232371

• includes fire, pushing, hot liquid, hanging and strangulation, criminal neglect, other
specified means (eg. bites), corrosive or caustic substance except poisoning and unspecified
means.

It is clear that most incidents of assault involve an unarmed fight or brawl with cutting,
piercing and striking relatively common. Overwhelmingly assault in general is a male problem
with a peak age range of 20-24 years. The male to female ratio for assault is approximately
5:1.

TABLE 6

Percentage of injury hospital admissions for assault for persons 15 years of age and over
by Financial Years 1988-93, Victoria (VIMD)

Admissions 198819891990199119921993

Intentional injury by another

198620482078225222752371

AIl injuries Public hospitals

512425303752418556635757165907

% injuries due to assault

3.93.94.04.04.03.6
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The proportion of hospitalised injury cases due to assault has remained steady at approximately
4% over the period of study, with a minor statistically significant decrease for 1993.

TABLE 7

Rate of hospital admissions for assault for penons 15 yean of age and over per 100,000
population for the tinancial yean 1987-91, Victoria (VIMD)

198819891990199119921993

Frequency of

198620482078225222752371

Assault

Population of

316804532026223237198332164835068723520467

Victoria ~ 15

Rate

63.163.964.368.364.867.3

The hospital mean admission rate for assault for the period of study is 65.3 per 100,000

population (range 63.1 - 68.3). The VIMD database has no information of the perpetrator in

an assault. The type of injury can overlap for many forms of violence and it is not possible to

discriminate domestic violence injury from other types of violent injury based on VIMD data.

It is clear that VIMD in its current form can offer little useful information on hospital

admissions due to domestic violence. Additional codes in the leD database for type of
perpetrator in assault cases would clarify and contribute to information on the nature and
extent of domestic violence cases admitted to hospital.
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4.1.2.2. Presentation data: Victorian Iniun Surveillance System (VISS)

The following analysis is based on 53,320 cases of injury who presented to the emergency
departments of the Western Hospital, the Latrobe Regional Hospital and the Royal Melbourne

Hospital (2 years) and the Preston & Northcote Community Hospital (one year) aged 15 years
and over.!

The information has been taken from the VISS forms (see appendix 3), the demograpbics and

details of how the injury occurred generally having been completed by the patient, the injury
and disposal details by the doctor. A VISS data processor has completed forms for those not

filled in by patients, the information having been taken from medical records for all admissions,

and for presentations to make up the number of completed forms to at least 85% of total injury
presentations (Latrobe Regional Hospital-Traralgon 100%). For the positive partner inflicted

violence cases identified, it was necessary for VISS data processors to complete 54% of their

forms from medical records. This is much higher than the 37% required for all injury cases,
i.e., domestic violence cases were less likely to fill out forms.

Methodology

In the broad sweep of violence cases there were 7877 cases of violence (15% of all injury
cases) where violence was defined broadly, that is, as including fights, self-harm, suicide
attempts and assaults.

Intended self-harm and suicide cases were then excluded from this subset leaving 5374 inter
personal violence cases (10% adult injury cases). Two hundred and sixty-two of these suicide
and self-harm attempts had been preceded by a fight or quarrel. A text search of the case
narrative descriptions for the terms 'partner' or 'domestic violence' words2 was then undertaken
of these inter-personal cases and 496 cases resulted which had no suggestion of self-harm or
suicide.

These cases were then edited manually, excluding further cases which were clearly not cases of
partner inflicted violence. Those edited out fell into 2 main groups -

1) The 80 cases which were associated with an argument with a partner but were ultimately
self-inflicted eg 'Domestic argument. Punched out at wall unit breaking glass', 'Hadfight
with husband Overdosed on tranquillisersat 2 hourly intervals'.

2) The 49 cases where the assailant was not the partner. e.g., 'Visiting lady friend Lady
friend's husband came home. Cricket bat blows to theface', 'Son drove overfoot, following
domestic dispute'.

Three hundred and sixty-seven positive or probable cases of partner inflicted violence
remained, representing 0.7% of all adult injury cases.

IWestem Hospital 1/1/91 to 31/12/92, Latrobe Regional Hospital In/91 to 30/6/93, Royal Melbourne Hospital
1/3/92 to 28/2/94 and Preston & Northcote Community Hospital 1/3/92 to 28/2/93.

2Husband, wife, boyfriend, girlfriend, domestic, partner, defacto, fiancee, boy friend, girl friend, man friend,
lady friend.
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This subset was further edited and cases in which it was not specifically stated that there was
an assailant or that the assailant was a partner were deleted. e.g., , Had fight with boyfriend
tonight. Claims to have fallen over in the bath' (n=2) as were cases which used the term
'domestic' with very little further description (n=77) eg 'Domestic. Hit byflower vase'. The
latter were disproportionately men being hit by an object so that there is a possible under
estimation of male cases of partner violence due to excluding cases with the term 'domestic'
without further clarification. These 'domestic' exclusions are included further in this section in

the 'probable' group. There were 288 cases in the final subset of positives representing 0.6%
of all adult injury cases (see Appendix 4a).

This methodology is outlined in the flowcharts for selection of positive, probable and
suggestive cases (see Appendix Sa to Sc».

Results

Positive Cases of Partner Inflicted Violence. (n=288)

Presentations in this category were concentrated in the 20-29 year age group (39% of cases)
and steadily declined after this age group. Females represented 83% of presentations and a
lesser proportion of admissions (72%). There were 43 cases of admission to hospital,
representing 15% of all presentations. This compares with 11% for adult all-injury
presentations.

There was no pattern of monthly distribution of cases which was easily explainable, basically
peaks of March and July and lows of June and August. Almost 60% occurred in the home,
largely the victim's own living/sleepingarea.

Mechanism of Injury

The most frequent mechanisms of injury were to be hit by a partner or object (74%), to be
pushed against or otherwise forced to hit against an object or surface (12%) and to be
grazed, abraded, lacerated or punctured by a partner or object (12%). Injuries to the first
group were principally inflicted by the partner (91%), occasionally with the assistance of
surrounding objects eg ashtrays, heaters, bottles. The head here was the most frequently
injured body part (59% injuries), particularly face and scalp bruising and lacerations. Ninety
percent of such victims were female, 10% male.

The second category were almost all female. They were most often pushed (n=13) eg 'Patient
pushed into glass door by husband', thrown (n=10) e.g., 'Husband threw her onto kitchen
tiles. Hit head' or forced to hit against something eg 'Boyfriendpulled her out of car, hitting
head on road'. Injuries were most often inflammation,swellingand bruising.

The final category were most often male (64% of cases). The injurieswere usually lacerations,
punctures and penetrating wounds to the upper extremities and trunk. Knives and window
glass were frequently used to cause the injury. The injuries were frequently severe with 36%
admitted to hospital.

Injuries
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Up to 3 injuries can be noted per case (in order of severity). Partner inflicted violence noted

1.6 injuries per case, compared with 1.2 for all-injury adult cases. The most frequently injured
body part was the head (51% injuries) particularly face and scalp bruising, lacerations and

inflammation, concussion, nose fractures and external mouth lacerations~ followed by the arms
(25%), particularly finger, hand and forearm lacerations and shoulder bruising and the trunk
(16%), particularly bruising to the chest and lower back.

Overall the most frequent injury types were bruising (36% injuries); lacerations (19%);

inflammation, swelling, oedema, pain (15%) and fractures (10%). Comparisons with adult

injuries overall were bruising (11%), lacerations (21%), inflammation etc (12%) and fractures
(16%). Three percent of all bruising and 5% of all head bruising cases were associated with

partner inflicted violence. Only one quarter of adult injuries overall were head injuries There is

therefore an over-representation of bruising and head injuries.

Disposal

Table 8 describes the outcomes of presentations to the emergency departments of Victorian
Injury Surveillance System participating hospitals.

TABLE 8
Outcome of presentation to Emergency Departments, 1991-1993, Victoria (VISS)

Disposal %% (n=288)

Assessment only

9%

Minor Treatment

28%

- Treated no referral

28%

Significant treatment

48%

- Treated referral a.p.D

10%

- Treated referral GP

20%

- Treated other referral

6%

- Casualty review

12%

Admissions

15%

- Short stay observation ward

5%

-Admitted (Short stay ward or inpatient ward)

10%

Transferred

1%

Total

100%
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Clearly the most frequent outcomes are a significant treatment, especially treated refe"al GP
and treated, no referral,

It should be noted that at least 18 of the assailants were former partners, particularly
boyfriends. There were 21 cases where defactos were assailants and seven where the victim
was pregnant, three at 17 weeks.

Sex Differences

There were 239 positive cases of female victims of partner inflicted violence, 49 cases of
males. The ratio of males to females is therefore 1:5. Female victims were 1.3% of all female

injury cases, men 0.14%. This observation suggests that although rare compared with
unintentional injury, women who present to emergency departments with injury are
approximately 10 times more likely than men to present with injuries attributable to partner
inflicted injury.

TABLE 9

Positive domestic violence and all-injury comparisons by sex, Victoria (VISS)

Positive DV casesAll bijury cases

Characteristic

MaleFemaleMaleFemale

(n=49)

(n=239)(n=34,SSI)(n=IS,439)

% CasesLocation Own home

40%50%18%32%
Other home

14%8%4%3%
Mechanism Hit against victim moving

4%13%31%44%
Hit by, other moving

45%78%21%11%
Grazed,abraded,lacerated,punctured

43%6%20%13
Admission rate

24%\3,.8'%16%20%

(% In'uries)Injuries (Up to 3 per case) Lacerations
41%16%24%15%

Bruising
14%40%10%12%

Abrasions
13%8%5%4%

Fractures
8%9%16%18%

Inflammation,swelling,oedema,pain
4%17%11%14%

Penetrating wound, punctures
11%2%2%2%

Bites
5%0.2%1.5%2%

Body Part Head injuries

25%56%28%19%
Arms

~6S%22%35%30%
Legs

8%5%22%30%
Trunk

16%16%9%11%

(% cases)Causes (Up to 2 per case) Other adult
37%72%13%,6%

Knives
31%3%3%3%
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There were very clear differences between male and female partner inflicted violence. Women

were more likely than men to become victims in their own home, to have been injured by being
hit by their partner or by hitting against something and to suffer bruising and inflammation,
especially to the head. Men were more likely to be admitted to hospital indicating that their
injuries were probably more severe. They far more frequently than women were lacerated or

punctured by knives, especially to the head and arms. The hit by a partner or object category

was of equal proportions for men and women and this for men usually comprised being hit by

cars, ashtrays, footwear etc, usually resulting in lacerations, abrasions or bruising.

Partner Inflicted Injuries Compared with all Injuries

Comparisons are made here of the proportions of partner inflicted injuries with all injury for

each sex, as in Table 2 but with more detail. Women's partner inflicted injuries compared with
all women's injury cases were most likely to be bruising and/or were to the head area. More
precisely for bruising they were to the eyes, ocular adnexa, nose, mouth (external), ears, face
and scalp, skull, external neck, head (other), lower and upper leg, forearm and trunk.

Men's partner inflicted injuries compared with all men's injuries tended to be lacerations,
abrasions, penetrating wounds, punctures and bites. More precisely than in Table 2 these were
to the shoulder, the upper arm, the forearm, the face and scalp (including nose) and the chest.
These are the injuries used to identify the suggestives.

4.1.2.3 Estimate of under detection of domestic violence usin2 VISS

Probable Cases

Stark and Flitcraft define 'probable' as those cases where the injuries to the person are the
result of an assault but the injuries were not sustained in a street assault, mugging or robbery.
If the group of cases coded as 'intended violence between persons, cause of injury other
person' is examined (definition of assaults for VISS) then there were 4437 cases, 79% of
whom were male. If this is limited to assaults in the home then 56% of assaults in the victim's

own home were male, 72% of assaults of victims in other homes were male. If the widest
definition of violence (including fights and suicide attempts) is examined then two thirds of the
7587 cases were male. These high male proportions seem to be inconsistent with 83% of
definite cases being female and indicate that violence is predominantly a male problem. The
Stark and Flitcraft definition does not cater for this scenario, as it is defined for females only.

An alternative method was to read through a sample of one line descriptions of female assaults
and estimate the numbers who had not already been included in the positive domestic violence
or the domestic, no further qualification groups who could possibly be partner inflicted
violence and apply the male:female positive ratio to that number offemales (see Appendix 4b).
There were therefore 265 such probable female partner inflicted assaults, making 53 males and
a total of318 for probable cases (see Appendix 5b).

Another group of probable cases is that which includes the 77 cases where the term domestic
was noted in association with violence but a partner term was not included. These cases had
previously been excluded from the positives.
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This probable group clearly should also contain the two cases which had the word 'claimed' in
the description of how their injury occurred.

Summingthe 3 categories gives a total estimate for probables of 402 cases.

Suggestive Cases

Suggestive cases were defined as those cases whose explanations did not account for or were
inconsistent with the injury sustained.

Women

A subset containing 2531 cases of women with the typical domestic violence injuries listed in
the paragraphs preceding the probables section (mainlyhead and bruising cases) was extracted
from the major women's subset of 18,439 cases. Various unlikely subgroups were then
excluded - road traffic accidents, victims who were prepared to be contacted later for research

purposes (and therefore had to be consistent with their story), women aged over 50 years,
women injured at work (mostly nurses and shop assistants slipping on floors), women injured
while playing sport (mostly basketball, netball and indoor cricket ) and horseriding victims.
The violence cases were also excluded since these have been reviewed under 'probable cases'

(see Appendix 5b).

Half of the 261 which remained were falls. The associated factors were varied with

stairs/steps, cars, flooring, furniture, horses, bicycles, baths/showers and dogs or recreational
activities eg dancing appearing most often. Almost all appeared from the one line descriptions
to be innocent every day events. A sample of one-line descriptions for bruising cases is
attached (see appendix 4c). Falls onto furniture can cause bruising, for the other activities
bruising is fairly rare, although possible, suggesting further examination of each of these and
the predominantly head injury cases is necessary through medical records etc for any of them
to be accurately labelled as suggestive of partner inflictedinjury.

Men

Similar exclusions were undertaken for men resulting in 767 cases, one quarter of which
occurred in December and January. Only 28% could be attributed to falls. The male
exclusions injured at work were largely steel personnel (grinders), truck drivers, meat trades
persons (knives), metal fitters and machinists and farmers. The sports played were largely the
3 football codes plus basketball, cricket and hockey. Those associated factors which remained
were alcohol (11%), dogs (5%), cars, bicycles, motor cycles, stairs/steps and grinders.
Intended self-harm represented 8% of cases. It is possible for these factors to be associated
with lacerations etc and each case would have to be investigated further for them to be
accurately labelled as suggestive. It should be noted that the estimate for men is so high partly
because lacerations are the most frequent injuryfor men.

If the male estimate in the above paragraph is ignored because the number of male cases is so
much higher than females an application of the male:female ratio of 1:5 for positive partner
inflicted injury can be applied to the 261 female cases to give 52 male cases and a total
therefore for suggestives of 313.
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Suicide and Intended Self-harm

These cases have so far been excluded from the analysis because they have not neatly titted
into the definition of partner inflicted injury.

The results of investigations of the one line descriptions for male and female presentations for
suicides/intended self-harm aged between 15 and 50 years are shown below in Table 10.

TABLE 10

Emergency Department suicide/intended self-harm presentations
IS-50 years, Victoria (VISS)

Reason MaleFemaleTotalTotal

(n)
(n)(n)(%)

Domestic/relationship problems

421251677.2

Domestic Violence Related

51823\·OX

Following argument with partner

42751175.1

Other/insufficient detail

9671036200386.7

Total suicide/intended self-harm

105612542310100.0

Intended self-harm and suicide attempts were predominantly female (57% cases). They
represented 7% of all female injury presentations, 21% of admissions. Perhaps there is a
strong connection to domestic violence. Investigation of the 1782 female admissions aged
under 50 years (the more likely group for partner inflicted violence) revealed an extremely high
proportion of 39% who had been admitted for self-harm or suicide compared with 13% for
men in the same age group. This no doubt partially explains the medical records control group
researchers having to reject 11 out of 55 admission cases (9 of them women under 40 years)
because they had alerting characteristics of partner associated injury in a previous record such
as an injury or overdose and a suggestion of domestic conflict eg 'Overdosed Domestic
conflict' (see section 4.2.3). Ninety percent of the female admissions for self-harm or suicide
aged under 50 years had presented with poisonings, largely from sedatives, tranquillisers,
psychotropics; paracetamol, other analgesics and alcohol (not rank ordered).

It appears that there needs to be further investigation of the relationship between self-harm,
suicide and partner related violence. Many descriptives were not very revealing of the reasons
for the suicide/self-harm attempts eg 'Having relationship problems. Drank methylated spirits
plus self-mutilation'; 'Feeling depressed Took 20 paracetamol tablets~
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4.1.2.4 Conclusion (Partner Inflicted Cates!Ories)

TABLE 11

Summary of Emergency Department presentations
Major categories by sex as a proportion of all injury presentations, Victoria (VISS)

MaleFemaleTotal

N

%N%N%

Positive

490.12390.52880.6

Probable

930.23090.64020.8

Suggestive

520.12610.53130.6

Negative

34,68765.017,63033.052,31798.0

Total

34,88165.418,43934.653,320100

The summary figures for partner inflicted injury in Table 4 appear to represent a very small
proportion of injury presenting to the emergency departments of VISS hospitals, even
combiningpositives, probables and suggestives leads to only 2% of all emergency department
presentations. These results appear to be inconsistent with published literature, particularly
that coming from the U.S.A.

They could partially be explained by the results of the Brisbane telephone survey in which 50%
of domestic violence victims presented to G.Ps and only 10% to emergency departments. The
likelihood of presenting to G.Ps rather than emergency departments may be different in the
U.S.A. At least one of the U.S.A studies took place in inner-urban black communities and
applied solely to women (Stark and Flitcraft, 1981) so the socio-economic base would differ
from the VISS database.

The VISS data includes 2 years of rural data (Latrobe Regional Hospital) and this hospital
appears to have a much lower level than the inner urban Royal Melbourne and Western
Hospitals in particular, thereby reducing the proportion of partner inflicted injury. Also the
approximately 12% of missed presentations may contain over-representation of domestic
violence victims, assuming they are less likely to complete forms than other injury cases (85%
forms completed RMH,WH,PANCH,LRH (Moe), 100% LRH (Traralgon».

As an additional explanation there is not necessarilya consistency of the definition of domestic
violence between studies eg suicide attempts following quarrels. These have been excluded
under our definition of partner-inflicted injurybut have possibly been included in other studies.

Under reporting appears to be considerably less in Victorian Injury Surveillance System
hospitals compared with emergency department studies elsewhere. The role of the Victorian
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Injury Surveillance System form as a pseudo-protocol encouraging identification of domestic
violence cases could be a partial explanation.

Even allowing for all these partial explanations, the 2% of all emergency department cases
presenting with positive, probable or suggestive partner inflicted violence remain less than

other studies suggest. Expressing probable and suggestive cases as a proportion of all

categories of partner inflicted injury gives an estimate that up to 70% of cases presenting to
VISS hospitals may not be detected/reported.

4.1.3 Estimates for hospital presentations and admissions for domestic violence
for Victoria

Statewide admission data (VIMD) gives no specific information of domestic violence injury,

and presentation data (VISS) gives information on domestic violence injury but not on a

statewide level. However, using information from VIMD and VISS data for the ratio of
domestic violence positive cases presentations to admissions, it is possible to generate crude
estimates of the frequency of hospital presentations and admissions for domestic violence
injury in Victoria.

TABLE 12

Estimates of hospital presentation and admission per year for domestic violence for
Victoria (based on VISS and VIMD data)

Domestic violence PresentationsAdmissions

Males

17242

Females

933121

Total

1025153

Based on 1993 figures

These estimates for domestic violence injury (Table 12) represent 2.2% (42/1948) of all
admissions for assault in males and 28.6% (121/423) of all assault admissions in females.
Overall, in 1993 1.4% of all female admissions (aged 15 years and over) for injury were due to
assault (VIMD). Extrapolation of these figures gives a very crude estimate that approximately
1 in 200 (0.5%) admissions for injury in women are the result of partner inflicted violence.

These figures do not include estimates using probable and suggestive injury cases of domestic
violence. Given that we estimate up to 70% of female domestic violence injury presentations
may be missed (based on VISS data), then a more ac((urate figure for statewide hospital
presentations could be 3,110 for women per year. In addition, presentation to general practice
and other services is not part of this study, but would be expected to be substantially higher.
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4.2. MEDICAL RECORDS OF DOMESTIC VIOLENCE CASES

4.2.1 Analysis of medical records of cases of domestic violence and controls

Extraction of data from the medical records of 44 cases and 44 controls (selected from all

VISS cases admitted to hospital), proved to be a time consuming exercise. In some hospitals,
emergency department cards were stored separately from histories leading to some difficulties
in data extraction. Data which could have provided considerable insight into the circumstances

surrounding some cases of domestic violence were missing from medical histories. The data
sought was extensive (Appendix 1). Potentially useful data which was consistently missing in a
very high proportion of medical records are listed below;

• first language if not English
• education levels of the victim and perpetrator

• age first left home
• age first married
• age at first birth
• number of miscarriages

• number of defacto relationships
• number of abortions

• marital status at first birth

• family social history of perpetrator

• previous abuse in the family of origin of the victim or the perpetrator

• physical/intellectual delay of victim or perpetrator

• previous domestic violence related referrals to health services

• previous domestic violence related legal/police involvement

• presentations and admissions to other hospitals
• presentations to general practitioners

Recorded data on cases and controls were analysed and compared to identify patterns and
indicators of domestic violence in the medical histories.3

TABLE 13
Summary of the gender of the domestic violence and control group*

Victorian hospital admissions

Gender Domestic ViolenceControl Group
(N = 44)

(N = 44)

Females

33 (75%)31 (71%)

Males

11 (25%)13 (30%)

• Cases were closely matched by hospital, sex, age, and year of index admission.

3Note: Despite the lack of data, these data extraction records contain much other detailed information, which
is not reported here, but nevertheless serves as a useful resource for future studies of a comprehensive nature.
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Table 13 indicates that 75% of the victims of domestic violence injury requiring hospital
admission were female. Female cases were selected in proportion to gender of total cases. No

comparison can be made with the control group as they were matched by gender with the

cases. The distribution of cases and controls by age and gender can be found in Appendix 6.

Dem02raphics

The demographic analysis showed that the majority of the domestic violence cases in the

domestic violence group were admitted to Western Hospital Footscray. The medical records

were selected on the basis of a VISS subset. Since VISS serves mostly the Western suburbs,

this finding does not imply that domestic violence is predominantly found in this geographic
area. Sixty-six percent of the domestic violence cases and 57% of the controls were of

Australian origin, and at least 80% of both groups spoke English as a first language.

As expected, the domestic violence victims were more likely to have data on the number of
marriages, defacto relationships, abortions and pregnancies recorded in their medical records
than the controls. This difference in amount of recorded data was significant using a Chi
Square analysis. Only 11% of the domestic violence victims were recorded as being given a
referral in relation to domestic violence.

It is likely that a bias exists in favour of better data collection of these types of variables in
recorded cases of domestic violence than for controls, and therefore reduces the usefulness of
any comparisons between cases and controls. In addition, the numbers are low and statistical
analysis is limited. Details of these and other demographic data can be found in Appendix 7.

Admissions

The majority of the index admissions for domestic violence occurred during the period 1991
1992 (Appendix 8). Given that cases were matched according to year of index admission, no
differences can be seen between groups. However, a difference was found regarding the
length of stay in hospital for the index admission, in which controls tended to have longer stays
in hospital than the domestic violence patients. This finding suggests that the severity of injury
in domestic violence cases may be lower than that due to other causes, although the
frequencies are small. Details can be found in Appendix 8.

Information from the medical records describing the history of presentations and admissions to
all hospitals with one exception, show no differences in information recorded between cases
and controls for numbers of presentations/ admissions to any hospitals. The exception is for
cases which present more often than controls to the index hospital only.

An overview of the total number of hospital presentations/admissions to the index hospital
highlights the repeated use of services by the domestic violence cases. A large number of
domestic violence victims (57%) were recorded as having more than one prior admissions to
the index hospital than the controls (36%). Similarly, more victims of domestic violence
(57%) were noted as having previous presentations to the index hospital than were the control
group (9%). Details can be found in Appendix 9.
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Since unique identifiers for patients are not able to be traced between hospitals, it is not
possible to determine whether a patient presents elsewhere by examining the current databases.
Only medical records could hold this data. However it is. dependent on the professional
recording patient information in medical records to elicit this information. Data is likely to be
inconsistently recorded in some instances, limiting the possibility of drawing firm conclusions.

TABLE 14

Estimate of utilization of socialllegallcommunity agencies (i.e., non-medical) by injury

classification group - Hospital admission sample

Non-Medical Agency Domestic ViolenceControl GroupSignificance

First visit

11 (25%)3(7%) p=O.004

2-4 visits

6(14%) 3(7%)

5-9 visits

1(2%)

>10 visits

3(7%) 3(7%)

Other

6(14%)

Not Recorded

18 (41%)34 (77%)

Table 14 indicates the increased use of non-medical agencies by victims of domestic violence.

Significantly more victims of domestic violence were reported to have attended social, legal,
and/or community agencies than the control group.
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4.2.2 Analysis of the injury data for domestic violence and control cases

TABLE 15

Overview of medical history and injury information related to the index admission for

the domestic violence and control group - Hospital admission sample

Medical History and Injury DomesticControlSignificance
Violence

Group

POLICE INVOLVEMENT

Yes

10(22.7%)1(2.3%)p=O.OOOI2
No

27(61.4%)43(97.7%)
Not recorded

7(15.9%)0

AMBULANCE INVOL YEMENT

Yes

21(47.7%)14(31.8%)p=O.OO410
No

17(38.6%)30(68.2%)
Not recorded

6(13.6%)0

ADMITTED FOR PROTECTION

Yes - full reason for admission

2(4.5%)0 p=O.OOO

Yes - part reason for admission

5(11.4%)0
No

17(38.6%)44(100.0010)
Not recorded

20(45.5%)0

MARITAL STATUS AT TIME OF ADMISSION
Single/never married

14(31.8%)17(38.6%)p=O.01958
Currently married

13(29.5%)25(56.8%)

Currently defacto

8(18.2%)2(4.5%)

Separated

2(4.5%)0

Divorced

3(6.8%)0

Remarried

1(2.3%)0

Widowed

2(4.5%)0

Not recorded

1(2.3%)0

FREQUENCY OF ABUSE

Yes

2(4.5%)0 p=O.02209

Multiple but not further specified

6(13.6%)0

Not applicable

01(2.3%)
Not recorded

36(81.8%)43(97.7%)

VICTIM'S mSTORY OF ALCOHOL ABUSE

Yes

11(25.0%)1(2.3%)p=O.OO548
No

01(2.3%)
Not recorded

33(75.0%)42(95.5%)

VICTIM UNDER ALCOHOL INFLUENCE AT TIME OF

INCIDENTYes

14(31.8%)5(11.4%)p=O.03450
Not recorded

30(68.2%)39(88.6%)
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VICTIM ACCOMPANIED BY PARTNER TO HOSPITAL?

Yes

3(6.8%) p=O.OO049

No

10(22.7%)
Not recorded

31(70.5%)44(100.0%)

AFFECTED BODY PART

Head

36(81.0%)7(15.9%)

Upper Extremity

22(50.0%)26(59.0%)

Lower Extremity

7(15.9%)15(34.1%)

Trunk

20(455%)7(15.9%)

Respiratory Tract

2(4.5%)0

Digestive Tract

1(2.3%)1(2.3%)

Nervous System

2(45%)1(2.3%)

Not applicable (poisoning, LOC/concussion, dental, sexual

9(20.5%)13(29.5%)

assault) Not recorded

1(2.3%)0

SIDE AFFECTED
Right

27(61.4%)12(27.3%)

Left

27(61.4%)33(75.0%)

Bilateral

5(11.4%)1(2.3%)

Not applicable

37(84.1%)22(50.0%)

Not further specified

04(9.1%)

Not recorded by data collector

1(2.3%)0

TREATMENT GIVEN

Dressing

6(13.6%)5(11.4%)

SuturinglPOP etc

7(15.9%)6(13.6%)

Surgery

16(36.4%)19(43.2%)
For later review in EDIED clinic

1(2.3%)1(2.3%)
Referral - OPD

21(47.7%)26(59.0%)
Referral - GP

5(ll.4%)8(18.2%)
Referral - Social worker

15(34.1%)4(9.1%)
Referral - Counsellor

2(4.5%)2(4.5%)
Referral - Psychiatrist

5(1l.4%)10(23.0%)
Referral - Psychologist

1(2.3%)2(45%)
Referral - Refuge

3(6.8%)0
Referral - Detoxication unit

00

Referral - LegallPolice/Government

6(13.6%)0
Referral - Other

2(45%)0
Other treatment

14(31.8%)9(20.5%)
Not recorded

2(4.5%)0

DISPOSITION OF PATIENT
Treated, no referral

00

Treated, referral given

4(9.1%)0

Short stay in ED

11(25.0%)13(29.5%)
Admitted to ward

23(52.3%)26(59.1%)
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Transferred to other hospital 05(11.4%)

Dead on Arrival

00

Died in wardIED

1(2.3%)0

Left without treatment/absconded

00

Discharged self against medical advice

2(4.5%)0

Intervention order against partner

00

Victim sent to prison

2(4.5%)0

Partner sent to prison

00

Victim to refuge/crisis centre

2(4.5%)0

Not recorded

9(20.5%)0

TYPE OF RECURRENT INJURY

Bruising

6(13.6%)

Lacerations

2(4.5%)

Poisoning (self)

02(4.5%)

Not applicable

33(75.0%)42(95.5%)

Not recorded

3(6.8%)0

OTHER RELEVANT DETAILS

Complicated medical history

03(6.8%)

See previous episode

1(2.3%)2(4.5%)

Refused help - returned home

2(4.5%)0

Sent to prison

2(4.5%)0

Many social problems

2(4.5%)3(6.8%)

Referred for self-help

2(4.5%)0

Refuses to identify assaulter/no information

00

Lacks insight

1(2.3%)2(4.5%)

IntelVention order against partner

2(4.5%)0

Re-admitted for further treatment

1(2.3%)2(4.5%)

Partner deceased following incident

00

Previous pres/admissions - non DV related

21(47.7%)10(23.0%)

Other

2(4.5%)0

Partner sent to prison

03(6.8%)

Subsequent pres/admissions - non DV related

00

Partner threatening to kill family if implicated

6(13.6%)0

Violence is reciprocal

1(2.3%)0

Multiple DV incidents mentioned but NFS in history

1(2.3%)0

Previous DV incident in history, no information collected

1(2.3%)0

Single DV incident mentioned but NFS in history

1(2.3%)0

No mention in case notes; Social worker referral/problems

1(2.3%)0

with partner Previous injUl)' present, but insufficient information to state

00

whether DV Doctor states injuries do not match patient's claim of

00

DV/claimed method of assault Timelag due to patient being held in police custody

00

Subsequent pres/admissions - DV related

2(4.5%)0

Not recorded

13(29.5%)26(59.0%)
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The following points can be raised concerning Table 15:

• Police and ambulance services were involved in a significant proportion of domestic

violence incidents compared with controls.
• There was a greater number of types of relationships of domestic violence victims with a

partner than for controls. In particular, fewer victims of domestic violence were married,
and more were in a defacto relationship when the abuse occurred.

• Significantly more domestic violence victims compared with controls were recorded as
having a history of alcohol abuse and current abuse at the time that the abusive incident
occurred.

• In relation to the body part injured, the head was five times and the trunk three times more

likely to be injured in domestic violence victims compared with controls. Lower

extremities were less likely to be injured in the domestic violence group.
• Referral to a social worker was more common for domestic violence victims, but referrals

to the outpatient department, general practitioner, and psychiatrist was more common for

controls. This may be the result of the control group including suicide attempts (providing
no link was established to a history of partner inflicted injury in the patients medical

records), and patients having more severe injuries which warrant a referral to the

outpatient department or general practitioner.

• A finding that 48% of the domestic violence group reported previous non-domestic

violence related presentations or admissions to hospital, as compared to 23% of the control

group. This supports the view that the utilisation of medical services by victims of
domestic violence is generally high.

Further information relating to the medical history of abuse and injury sustained as a result of

domestic violence can be found in Appendix 10.

4.2.3 Estimate of under detection of domestic violence using medical records

The manual extraction of data from medical records resulted in the discovery of 30 records,
(initially selected as cases of domestic violence from VISS), being identified as cases of family
violence (9), overdose (11), or with unclear stories or inadequate information (10), but not
consistent with the definition of domestic violence used for this study. These records were
rejected as cases and a further 30 records of cases were selected from VISS.

Similar problems were encountered with 11 medical records, (initially identified by VISS as
controls), being identified as possible cases of domestic violence because of a presentation of
alerting characteristics such as overdose following a domestic dispute (3), or with a history
suggestive of domestic violence including the suspicion of physical injury (8). These records
were rejected as controls and replaced with a further 11 records as controls which by definition
should have no evidence of domestic violence. The types of physical injuries sustained by the
rejected cases and controls varied but include those that are considered consistent with assault
but not exclusive to domestic violence injury. These injuries included lacerations and bruising
to the central part of the body such as the face, head, and trunk.

It is likely that the term domestic violence has different meanings to health staff, victims, police
and the public. The term may imply occurring in the domestic situation and hence fit more
accurately into the definition of family violence, or alternatively, the term may have a wider
definition that used here and include psychosocial and sexual abuse. There appears to be
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considerable confusion regarding terminology, and together with the non recognition of

alerting indicators of domestic violence (such as overdose), lead to poor recording of
incidents.

In all, a total of 55 potential controls were selected and 11 (20%) rejected after examination.

Although the numbers are very small these figures give a very crude estimate of the potential

level of under detection of domestic violence defined in the broader sense. It suggests that up

to 1 in 5 admissions for injury in women under 40 years, (after presentation at emergency
departments), may be due to a history of domestic violence, or be self-inflicted injury following
a domestic dispute. However this crude estimate should be interpreted with caution.

4.3 HOSPITAL STAFF SURVEY BY INTERVIEW

Analysis of the emergency department staff interviews was conducted. Variables analysed by
service provider type included: education and training, knowledge of the existence of hospital
policy and procedures, knowledge of typical victim characteristics including injuries and typical
perpetrator characteristics such as patient demeanour, injuries uncharacteristic of stories given,
alcohol involvement, evidence of past injury, attitude to victims, knowledge of legal issues and
services for victims, and perceived barriers to detection, recording and referral of a domestic
violence victim.

4.3.1 Demographic information on hospital staff participating in the interviews

A total of 21 senior doctors and nurses from hospital Emergency Departments (E.D.) and
senior hospital social workers were interviewed about their formal training, both basic and
post-graduate, and attendance at in-service sessions training. Staffwere also asked how many
hours overall has been allocated specifically to domestic violence training, whether they
considered more training necessary and whether they were aware of their hospital having a
policy or protocol for the identification and management of domestic violence.
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TABLE 16

Demographic information on hospital staff interviewed

Demographic Information TotalDoctorsNursesSocial

(N=11)
(N=9)(N=7)Workers

(N= 5)HOSPITALS - Western Hospital Footscray

3210

- Preston & Northcote Hospital

2110

- Royal Melbourne Hospital

311I
- Box Hill Hospital

3111

- Monash Medical Centre

4211

- Dandenong & District Hospital

3111

- Geelong Hospital

3111

QUALIFICATIONSIRELEVANT BACKGROUND

- Basic Training

219'75

- Relevant Postgraduate Training

14941

(completing/completed) - Other Postgraduate Training

1001

- Relevant In-Service Training

10145

OVERALL NUMBER OF HOURS ATTRIBUTED TO

DOMESTIC VIOLENCE TRAINING-None
5311

-1-2

6330

- 3 to <10

3201

- >10

6033

-Don't Know

I100

EXISTENCE OF HOSPITAL POLICYIPROTOCOL FOR

DOMESTIC VIOLENCE- Yes
11542

-No
9333

-Don't Know
1100

MORE TRAINING NEEDED FOR DOMESTIC
VIOLENCE- Yes

16754
-No

5221

Although 14 staff have, or are undergoing relevant post-graduate training and 10 staff have
attended relevant in-service sessions, it is interesting to note that 11 staff received either no
time or less than 2 hours time allocated specifically to domestic violence and that 16 staff
consider they need more training in the area of domestic violence. Of the 4 social workers
who perceived the need for more training, all felt continuing education in the form of updating
was essential. Similar results, showing lack of protocols and education for detecting and
managing domestic violence victims, have been documented elsewhere (Stark & Flitcraft,
1991; Roberts, 1993). Recommendations to incorporate protocols and training into hospital
policy have also been made (McLeer & Anwar, 1987; Stark et al., 1981; Roberts, 1993).
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4.3.2 Beliefs on issues relating to domestic violence

Staff were asked to answer a number of questions relating to their general knowledge and
attitudes to domestic violence, relating particularly to whether there was a typical victim or
typical perpetrator and what factors most contributed to domestic violence. Each participant
was asked to name up to 5 indicators for the questions outlined in Table 17.

TABLEt7

Attitudes to domestic violence by hospital stafT interviewed

TotalDoctorsNursesSocial

(N=21)
(N= 9)(N=7)Workers

(N=~VIEW OF THE TYPICAL VICTIM - Low self-esteem

15735

- All socio-economic groups

13643

- No such thing as a typical victim

12723

- Economically &lor emotionally dependent

11344
- Previous victim of child/sexual abuse

7232
- Financial difficulties

6222

- Low socio-economic status

5131

- Particular race or ethnic group

5221

- Other*
15474

VIEW OF THE TYPICAL PERPETRATOR

- Abuser of alcohol

11542

- All socio-economic groups

10622

- No such thing as a typical victim

10532

- Aggressive and angry

9423

- Lack of power and control in other areas

8323
- Previous victim of child/sexual abuse

6231
- Other**

2910118

VIEW OF THE FACTORS CONTRIBUTING TO
DOMESTIC VIOLENCE- Alcohol abuse

18963

- Violence in family of origin

14563

- Lack of power in other areas of perpetrator's life

12732
- Financial difficulties

10343

- Aggression and anger

8422

- History of violent behaviour towards others

7232
- Previous victim of child/sexual abuse

6312

- Unemployment

6411
- Other***

13274

* Other includes: unemployed (3); depressed (2);anxious (2); meek/submissive (2); suicidal (2); abuser
of alcohol (2); overuser of medical/psycho-socia1/legal services (2).

** Other includes: low socio-economic status (4); financial difficulties (4); particular racelethnic group
(4); possessive/jealous (4); unemployed (3); severely stressed (3); economically/emotionally dependent
(2); criminal history (2); obsessed with power (1); low self- esteem (1); familial/cultural acceptance of
this as form of control (1).

*** Other includes: from a broken family (3); Partner who 'nags' (3); low socio-economic status (1);

particular race/ethnic group (1); low functioninglhandicapped (1); anxiety (1); obsessional jealousy
(1); obsession with power (1); peak time is weekends (1).
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In addition, staff were asked to comment on the prevalence of.domestic violence in the general
community, using the study definition of partner inflicted physical injury. Table 18 shows that
16 of the 21 staff considered that it occurs in at least 1 in 50 couples. Counter violence by the
victim against the perpetrator was considered to be mainly the result of: frustration, or the "last
straw" (6); the need to protect children (5); or self-defence (3).

TABLE 18

Staff perceptions of the prevalence of domestic violence in the general community

Prevalence of Domestic Violence Frequency

Occurs in:
- at least 1 in 10 couples

~.?
- between I in 20 and I in 50 couples

r 10

-I in 100 couples

2

- between 1 in 500 and 1 in 1000 couples

2
Unknown

1

Total

21

All but 2 staff considered any physical assault to be illegal, with the remaining 2 staff stating

that the illegality of such assault depended on the severity or whether the victim wished to lay

charges. In answer to the question of how staff felt about the possibility of becoming legally
involved in a case of domestic violence, 17 responded that they were not perturbed or felt that
involvement was a professional responsibility. Four stated that they felt uneasy or would avoid
becoming involved.

4.3.3 Issues in the identification of domestic violence

Staff were asked whose responsibility it is to detect domestic violence; what barriers there may
be to detection; what factors raise the suspicion of domestic violence and how confirmation of
the suspicion is attempted; and what action they would take in cases where the injuries did not
match the stated cause.
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TABLE 19

Identification of domestic violence by hospital staff intenriewed

TotalDoctonNursesSocial

(N=21)
(N=9)(N=7)Worken

(N=5)RESPONSffiILITY FOR DETECTION OF DOMESTIC VIOLENCE- Treating E.D. doctor

11623
-E.D. Nurse

8431

- All health professionals

7331
- Other·

19658

BARRIERS TO DETECTING DOMESTIC VIOLENCE
- Non-disclosure by patient (shame, guilt, cultural

12624

beliefs, fear, loyalty to partner) - Role ofE.D. is oriented towards major trauma

8233
- Time/staff constraints

11236

- Language barriers

4310

- Individual staff interest or lack of interest

4121

- Other"

201172

WHAT RAISES SUSPICIONS THAT CASE IS ONE OF

DOMESTIC VIOLENCE- Explanation does not match injuries- Unusual interaction between patient &
15753

accompanying party

10163

- Vety nervous /frightened - Facial injuries (inc black eye)

5212

- Particular injuries

7502

- Repeated presentations

4400

- Inconsistent stoty

4400
- Other···

4400
18

774

WHAT ACTION TAKEN TO CONFIRM SUSPICIONS

THAT CASE IS ONE OF DOMESTIC VIOLENCE- Inform the patient of suspicions

9540

- Interview the patient alone

6312

- Confront the patient alone

6231

- Other····

12543

.
WHAT ACTION TAKEN WHERE INJURIES ARE INCONSISTENT WITII STATED CAUSE- Inform the patient of suspicions

13562

- Interview the patient alone

4211

-Confront the patient alone

2200

- Other

4022

Would you examine suspected victim for signs elsewhere on body?- Yes

1394n/a

-No

303n/a

• Other includes: general practitioners (4); triage nurse (4); social worker -hospital (1); social worker 
non-hospital (1); the victim (3); lawyers (1);non-medica1 hospital personnel (2); whoever the victim
feels most comfortable talking to (2); the general community (1).
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••

•••

••••

Other includes: lack of traininglknowledge (3); personal beliefs (1); lack of after-hours referral
services (2); family matter only (l)~ E.D. is not private enough (1); children/relatives present (2); R.D.
is an unfamiliar environment (1); fear by victim of police involvement (l);control of situation by
partner (1); desire to protect partner (1); cultural (1);non-specific injuries (1); male staff (1); victim
unwilling to undress (1); staff too junior (1); doctors don't view it as serious problem (1).
Other includes: bruising on the body (2); injuries to the extremities (2); injuries to body regions
normally covered by clothes (1);very guarded (1); partner would not leave patient's side (3); disclosure
by relatives (1); disclosure by patient (1); time of day (1); 'gut feeling' (2); children present (2);
comments by ambulance officers (1); patient presents with male who is not her partner (1).
Other includes: nothing (l);enquire of accompanying party (3); make a within-hospital referral (3);
encourage rapport with patient (2); discuss with patient's GP (1); get access to previous medical
history (1); get a female doctor to treat patient (1).

The most frequent response across the 3 groups of staff to the question of what raised their

suspicion that a cases was one of domestic violence was, explanations that did not match

injuries. Differences between the staff groups can be seen in the response from 6 of the 7

nurses that unusual interaction between the patient and accompanying party raised their

suspicions in contrast to 1 response from the 9 doctors. This could be a function of both the

increased time the nurse spends with the patient and that it is the nurse who is more likely to

meet the accompanying party. Doctors were more likely to have their suspicions raised by

specific and unusual injuries and by a history of repeated presentations.

4.3.4 Issues in the documentation of domestic violence by staff

Staff were asked whether findings of domestic violence should be documented, how

documentation should be undertaken, whose role it is to document findings and what barriers
there are to documentation.
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TABLE 20

Documentation of domestic violence by hospital staff interviewed

TotalDodonNursesSocial
(N=21)

(N=9)(N=7)Worken
(N=5)RESPONSffiILITY FOR DOCUMENTATION - All health professionals

11434
- Treating B.O. doctor

10541
-B.O. Nurse

5230
- Triage Nurse

1010

B~RSTODOCUMENTATION
- Legal concerns

6231
Freedom of Information issues

5203
- Partner around charts

3120
- Patient does not want this documented

2020
- Other*

9315

SHOULDDOMESTIC VIOLENCE BE DOCUMENTED
AND, IF SO, HOW?- Yes, should be documented

2197#5
- No, should not be documented

0000

How should be recorded
- Full details

4112
- General details

3012

- Record injuries only
2200

- Record quotes

2101
- Record facts only

2110

- Record only if disclosure/irrefutable evidence

2110

- Record your perception

1010

- Not specified

4220
- Other··

1100

# except where patient wishes it not to be

• Other includes: fear of labelling as false positive (1); lack of time (3); situation not amenable to
medical help (1);avoid legal involvement (1); protection of patient's privacy (1); little social data
recorded because E.D. stafffollow medical model (1); staff carelessness (1).

All staff felt that findings of domestic violence should be documented, as there was clear

understanding by all staff of the use of patient records as legal evidence. All staff felt that full

details of injuries, with or without photographic records, was essential. There appeared little

uncertainty over recording of the circumstances of the event in cases of disclosure, but there

was uncertainty over recording of the circumstances of the event in cases of suspected but
undisclosed domestic violence.

4.3.5 Issues in the management of domestic violence

Staff were asked: who holds responsibility for instigating referrals; what barriers there may be

to instigating referrals; and what referral services they knew of and had used.
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TABLE 21

Management of domestic violence by hospital staff intenriewed

TotalDoctorsNursesSocial

(N=21)
(N=9)(N=7)Workers

(N=5)RESPONSffiILI'lY FOR REFERRAL - All health professionals

11713
- Treating E.D. doctor

9261
-B.O. Nurse

4040
- Other·

5203

BARRIERS TO REFERRAL
- Lack of services/services full or not accessible

11452

- Victim unwilling

6411
Other··

14374

REFERRALS KNOWN OF
- Social worker - hospital

1486nla
- Comm. health centres

12165

- Refuge/shelter

10235

- Policellegal system

9234

- Community agencies

7232

- General practitioner

5410
- Counsellor

5221
- Support groups

5212

- Psychiatrist

5140
- Other···

12543

REFERRALS MADE
- Social worker - hospital

1064nla

- Refuge/shelter
9315

- Policellegal system
8404

- Psychiatrist - hospital
7331

- General practitioner
5311

- Other····
161114

• Other includes: general practitioners (4); triage nurse (5); the victim (3); lawyers (l);non-medical
hospital personnel (2); the general community (1).

•• Other includes: lack of traininglknowledge (3);lack of after-hours referral services (2); police
reluctance to get involved (1); time/workload (2); no barriers (1); patient not allowed out of home so
cannot access service (3);non-disclosure (2).

••• Other includes: crisis lines (l);friendlrelatives (2); psychologist (2); housing worker (1); DV outreach
worker (3);no after hours services (1); intervention orders (1); marriage guidance counsellor (1).

•••• Other includes: counsellor (3); ;support groups (3); community agencies (3); community health centres
(3); DV outreach worker (1); psychologist (1); psychiatrist - non hospital (1); all those listed (1); none
(1).

Nearly all doctors and nurses named the hospital social worker as a support service and 10
later stated that they had made such referrals. Doctors and nurses tended to name more
medical support services than social workers.

On the question of whether there is any difference in the detection of domestic violence in

people from non-English speaking backgrounds, one of the main concerns related to
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communication difficulties through language (9), which were said to result in prolonged
questioning and loss of intimacy with resultant decreased likelihood of disclosure and also that

the interpreter was often a member of the same community with resultant potential for
collaboration between the interpreter and cultural community. A further major area of

perceived difference was cultural difference (8) with concerns that in certain cultural groups
domestic violence was more common, less likely to be disclosed and often presented as other

(particularly medical) problems. The partner was also seen as less likely to leave the patient's
side and to be more likely to try to control the situation.

Regarding the management of domestic violence in people from non-English speaking

backgrounds, comments were received on the necessity of linking the patient back to a

culturally appropriate support service (5). Other comments received were that: the health

professional needs to be less confrontational (1) and should be the same sex (1); referral should

be made to the social worker who was more aware of culturally appropriate services (1); and

that some difficulties lay in ethnic workers being less well trained and part of the same
community as the victim (2).

4.3.6 Issues in the role of doctors and nurses in the area of domestic violence

Staff were asked: whether they felt that doctors and nurses could, through intervention, help
reduce rates of domestic violence; whether they would intervene where not explicitly asked to
do so by the patient; and whether mandatory reporting should be introduced for
suspected/disclosed cases of domestic violence.

TABLE 22
Attitudes to the role of doctors and nurses in domestic violence

TotalDoctorsNursesSocial

(N=21)
(N=9)(N=7)Workers

(N=5)CAN DOCTORS & NURSES INTERVENE TO HELP REDUCE RATES OF DOMESTIC VIOLENCE?

,

- Yes**

15555
-No

6420

**Most stated prevalence, but not incidence, could be reduced through intervention
SHOULD DOCTORS & NURSES INTERVENE ONLY IF

ASKED?- Yes
1010

-No
20965

SHOULD MANDATORY REPORTING BE

INTRODUCED FOR SUSPECTEDIDISCLOSED CASESOF DOMESTIC VIOLENCE?- Yes

4040
-No

13724
- Unsure

4211
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Fifteen of the 21 staff felt that, through intervention, doctors and nurses could help reduce
rates of domestic violence, but considered this limitedto prevalence rather than incidence. The
role of the continuing carer (generally the general practitioner) and the importance of liaison
with this person and other community agencieswas emphasised.

Thirteen of the 21 staff stated that they did not believe mandatory reporting should be
introduced as is the case with child abuse. The main reason given was that adults should be
considered capable of making such decisions and a smaller number stated that removing this
decision-making disempowers the victim. Two staff commented that funding should be
directed towards prevention and care rather than towards enforcing laws.

Of the 4 staff, who stated that they did believe mandatory reporting should be introduced,
reasons given were that: the victim would feel more able to disclose; mandatory reporting
would generate media publicity and thus promote a climate conducive to disclosure; and that it
may deter the perpetrator. It is noteworthy that nurses were the only group to provide a 'yes'
response to the question of mandatory reporting.
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CHAPTER 5. DISCUSSION

5.1. THE FINDINGS

5.1.1. J>eaths

This exploratory study has described how domestic violence injury is distributed, has identified

some of the demographic features, and examined patterns and indicators of the problem,

insofar·as this is possible given the constraints of the current data systems.

It is instructive to place domestic violence (partner inflicted) injury in the contexts of all non

violent injury, of injury due to all violence, and of injury due to family violence (generally

includes all household members). This study shows that deaths due to domestic violence injury

as a proportion of all injury deaths is low (0.7% in 1991). However the proportion of
domestic violence injury deaths as a proportion of assaultative deaths is high for females
(approximately 50%) but low for males (approximately 2-3%). The disproportionately high
representation of females in domestic violence injury deaths may indicate the vulnerability of
women in a spousal relationship compared with men. Our findings reflect the fundamental
difference that male victims predominate in family violence, while females are over
represented as spousal violence victims (Stark & Flitcraft, 1991; Langlois et al., 1992). The
use of guns and knives as weapons of death in domestic violence in a high proportion of cases
provides some support for countermeasures aimed at gun and knife control.

5.1.2. Injury

The current Victorian Inpatient Minimum Database (VIMD) does not allow discrimination of
assault victims into categories which would identify hospital admissions for domestic violence
injury. Our study indicates that partner inflicted injuries in women presenting to emergency
departments are 2% of all injury presentations. However, injuries in women are 10 times more
likely to be due to domestic violence injury than in men. In addition, our estimate of
underdetection of partner inflicted injury in emergency departments is up to 70% for women.
Therefore the differential diagnosis of any injury, particularly in women, should include
domestic violence injury until it can be satisfactorily excluded.

Although the level of injury due to domestic violence is low in comparison with other causes of
injury, domestic violence injury is only part of a spectrum of abuse which tends to escalate and
increase the burden on the victim, the family, the health and social service system, and the
justice system (Stark & Flitcraft 1991). This escalation into the battering syndrome in women
deserves a vigorous effort to intervene as early in the pathway as possible (Stark & Flitcraft,
1991). The implications for this effort are primarily based on increasing detection rates at the
point of entry of the victim into the health and welfare system or other entry points. This
applies to all types of services and considering that victims may use general practice and other
medical services (e.g., psychiatric) more than surgical or injury services, then the implication
has a broader scope than that of this study (Stark & Flitcraft, 1991). Nevertheless one
important point of detection is the emergency department where the presentation of injury
consistent with domestic violence injury, occurs. The impact of domestic violence on
performance of the victim in the workplace is unknown but would be a relevant topic in terms
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of further research effort. The impact of domestic violence on family functioning and child
welfare has been well recognised (Stark & Flitcraft 1991).

The definition of domestic violence varies widely in the meaning of both the words domestic
and violence. The comparison of different estimates of domestic violence from different
studies is therefore often impossible. In addition, the interpretation of the term by those
professionals who diagnose, provide services, or administer the law in the area also differ,
which results in different perspectives in acknowledging the size and nature of the problem.

The interpretation or use of the term by the victim may also differ from the service provider

resulting in misinterpretation in recording of relevant data. In this study, the exclusion of cases

described as domestic violence injury but not in fact caused directly or indirectly by a partner
reflects this dilemma.

5.2. DATA

Coroners Data

The richest source of data on patterns and indicators of domestic violence is for deaths (both

suicide and homicide) and the comprehensiveCoroner's dataset allows exploration of causes of

death and identification of the perpetrator in cases of death due to assault. However deaths

are only a very small proportion of the injury outcome which occurs in domestic violence and

may be viewed in many instances as the end result of many years of escalating abuse.

Considerable difficulties are encountered with poor, variable, or incomplete information

sources for injury (not resulting in death) due to domestic violence, particularly in presentation
data in hospital records but also in admission data, as found in medical records. The lack of

appreciation of a patient being a victim of domestic violence leads to inadequate collection and

recording of relevant data about the incident. Despite the medical records in our study
containing much useful data, analyses indicated a lack of potentially useful data which could
inform patterns and indicators of domestic violence.

Hospital Admissions Data

International Disease Classification (ICD) codes for hospital admissions are used for the
category of assault and describe the type of assault in terms of the method used but are
insufficiently specific in detail for the purposes of determining causal pathways since there are
no codes for indicating the relationship of the perpetrator to the victim. The new version,
ICD-I0, has addressed this issue in a minor fashion only, and these new codes need to be
extended to all cases of interpersoJlalinjury and abuse. The ICD-I0 codes list assault as X85

Y09 which includes categories for injuries inflicted by another person with intent to injure or
kill, by any means. Only two categories, 'neglect and abandonment' (Y06) and 'other
maltreatment syndromes' (Y07) have sub-categories for perpetrator which includes spouse,
partner, parent, acquaintance or friend, official authorities, other specified or unspecified
person (Appendix 11). It would further the interests of research into domestic violence in
particular and violence in general if these sub categories were allocated to all categories of
assault so that circumstances of interpersonal injury can be analysed to improve the
epidemiological study and interventions for intentional injury. Exploration of the potential to
include such codes as an interim measure in the ICD-9 system is warranted.

VIMD has codes for location of the injury event and it would be reasonable to assume that a
high proportion of domestic violence occurs in the home. However variable and inconsistent
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recording of data on location of an assault incident in the database resulted in the inability to
use a potentially useful indicator of domestic violence in our study. Limited social data on

patient and partner are currently found in medical records. If these potentially useful sources

of data are to be maximised then health professionals need some training or support in
recording relevant details.

Emergency Department Presentation Data

Victorian Injury Surveillance System (VISS) data is limited geographically to four major public

metropolitan hospitals and one large rural hospital and therefore cannot be used to directly

estimate the occurrence of domestic violence injury for Victoria. Nevertheless, the data is very

useful for examining causal pathways since data on perpetrators is generally collected and

analysis of the data can be extrapolated to the state to give a crude estimate of the level of

domestic violence injury presenting and admitted to hospitals in Victoria. There is a potential

for developing perpetrator data links from police and justice systems to the health system to

improve understanding of the characteristics of perpetrators of domestic violence.

Medical Records Data

In our study, the same number of controls were randomly selected from all injury cases in the
database with the same proportion taken from each participating hospital and for each year as
the positive cases of domestic violence. Latrobe Regional Hospital appears to be under
represented for domestic violence injuries in the VISS database. Twenty-six percent of all
injury presentations to VISS are from the Latrobe Valley Hospital, but only 16% of all
recorded domestic violence cases presenting to VISS are from the Latrobe Valley Hospital.
One possible explanation could be that patients in a rural community prefer not to attend
hospital emergency departments where they run the risk of meeting people with whom they are
familiar. Different admission policies for different emergency departments influence admission
rates, which may account for the variation in the admission/presentation ratio of the hospitals
included in this study.

5.3. UNDER DETECTION OF DOMESTIC VIOLENCE

Stark et al. (1981) studied the impact of battering on a large metropolitan hospital and found
that 21% of all women who used the emergency surgical service were battered; almost half of
all injuries presented by women to the emergency surgical service occurred in the context of
abuse; battering accounted for 1 in 4 suicide attempts by all women; using their current
diagnostic techniques medical personnel diagnosed 1 battered woman in 25. The authors
concluded that 19% of the women presenting to the emergency service with injury had a
history of abuse (estimated prevalence of domestic violence) indicating that 75-80% of the
battering cases seen were ongoing. It was estimated that 4% of visits were new cases
(estimated incidence of domestic violence). These findings are similar to other studies
(McClear & Anwar, 1989; Stark & Flitcraft, 1991). It is an interesting finding in our study,
based on only a very small sample of medical records, that 20% of our controls (women under
40 years selected from VISS) had a history of suspected abuse but were undetected until their
medical records were examined in detail. The similarity with other studies merits further
research using a larger sample of medical records to determine the significance of our result.

The VISS data indicates 1.3% of female and 0.14% of male presentations to emergency
departments (0.54 % of all adult presentations) are clearly the result of partner inflicted injury
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(positive cases). This suggests that injuries in females presenting to Emergency Departments
are 10 times more likely than those in males to be due to domestic violence. Compared with
the estimate (4%) of new cases from the study by Stark and Flitcraft (1991) this result could
suggest an under detection of more than 60% for domestic violence in females. Also, our
crude estimate of underdetection using VISS data on probable and suggestive cases for
domestic violence injury in females was up to 70%.

The Australian scene is different ~om that found overseas where variation in population
characteristics, health care services, data sources, and recording systems could account for
differences in estimates of domestic violence. In Australia, less severe injuries are likely to

present to general practice, and not to emergency departments as in the U.S.A., and therefore
are not included in the current data collection systems. To assess the true picture in Victoria

and elsewhere in Australia the issue of under detection and adequate collection and

management of data needs be addressed. Further exploration of the over representation of

females in attempted suicides related to domestic disputes is warranted.

5.4. BARRIERS TO DETECTION OF DOMESTIC VIOLENCE

The barriers to detection of domestic violence, which may lead to a substantial lack of specific

and appropriate management and referral of victims, relate to disclosure by the victim, and

identification and recording of the diagnosis by the health professional. Lack of disclosure is

associated with fear, shame, protection of perpetrator, protection of children, lack of

support/services, and presence of perpetrator at presentation to the emergency department

(Roberts, 1994). Barriers to identification as determined by the staff interviews in our study

were mostly non-disclosure, time/staff constraints, and the role of the Emergency Department
being oriented towards trauma care.

The urge for anonymity could result in patients not presenting at the same hospital for
recurrent episodes of domestic violence. The data systems can only track a patient within a
hospital and if the patient presents to another hospital then the ongoing nature of domestic
violence will be missed. It is clear that substantial improvements are needed in the detection
and intervention for victims in the first instance.

5.5. eDUCATION AND SERVICES

The generally poor data which exists for examining causal mechanisms of domestic violence,
and which has been demonstrated by this exploratory study, has led to a number of agencies
recommending education, training and policies be introduced into emergency departments to
address the relative lack of information and to improve the management of domestic violence
victims. The American National Health Objectives for the Year 2000 includes a target of at
least 90% of hospital emergency departments to have protocols for routinely identifying,
treating and referring victims of sexual assault and spouse abuse. The Joint Commission on
Accreditation of Healthcare Organisations has recommended that accredited emergency
departments have policies, procedures, and education in place to guide staff in the treatment of
battered adults (Stark & Flitcraft, 1991). Roberts (1993) and the National Strategy on
Violence Against Women (1992) have recommended training for emergency department staff.
The Public Health Association of Australia (1994) and the Australian Medical Association
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(Australian Medicine, 1989) have both recommended training for professionals for improving
detection and management of domestic violence victims.

A report, "Training in the Areas of Violence Against Women', incorporating reports on the
issue and produced by the National Committee on Violence Against Women, documents

national training guidelines, training of key occupational groups and train the trainer programs.
Medical, nursing and other hospital staff are some of the key professional and occupational

groups recommended for training. Evaluation of these training endeavours is required to
measure effectiveness in raising awareness and contributing to the identification and referral of

victims. Training in the emergency department must address the issue of rapid turnover of

staff particularly medical staff This problem needs more investigation as it may be better to

concentrate not only on medical staff but to consider nursing staff for specific in depth training
since they have a lower turn over and often spend more time with patients.

Time-out for training of staff in emergency departments may be a potential barrier. It may
prove more effective to concentrate training at the undergraduate level for medical staff After
staff training and the introduction of an identification protocol in an emergency department in
America, the percentage of women found to be battered increased almost sixfold, from 5.6 to
30% (McLeer & Anwar, 1989a). However, detection rates did not improve after in-service
training in an emergency department study in Queensland (Roberts, 1994). Because of time
pressures in emergency departments it would seem reasonable that the working role of medical
and. nursing staff in emergency departments be seen as one of detection and referral to
specialised services rather than one of direct management of the time consuming multi
disciplinary problems which present in domestic violence cases. Difficulties arise with effective
training leading to a higher demand for referral services. It would be instructive to evaluate
the types of programs conducted elsewhere for applicability at the local level.

Neglect, denial, mistreatment and negative interventions may characterise the ongoing care of
women who present with abusive injury, responses that increase a woman's risk and reinforce
denial, minimisation, abuse, and victim-blaming by the batterer (Stark & Flitcraft, 1991). A
failure to identify battered women in health and mental health settings has been documented
from medical records, patient interviews and/or observation of doctor-patient encounters.

The greatest proportion of medical visits by battered women do not involve trauma but general
medical, obstetrical and gynaecological, behavioural and psychiatric presentations (Stark and
Flitcraft, 1991). As a result, non trauma medicine provides most of their care. Therefore
domestic violence protocols should not be restricted to emergency departments but encompass
services dealing with attempted suicide, alcohol and drug abuse, rape, child abuse and mental
health. Implementing protocols for the early identification and referral of abuse victims if
successful could reduce the prevalence of injury due to domestic violence by up to 75% and
dramatically impact on the incidence of female alcoholism, child abuse, suicide attempt and
mental illness (Stark & Flitcraft, 1991). Mandatory reporting legislation clarifies and
formalises the action expected of professionals who suspect a person is being abused. It
increases the likelihood that the victim will receive the best possible help and protection.
There is no evidence in NSW that introducing mandatory reporting for child abuse results in an
increase in false or unsubstantiated reporting. Professional education is believed to have a
particularly important role in ensuring appropriate reporting in child abuse. The issue of
mandatory reporting would need considerable investigation before being applied to domestic
violence.
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Three models have developed to attempt to explain domestic violence (Stark & Flitcraft,
1991). The interpersonal violence model emphasises psychosocial problems and distorted
interpersonal communication as causal factors with family and other therapy as the preferred
response. The family violence model supports the view that violence is normal for some
families as a result of violence experienced in childhood and therefore uses violence to resolve
disputes. Resolution is seen in public education and tighter police controls over family
behaviour. The gender-politics model proposes that domestic violence is an attempt by men to
maintain their already greater authority and privilege. The solution favours emergency shelter,
criminal prosecution of abusers and empowerment and resourcing of victims to escape. Of the
four components for intervention (shelter, law enforcement, legislation and health care), the
health response is reported to be the least developed (Stark & Flitcraft, 1991). Improving the
identification of victims of domestic violence is a priority for establishingresponsive services.

Preventing and reducing domestic violence requires early detection and referral, protecting
victims, stopping violence, expanding the resources and options available to victims and
assailants, and public education. Until the social and other problems leading to domestic
violence can be resolved, the best available strategy appears to be early intervention.
Evaluation studies are required to confirmthe effects of the early intervention approach.
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CHAPTER 6. RECOMMENDATIONS

Recommendations have been developed for data collection· systems, identification of and
services for domestic violence victims and for future research.

6.1 DATA

6.1.1 Standardisation of definitions and terminology of domestic violence.

6.1.2 Introduction of a locally expanded ICD-9 E-code classification to identify

partner inflicted violence.

6.1.3 Utilisation of the narrative in the National Minimum Dataset (Injury

Surveillance) to identify partner inflicted violence.

6.1.4 Investigation of the feasibility of linkage of justice and police databases to give
expanded measures of the prevalence of domestic violence

6.1.5 Collection of information to identify language spoken at home, aboriginality,
country of birth and other demographic variables identified by the study as
potential risk factors.

6.1.6 Data collection from general practice to determine the prevalence and
characteristics of domestic violence presentation to this sector.

6.2 EDUCATION AND TRAINING

6.2.1 Development and implementation of policy and strategies for education and
training of health sector personnel for effective detection and response to
domestic violence.

6.2.2 Collaboration between Medical, Nursing and other relevant professional bodies
to develop hospital protocols for the detection, management and prevention of
domestic violence.

6.2.3 Evaluation of the effects of training together with protocols in the Emergency
Department on detection and recording of domestic violence cases.

6.3 INFORMATION AND SERVICES

6.3.1 Establishment of access to domestic violence information for victims and

perpetrators.

6.3.2 Provision of information for hospital staff regarding outside services for
domestic violence victims and perpetrators.
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6.3.3 Determination of the need for increased provision and hours of services in
hospitals and increased resources to manage psychosocial and other issues of
domestic violence as a result of the increasing detection of victims and their
children.

6.3.4 Investigation of improved service linkages between hospital emergency
departments, general practice, community based domestic violence and sexual
assault support services.

6.3.5 Evaluation of the effectiveness of early intervention services on domestic
violence.

6.4 RESEARCH

6.4.1 Estimation of the level of under reporting of domestic violence injuries to the

health care system by means of randomized community surveys.

6.4.2 Ongoing reviews of successful countermeasures and implementation strategies.

6.4.3 Exploration of the role of domestic violence in suicide and attempted suicide
and self-harm.

6.4.4 Determination of the most effective service provision model for domestic
violence victims in crisis.

6.5 GENERAL

6.5.1 Adoption and implementation of the recently developed National and State
Strategies for the Prevention and Control ofInterpersonal Injury and Suicide.
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MONASH UNIVERSITY ACCIDENT RESEARCH CENTRE

DOMESTIC VIOLENCE
MEDICAL RECORDS DATA EXTRACTION FORM

November 9,1994

PATIENT DEMOGRAPHICS

CASE No.: HOSPITAL: _

DATE OF DATA COLLECTION: DATE OF VISS PRESENTATION: _

VISS NARRATIVE: -----------------------

SEX: Female Male D.O.B.: ----------
RACE / ETHNICITY: RELIGION:--------- ---------
MEDICAL COVER: Medicare

None

Other

Private Insurance

Not Recorded

IS ENGLISH THE PATIENT'S FIRST LANGUAGE?

Yes No (specify) Not Recorded .

SELF PARTNER

AGE 1st LEFT HOME: IF EVER MARRIED, AGE AT FIRST MARRIAGE: _

NUMBER OF TIMES: Married Defacto .

HISTORY OF PREGNANCY: Miscarriages:
Abortion:

No. Of Pregnancies:

yes No N/R. N=-----
yes No N/R. N= _
N=

IF HAVE CHILDREN, Age At First Birth: Marital Status At First Birth: .

PAST MEDICAL HISTORY:
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PARTNER
Child Abuse:

Sexual Abuse:

Incest:

Domestic Violence:

Physical Abuse:
Other:

RECORD DETAILS OF FAMILY SOCIAL mSTORY (e.g., whether from a broken home):

PATIENT: PARTNER:----------- ------------
mSTORY OF ABUSE IN FAMILY OF ORIGIN:

PATIENT

INTENT YES (comments)

AITEMPTEDSUICIDE VICTIM OF HOMICIDAL INTENTSELF·MUTILATION

PSYCmATRIC mSTORY:

Please specify:

Yes No N/R. .

PHYSICALLY / IN1ELLECTUALL Y DELAYED: Patient Partner .

PREVIOUS DOMESTIC VIOLENCE RELATED REFERRALS:

Psychiatrist: Yes No N/R .
Psychologist: Yes No N/R. .
Social Worker: Yes No N/R. .

Counselling: Yes No N/R .
LegallPolice: Yes No N/R .
Other: ---------------------

mSTORYOF:
Police Interventions
Court Orders

Restraining Orders
Other

Yes No N/R. .
Yes No N/R. .
Yes No N/R. .

NUMBER OF PRESENTATIONS/ADMISSIONS:

NON-ADMITTED
ADMITTED Pos

ProbSUJ!:J!:NeJ!:PosProbSUJ!:J!:NeJ!:

This hospital Other hospitalGeneralPractitioner No. ofyrs =..........

OVERALL BATIERING RISK GROUP (circle most severe category where at least one incident occurred):
Positive Probable Suggestive Negative

ESTIMATE OF UTILIZATION OF SOCIALlLEGALlCOMMUNITY AGENCIES:
First visit 2-4 visits .
5-9 visits > 10 visits .
Other
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DESCRIPTION OF ALL PRESENTATIONS AND ADMISSIONS TO TIllS HOSPITAL

DESCRIPTION PRESENTATIONSADMISSIONSLength of
stay (days)

Domestic VIOlence

l. l.

2.

2.

3.

3.

4.

4.

5.

5.

.

6.

6.

7.

7.

8.

8.

9.

9.

10.

10.

Other

1.
1.

injuries/complaints
2.

2.

3.

3.

4.

4.

5.

5.

6.

6.

7.

7.

8.

8.

9.

9.

10.

10.

TOTAL

N= N=
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CASE No.:

TO BE ANSWERED FOR EACH INJURY PRESENTATION

HOSPITAL:---------- ----------
DATE OF DATA COLLECTION:

** Presentations To This Hospital

DATE PRESENTED: TIME: DAY OF WEEK: _

** Presentations To Hospital Of Referral (if appropriate)

DATE PRESENTED: TIME: DAY OF WEEK:----- ------ -------
DATE CURRENT INJURY SUSTAINED: TIME:------ ------
TIME LAG BETWEEN INJURY OCCURRENCE AND PRESENTATION:

(round down to last halfhour) Hours Days .

POLICE I AMBULANCE INVOLVEMENT (circle if involved):

ADMITIED:
To Ward

Short Stay in ED

YES NO LENGTH

WAS PATIENT ADMITTED FOR PROTECTION: Yes - full reason for admission

Yes - part reason for admission

AGE: ____ years months SUBURB I POSTCODE: _

Currently Married
Separated
Re-Married
Widowed

MARITAL STATUS: Single I Never Married
Currently Defacto
Divorced
Re-Defacto
Other -------------------------

COHABITATION WITH PARTNER: Nil Full

Part N= __ (days/week) NIR

LENGTH OF CURRENT RELATIONSHIP (years, months): _

LENGTH OF TIME ABUSED BY THIS PARTNER (i.e., years, months): _

HOW OFTEN ABUSED BY THIS PARTNER (i.e., daily, weekly, monthly): _

CHANGE IN THE STATUS OF THE RELATIONSHIP SINCE LAST HOSPITAL PRESENTATION?
Yes No Possible NIR .

If yes, please specify _

CURRENlL Y PREGNANT: Yes No NIR .

RECENT «12mths) MISCARRIAGE OR ABORTION: Yes No NIR .
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NUMBER OF CHILDREN: AGE OF CHILDREN:---- -----------
DETAILS OF CHILD DEATHS (Age, C.O.D.) _

HA VB THE CHILDREN BEEN PHYSICALL Y/SEXUALL Y ABUSED?
Yes No NIR .

If Yes, bywhom? _

PatientPartnerOther intimate NIR

Alcoholic background Illicit dru£ useAddiction to prescribed medicationGambling addictionOther addiction

LIST CURRENT PRESCRIBED MEDICATION (if applicable) :

UNDER THE INFLUENCE AROUND THE TIME OF THE INCIDENT:

PATIENT

Alcohol

Drugs (specify)

Presc. Medic. (specify)

Other (specify)
Not Recorded

PARTNER

OTHER SOCIAL PROBLEMS: _

EMPLOYMENT STATUS:
Full-time
Part-time
Domestic Duties

Unemployed
Invalid I Pension
Student
Not Recorded
Other

PATIENT
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INDICATION OF FAMILY'S ECONOMIC STATUS:

PATIENT

Managers and Administrators
Professionals

Para-Professionals

Trades persons
Clerks

Salespersons & Personal Services Workers

Plant and Machine Operators and Drivers
Labourers and Related Workers

Student

Unemployed
Not Recorded

Other

PARTNER

PARTNER IMPLICATED IN ABUSE: Husband / Wife
Defacto

Boyfriend / Girlfriend
Ex-Husband / Wife / Defacto

Ex-Boyfriend / Girlfriend
Not Recorded

DID PARTNER ACCOMPANY PATIENT TO HOSPITAL? Yes No N/R .

WAS PARTNER PRESENT DURING EXAMINATION? yes No Partly N/R .

DESCRIBE PARTNER'S DEMEANOUR: _

DESCRIBE PATIENT'S DEMEANOUR: -------------------

PATIENT'S LEVEL OF DEPRESSION:

(as recorded in history)
Nil / Asymptomatic
Mild
Moderate
Severe
Not Recorded

Depressed, NFS
Other

PSYCHOLOGICAL FACTORS (e.g., depression, nervousness, anxiety, phobic, insomnia, eating disorders,
migraine headaches, somatic complaints): (Specify All)
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NARRATIVE OF EVENT (record for injuries only)

LOCATION WHERE INCIDENT OCCURRED:
Victim's Home .

Other Home .

Partner's Home
Not Recorded

WHERE, AT LOCATION, DID THE INJURY OCCUR (e.g., kitchen)?

ACTIVITY AT THE TIME THE INJURY OCCURRED (e.g., cooking):

WHAT WENT WRONG (e.g., fell down stairs)?

MECHANISM OF INJURY / WHAT HAPPENED (e.g., landed on concrete):

HOW INJURY INFLICTED (tick as many as applicable):
Stabbed - knife Stabbed - other weapon

Gun/Rifle Bite

Bum Poisoning

Whipped Kicked

Pushed Hit/punched/slapped

Objects thrown at Threatened with harm

Tied up Imprisoned

Raped/Sexual assault Not Recorded
Other

NARRATIVE OF EVENT (record for non-injuries only)
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NATURE OF THE INJURY: BODY PART INJURED:

1.

N=1. SIDE-
2.

N=2.-

SIDE-
3.

N=3.-

SIDE-
4.

N=4.-

SIDE-
5.

N=5. SIDE-
6.

N=6. SIDE-
7.

N=7. SIDE-
8.

N=8. SIDE-
9.

N=9. SIDE

10.

N=.10. SIDE-

(Nb: As per coding sheet)
(Nb: SIDE: left, right, bilateral, NFS, N/R, NIA..

TOTAL NUMBER OF BODY REGIONS BY SEVERITY:
MINOR

Head

Upper Extremity
Lower Extremity
Systemic & Special Injury
Trunk

Respiratory Tract
Digestive Tract
Nervous System
Other

TREATMENT GIVEN: Dressing
Suturing/POP/etc
Surgery
Review Later in Emergency / GC
Referral: Outpatients

Family Doctor
Social Worker/Counsellor

Psychiatrist / Psychologist
Shelter
Detox unit

Legal, police, Govt, other

MODERATE SEVERE

Other _
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PATIENT DISPOSITION (tick as many as applicable):
Treated, no referral

Treated, referral given

Short-stay observation in Emergency

Admitted to hospital
Transferred to other hospital
DOA

Died in ward/in E.D.

Other

Not Recorded

IS THERE EVIDENCE THAT ANY OF THE ABOVE INJURIES ARE RECURRENT (e.g., same break to the

same ankle)? Yes Specify _
No

Possible

Not Recorded

EPISODIC RISK GROUP:

(circle one category)

Positive Probable Suggestive Negative

IF "NEGATIVE", review all other episodes and classify into category of negative (circle i/ii):

(i) Doubtful Negative (in light offull history, incident could possibly be related to

domestic violence)

(ii) Negative (no apparent doubt)

OTHER RELEVANT DETAILS: ---------------------
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Appendix 2: Interview Questionnaire for Emergency Department Staff
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November 9. 1994 ID .... 0 •••••••••••••••••••••••••••••••••••••

DOMESTIC VIOLENCE INTERVIEW QUESTIONNAIRE
EMERGENCY ROOM PERSONNEL

. . . , -- .. - - -- ..-,., -.- -,-.- ..- .. ,.".,- - '-,-.-,.,., - ..-,- .. ,.',- -,-.- -,., , -.-.- ..-.-.- '_ --- ---.- ..--- -_._- --- ---_ ','.- '.-.- '-.-.-.-.-,-.- -.- -,- , .. .- -.-.- -.-.-.-.-.-.-.- ..-.-.- ..-.-.- ..-.-.-.- ..-.-.- ..-.-.-.-,.-,- .. , -.-.-.-.-.-.-.-.-.-,'.- ..-.-.-, ,,-.- -.-.-.-.-.- , ..-.-.- " - .. -- .. -,- ,.
'l'Jlef~y9wmg>q~q~ti~9~~~iP~WIPI(#i~m~~§tt:i9ij;~~~~tcOOg9f99m~m~
V:iQJ~~.Pt1t~P#t~t~heiY~~#t;)iH<><d d .d d d d d dddd

FOR THE PURPOSES OF TIllS STUDY THE DEFINITION OF DOMESTIC

VIOLENCE REFERS TO:

Physical abuse which results in injury

i.e., "Domestic violence refers to behaviours within a spousal relationship (legal,

de facto, and partner, or ex partners) which are abusive and used for control"

(adapted from the definition used by the Victorian Community Council Against

Violence).

Multiple responses allowed unless otherwise specified

ITHE FOLLOWING QUESTIONS RELATE TO YOUR TRAINING

Current Position in Hospital

o
o
o

Medical Officer

Social Worker

Other

1. Please describe your job title.

Qualification

Registered Nurse

2. Please describe your qualifications and relevant background with regard to:
Year Graduated

Basic Training

Postgraduate Training

In Service Training

Other

3. Please comment on whether any of the above are sufficient for your current work with domestic
violence patients:

Basic Training

Yes0No0Other

Postgraduate Training Yes

0No0Other

In Service Training

Yes0No0Other

Other

Yes0No0Other
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4. Overall, approximately how many hours of training do you recall being specifically allocated to
domestic violence? _ hrs or wks

5. Does your hospital have a policy, protocol, or training program designed to aid in the area of domestic
violence? (i.e., detection, recording and management of DV)

Yes, policy 0

Yes, protocol 0

Yes, training program 0

(specify)------
(specify)------
(specify)------

No

Don't Know

o
o

6. Do you feel you need more training in the area of domestic violence?

Yes 0 (specify) _
No 0

THE FOLLOWING QUESTIONS RELATE TO GENERAL KNOWLEDGE AND ATTITUDES ABOUT
DOMESTIC VIOLENCE

7. Please describe your perception of the "typical" domestic violence victim (from the pink prompt card)
using up to five indicators:

Unemployed 0
Low socio-economic status 0
All socio-economic groups 0
Financial difficulties 0
Particular race or ethnic group 0
Economically and/or emotionally dependent 0
Mentally ill or serious personality disorder 0
Low functioninglhandicapped 0
Depressed 0
Anxious 0
Low self-esteem 0
Meek and submissive 0
Suicidal 0
Self-mutilation 0
Abuser of drugs/medication 0
Aoosermalroool 0
Gambling addiction 0
~minalm~~ 0
Previous victim of cmld abuse/sexual abuse 0
Over user of medical, psycho-social, legal services 0
No such thing as a "typical" victim 0
Other
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8. Please describe your perception of the "typical" domestic violence perpetrator (from the green prompt
card) using up to five indicators:

~~~oo 0
Low socio-economic status 0
All socio-economic groups 0
Financial difficulties 0
Particular race or ethnic group 0
Economically and/or emotionally dominant 0
Mentally ill or serious personality disorder 0
Low functioninglhandicappOO 0
Abuser of drugs/medication 0
Abuser of alcohol 0
Gambling addiction 0
From a broken family 0
Previous victim of child abuse/sexual abuse 0
Possessive and jealous 0
Aggressive and angry 0
Lack of power/control in other areas of perpetrator's life 0
ObsessOOwith power 0
Severely stressOO 0
Unsuccessful in business 0
Criminal history 0
Psychopathic deviant 0
No such thing as a "typical" perpetrator 0
Other

9. According to the project's definition of domestic violence (i.e., physical abuse), how common do you
estimate domestic violence to be in the general community (blue prompt card)?

1 in 5 couples 0
1 in 10 couples 0
1 in 50 couples 0
1 in 100 couples 0
1 in 1000 couples 0
1 in 10,000 couples 0
Other

10. In your opinion. which categories best reflect (a) the victim and (b) the perpetrator of domestic
violence: (white prompt card):

A male victim 0 A male perpetrator 0
A female victim 0 A female perpetrator 0
Equal No. of victims from both sexes? 0 Equal No. of perpetrators from both sexes? 0
Other
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11. Name five factors (from the yellow prompt card) that contribute to domestic violence (tick up to 5
boxes only)?

Unemployment 0
Low socio-economic status 0
Financial difficulties 0
Particular race or ethnic group 0
Mental illness or serious personality disorder 0
Low functioninWhandicapped 0
Drug/medication abuse 0
Mro~abuse 0
Gambling addiction 0
~~q 0
From a broken family 0
Previous victim of child abuse/sexual abuse 0
Violence in family of origin 0
Aggression and anger 0
NOOe~ 0
Lack of power/rontrol in other areas of perpetrator's life 0
Obsession with power D
Unsuccessful in business D
Partner who "nags" D
Criminal history 0
History of violent behaviour towards others 0
Other

12. In general, what is the main reason attributed to counter-violence against the perpetrator (i.e., victim
retaliating against their abuse)?

Self defence 0
Retaliation D
Not sure 0
Other

13. In your opinion, is there a relationship between history of child abuse and the adult becoming a victim
of domestic violence?

Yes 0 (specify~ofabuse) _
No D

14. In your opinion, is there a relationship between history of child abuse and the adult perpetrating
domestic violence?

Yes D (specify~ofabuse) _
No 0
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15. In order of preference from 1-3, who are victims of domestic violence most likely to go to for help?

(blue prompt card)

Emergency Department, NFS 0
Treating ED doctor 0
General Practitioner 0
EDNurse 0
Nurse - other 0
Psychologist 0
Psychiatrist 0
Social Worker - hospital 0
Social Worker - other 0
Counsellor 0
Police 0
Other

Not Applicable for Social Workers

16. What proportion of visits to the Emergency Department, by victims of domestic violence, are non-

physical in nature, i.e., psychological, psychiatric, emotional or behavioural problems? %

(specify)----------oYes

Is there any difference in the profile of domestic violence between an urban population versus a rural

population?

17.

No 0

ITHE FOLLOWING QUESTIONS RELATE TO THE MANAGEMENT OF DOMESTIC VIOLENCE

18. Whose responsibility do you think it is to detect domestic violence as the cause of injury?
(do not prompt)

All health care professionals 0
Treating ED doctor 0
Emergency Department Director 0
General Practitioner 0
Triage Nurse 0
Nurse, NFS 0
Charge Nurse 0
Psychologist 0
Psychiatrist 0
Social Worker - hospital 0
Social Worker - other 0
Counsellor 0
Police 0
Other
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19.
Whose role is it to document/record suspicion or disclosure of domestic violence in patient/client

records (i.e., hospital records)? (do not prompt)

AIl health care professionals 0
Treating BD doctor 0
Emergency Department Director 0
General Practitioner 0
Triage Nurse 0
Nurse,NFS 0
Charge Nurse 0
Psychologist 0
Psychiatrist 0
Social Worker - hospital 0
Social Worker - other 0
Counsellor 0
Police 0
Other

All health care professionals 0
Treating ED doctor 0
Emergency Department Director 0
General Practitioner 0
Triage Nurse 0
Nurse,NFS 0
Charge Nurse 0
Psychologist 0
Psychiatrist 0
Social Worker - hospital 0
Social Worker - other 0
Counsellor 0
Police 0
Other

Whose role is it to instigate/make referrals to appropriate domestic violence services?
(do not prompt)

20.

21. Are there any differences when assessing/treating patients from non-English speaking backgrounds
with regard to:
Detecting domestic violence

Yes 0 (specify) _

No 0
Management of domestic violence

Yes 0 (specify) _

No 0
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22. Please describe the method you adopt for managing patients from non-English speaking backgrounds.
(do not prompt)

Other

THE FOLLOWING QUESTIONS RELATE TO HOW DOMESTIC VIOLENCE IS DETECTED IN THE
EMERGENCY DEPARTMENT

23. What would raise your suspicions that a patient's injuries or complaints may be the result of domestic
violence? (tick as many as applicable, do not prompt)

Injuries Facial Injuries 0
Black eye 0
Soft tissue injuries (incl sprains and strains) 0
Bruising on the body (incl in various stages of resolution) 0
Injuries to the extremities 0
Injwy on areas ofbody normally covered by clothes 0

Symptoms Abdominal pain 0
Chronic pain 0
Vague somatic complaints 0
R~~mi~~ 0
Unusual concern over gynecologic infections 0

Substances Overuse of drugs/medications 0
~rusem~~ 0

Behavioural Behavioural indicators 0
Very nervous and frightened 0
Crying 0
Very guarded 0
Partner would not leave patients side 0
Unusual interaction between patient and accompanying party 0

Other Explanation does not match injuries 0
Story keeps on changing 0
Repeated presentations at Emergency Departments 0
Time delay between injury and presentation 0

Else

24. What would you do to confirm these suspicions? (tick as many as applicable, do not prompt)
Nothing 0
Examine the patient more thoroughly 0
Interview the patient alone 0
&~rema~m~~~~ 0
Inform the patient of your suspicions 0
Confront the patient alone 0
Seek the assistance of a senior 0
Report to the police 0
Make a within-hospital referral 0
Make a non-hospital referral 0
Keep the patient in for observation 0
Make an outpatient review appointment 0
Other
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THE FOLLOWING QUESTIONS RELATE TO TIlE BARRIERS TO DETECTING AND RECORDING

DOMESTIC VIOLENCE

25. Please list the possible barriers to detecting domestic violence?

Lack of hospital protocols 0
Lack of traininglknowledge 0
Transient nature of staff 0
No triage nurse 0
Personal beliefs 0
Partner insisting on being present 0
Myths 0
Time 0
Under-staffed 0
Lack of after hrs referral setvices 0
Lack of referral setvices 0
Family matter only 0
Possibility oflegal implications 0
Non-disclosure by patient 0
Other

(do not prompt)

26. Please list the possible barriers to documenting/recording suspicion or disclosure of domestic
violence in patient/client records? (do not prompt)

Lack of hospital protocols 0
Lack of traininglknowledge 0
Transient nature of staff 0
Legal concerns 0
Fear oflabelling as false positive 0
Fear of Freedom ofInformation issues 0
Extra paperwork 0
Giving evidence 0
Personal beliefs 0
Lack of time/understaffed 0
Not of high priority 0
Lack of after hrs referral services 0
Lack of referral services 0
Other
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THE FOLLOWING QUESTIONS RELATE TO KNOWLEDGE ABOUT THE SUPPORT SERVICES
AVAILABLE TO DOMESTIC VIOLENCE PATIENTS

27. What support services are available to victims of domestic violence? (do not prompt)

General Practitioners

Psychologist

Psychiatrist
Social Worker

Counsellor

Sexual assault centres

Emergency Departments

Outpatients review

Refuges/Shelters

Housing workers
DV outreach worker

Support Groups

Community agencies

Community Health Centres

PolicelLegal System

Intervention Orders, Breach of Peace

None after hours, i.e., 5pm-9am
Other

Hospital
o
o
o
o
o
o

o
o
o
o
o
o
o
o
o
o
o

Othero
o
o
o
o
o

28. Are there any barriers to referral for domestic violence?

Yes 0 Lack of after-hours services

General lack of services

Lack of after-hours hospital services
Lack of hospital services

Other

No D
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29. Which services have you referred patients/clients to?

General Practitioners

Psychologist

Psychiatrist
Social Worker

Counsellor

Sexual assault centres

Emergency Departments

Outpatients review

Refuges/Shelters

Housing workers
DV outreach worker

Support Groups

Community agencies

Community Health Centres

Police/Legal System
Intervention Orders, Breach of Peace

None after hours, i.e., 5pm-9am
Other

HO~ita1

o
o
o
o
o

o
o
o
o
o
o
o
o
o
o
o

(do not prompt)
Other

Cl"
o
o
o
o
o

ITHE FOLLOWING QUESTIONS RELATE TO DOMESTIC VIOLENCE AND THE LAW

30. Is domestic violence against the law?

There are no laws regarding DV (go to qu32)

DV is against the law
DV is a criminal offence
DV is a civil offence

The law provides access to interventions/injunctions
Only a legal problem if results in severe injury
Police reluctance to attend domestic disputes
Other

o
o
o
o
o
o
o

31. Under what circumstances is domestic violence against the law (e.g., domestic murder)?

32. Do you believe that there are legal implications resulting from you assessing/treating a patient who has
been subjected to domestic violence?

Yes 0 (specify) _

No 0
Other
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33. How do you feel about the possibility of becoming legally involved in a case of domestic violence?
Refuse involvement 0
Avoid becoming involved 0
Not perturbed/fine 0
Professionally responsible 0
Eager to help 0
Other

THE FOLLOWING QUESTION RELATES TO YOUR VIEWS AND HOW YOU FEEL ABOUT WORKING
WITH VICTIMS OF DOMESTIC VIOLENCE

34. Do you feel you should only get involved in cases of domestic violence where the patient asks for help?

Yes 0 (specifywhy) _

No 0

35. Do you feel that the medical profession (i.e., doctors and nurses) can intervene to help reduce the

incidence and prevalence of domestic violence?

Yes 0 (specifyhow) _

No 0

36. Do you think that the medical profession should liaise with community agencies in the prevention,
detection and treatment of domestic violence?

Yes 0 No 0

37. In your opinion, should there be a move towards mandatory reporting of domestic violence as is the
case with child abuse?

Yes 0 No 0

Self -report questionnaire
38. How comfortable are you when dealing with victims of domestic violence?

(please mark your estimation on the scale below with a X)

Very
Comfortable

L J

Very
Uncomfortable
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ITHE FOLLOWING QUESTIONS RELAlE TO VICTIM EXAMINATION

39. In general, how many cases of suspected and disclosed domestic violence have you attended over the
last week?

None 0
Less than 5 cases 0
Between 5 and 9 0
Between 10 and 20 0
More than 20 cases 0
Other

40. What would you do in a situation where a patient's injuries were inconsistent with the explanation

given? (do not prompt)

Do nothing 0
Examine the patient more thoroughly 0
Interview the patient alone 0
Enquire of accompanying party 0
Inform the patient of your suspicions 0
Confront the patient alone 0
Seek the assistance of a senior 0
Report to the police 0
Make a referral 0
Keep the patient in for observation 0
Make an outpatient review appointment 0
Other

Not applicable for Social Workers
41. Would you examine a suspected victim for signs of abuse elsewhere on the body?

Yes 0
No 0 (specify)

42. Should findings of abuse be documented in patient/client records?
Yes 0 No 0

43. If yes, how should these findings be documented?
o.nly need to document that patient has a history of DV
Record general details only
Need to fully record all details for future reference

Use of an alerting code/device (e.g., red dot)
Other

o
o
o
o

(do not prompt)

o.THER COMMENTS RELATING TO. THE DETECTIo.N, RECo.RDING AND MANAGEMENT o.F
DOMESTIC VIo.LENCE
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Appendix 3: Sample of Victorian Injury Surveillance System Form
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Victorian Injury Surveillance System

GIVE AS MUCH DETAIL AS POSSIBLE amL] .

1. When did the injury occur? Date liiHI TlII1e 1::::1 pm[,] (p~art td)
2. Where did the injury occur? (Give exact place and suburb where injury or poisoning occurred)

r;iii;~;7~;ii:~:;;!:';i;:t;;~iiiii:iiiiil1fii~ii~i;:~1"~!
3. What was the injured person doing at the time the injury occurred? 5MbIUb

(e.g. having tea and playing around with sister; using a balch grinder; crossing road on way to school; up ladder pruning tree)

I><q

LATROBE REGIONAL HOSPITAL 

TIww.OON!MOE

Injury and Poisons Form
For all injuries and pobonings

Comp~te fNIly for FIRSI' alWIdo1u:, tf a particular ,pisodl
Dare: Time: iltVpm

URNo.:

4. VVhatwentWTong?
(e.g. chased by dog and lost CODlrolof bike; fell off lOp level of \adder ; hot coffee Imocked over, 3Caffold collapsed)

t>

5. What actually caused the injury?
(e.g. landed 011c:onaelC; cut hIDe! 011edge of broken toy; swallowed disinfectant and digoxin tablets; hot mc:uI flew into eye)

IHC········ .....

6. Was he/she injured on the job? (p~ase tick) Yes LJ No lliTI

7. What is the injured person's occupation?~-i-/-·••••••-.}---------------->I
8. In what son of business is he/she emploYed?I(><1
9. If a specific product or article was involved, please give details (product, brand &: model):

I q •• ·1c ··<;i< .••.•.••.•.<............•.•. </<///.:q

11. If a motor vehicle was involved, please give details:

~~ In··· . ······<1 Year Iql Type of vehicle I«·H<I

e· (e.g., Hooda Civic) ... (e.g., scdaa; swiOl1 wqon;~)

12. If injured in a motor vehicle, show the seating position of the injured
person. CIRa.E THE APPROPRIATE NUMBER->

Sometimes additional information is needed for injury prevention. H

you do not wish to be contacted, please place an X here. []

Please no18: 1-driver

~-oo~+
9 (other position which is not shown)

IMPORTANT: PLEASE HAND 11IIS SHEET TO THE DOCTOR WHEN YOU ARE SEEN

SPECIALPROJEcr5 D CTITI DCTITI
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Complete only for jirst attendance of a particular episotk

2. BOln P \KI

lli2J..···IJI· ..·.. S••....•....••................•••....' IMlRBST....... ,,'"''

IE71I'E71 SECONDLiillt..W

lliill)·.·.·•.·.·.·.·.·.·.·.·I3·.····..·.·.·. 1HIRD
'"""" ... -' ".

SELECT UP 10 THREE CODES

Pleue note: 11illM doctor's relJ'O'Uibility

to cNd: tMJ tIttpadt1ll 1wfiJltJl illpage I of this form

tU compilllly tU pouible. i1tcbuJillg pati4111 Nlml. address etc.

Pktue sllpplemelll pali4I11's descriplio" of iIIjury iUtails WMre

.~uary - tUlftllClc iMl4il tUpouibk.

systemic and special injury
000 defmed as in Section 1 a11eft

systemic and special injury
91 poisonings (thru skin/lungs/mouth etc)

93 asphyxiation or respiratory difficulty
94 electric shock

95 over-exertion, heat/cold stress
96 concussion

97 dental injury

99 no injury detected

soft tissue
01 cut/laceration

02 puncture
03 bite

04 superficial abrasion
05 penetrating wound
06 other wound, incl. amputation
07 haematoma/bruising
08 haemorrhage
09 inflammation/oederna/tendemess
10 bum,full thickness
11 bum, partial thickness
12 foreign body in soft tissues
13 damage to major blood vessel
14 crushing injury

bone, tendon or joint
20 fracture
21 dislocation

22 sprain/strain

head
101 eye
~02 ocular adnexum

~ '.>3 nose

104 mouth external, e.g. jaw, lip
105 ear

106 face/cheeklforehead/scalp
107 skull base

108 skull vault

109 neck, NEC

198 oll1er injury to head

upper extremity
201 clavicle

202 scapula
203 shoulder, NEe
204 humerus

205 upper ann, NEC

206 radius, ulna

207 elbow
208 forearm
209 wrist

210 carpal bone
211 metacarpal bone
212 digitlphalanx
213 hand, NEC

298 other injury to upper
extremity

lower extremity
301 hip
302fernur

303 upper leg, NEC
304 knee
305 tibia/fibula

306 lower leg, NEC
307 ankle
308 tarsal bone
309 metatarsal bone

310 digit/phalanx
311 foot, NEC

398 other injury to lower extremity

trunk
401 rib(s)

402 sacroiliac joint

403 spine (inc. cervical), ucludblg cord

404pclvis
405 chest, NEC

406 abdomen, NEC

407 upper back, NEC
408 lower back, NEC

409 genitalia
410 heart

498 oll1er injury to trUnk

respiratory tract
501 pharynx

502 larynx
503 trachea

504 bronchus

505 lung

598 oll1er injury to respiratory tract

digestive tract
601 mouth in~rnal,e.g. gum. palate
602 oesaphagus
603 stomach
604 small bowel
60S colon
606 rectum
607 liver

608 spleen
609 injury to other internal organs
698 other injury to digestive tract

nervous system
701 brain, 1101 concussion
702 brain stern

703 cervical spinal cord
704 thoracic spinal cord
70S lumbar spinal cord
706 peripheral nerve
798 other injury to nervous system

4. \VII\T \<H 1>11>"1111 YOll{ 1'\1'11.\ 1

~ SELECf ONE CODE~ SELECf ONE CODE

o accidental injury (ie, unintentional)
1 intentionally self-inflicted, or possibly so
2 victim of assault, or possibly so
3 unknown intent

01 no treatment

02 treated, no referral
10 treated, review later in Emerg./GC
03 treated, referred to outpatients
04 treated, referred to family doctor
OStreated, other refmral

06 short-stay observation in Emergency
07 admitted to hospital
08 transferred to other hospital
09 OOA or died in Emer •• J •

Note: NEe meaDI "not ••••where dualfted"



Appendix 4: Sample of Victorian Injury Surveillance System One-Line
"What Happened Listing"
(4a) Positive Cases Of Partner Inflicted Violence
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POSITIVE CASES OF PARTNER INFLICTED VIOLENCE

(VISS What happened listing ·Page 1 of 5)

UNSPECIFIED STAB WOUND TO RIGHT
WILLIAMSTOWN
YARRAVILLE

NOT KNOWN
UNKNOWN
OWN HOME
UNKNOWN
OUTSIDE FLATS
OTHER HOME KITCHEN
NOT KNOWN DRINKING
NOT KNOWN

KITCHEN, OWN HOME

V/WAGON67

HOLDEN HQ 74

OTHER HOME

NOT KNOWN

NOT KNOWN

UNKNOWN

LOUNGE ROOM

HOT SPOT
HOME

OTHER HOME

STATIONWAGON

NOT KNOWN
OWN HOME
PUBLIC ROAD
UNKNOWN
LOUNGE ROOM
BEDROOM

ASSAULTED BY HUSBAND, PUSHED TO GROUND, KNEED IN ABDO & FACE, PULLED HAIR & TWISTED BREAST UNKNOWN

HUSBAND WAS DRUNK AND PUNCHED HER, NO FURTHER DETAILS. DALLAS

NURSING BABY, PUNCHED AND GRABBED BY DEFACTO WHO WAS DRUNK, BABY ALSO ASSAULTED HOME

VIOLENT ACTION BY DEF ACTO HUSBAND WHO PUNCHED VICTIM, IN BACK OF NECK. HOME
DOING HOUSEWORK, ALLEGEDLY ASSAULTED BY HER HUSBAND, PUNCHED IN FACE. HOME
ALLEGEDLY BASHED IN THE FACE BY HER HUSBAND. LOUNGERooM

WAS ASSAULTED BY EX HUSBAND & SIS, KNOCKED IN CHEST, HIT ,HAD HAIR PULLED, POLICE STATION FOOTPATH
ASSAULTED BY DEFACTO HUSBAND. HOME

WHILST TIDYING UP ,DOMESTIC ARGUMENT, PUNCHED & KICKED BY HUSBAND. BEDROOM HOME

WHILST SITTING IN CAR WITH FRIEND, WAS ASSAULTED BY EX BOYFRIEND. ST Y ARRA VILLE

ON W AY TO WORK, ARGUMENT WITH HUSBAND, STOPPED CAR TRIED TO GET OUT WAS PUSHED, RDW AY

DOMESTIC DISPUTE, 17 WEEKS PREGNANT, PUNCHED IN NOSE. BY BlFRIEND DURING FIGHT. NOT KNOWN

PLANNING TO FO OUT, OUT OF ANGER HUSBAND FIGHT, HIT ON THE TABLE. HOME W SUNSHINE
CLAIMS TO HA YE BEEN ASSAULTED BY HUSBAND AND HIT HEAD AGAINST DOOR HOME

FIGHTING WITH GfFRIEND ,FINGER SLAMMED B/W WINDOW OF CARDOOR & DOOR FRAME. UNI CIPARK

DOMESTIC ARGU WITH GfFRIEND WHO STABBED HOME WITH A KITCHEN KNIFE., NOT KNOWN

HAD BEEN ARGUING WITH HUSBAND ALL DAY, HUSBAND LATER THREW VICTIM TO FLOOR. HOME

DOMESTIC ARGUMENT WITH WIFE WHO STABBED VICTIM WITH A KNIFE. HOME

DOMESTIC ARGUMENT WITH HUSBAND WHO PUNCHED VICTIM TO HEAD & CHEST. HOME

FIGHTING WITH PARTNER VICTIM PUSHED ,THROWN TO FLOOR,27 WKS PREGNANT. OTHER HOME

IN CAR WITH DEF ACTO HUSBAND,ASSAULTED BY SAME,. PUBLIC RD.

HANDCUFFED & ASSAULTED BY BfFRIEND. NOT KNOWN

HAVING ARGUMENT WITH EX WIFE, HIT THE CAR WINDOW. PUBLIC RD
DOMESTIC ARGUMENT PUNCHED BY HUSBAND. HOME

DOMESTIC ARGUMENT ,PUSHED AGAINST WALL BY HUSBAND. NOT KNOWN
HAVING ARGUMENT WITH EX BlFRIEND WHO PUNCHED & HEAD BUITED HER BEDROOM HOME

VERBAL ARGUMENT WITH BfFRIEND VICTIM HIT BfFRIEND & HIE HIT HER OTHER HOME

PREGNANT WOMAN ASSAULTED BY PARTNER, HIT ABOUT ARM AND HEAD WITH HANDS OWN HOME

DISCUSSED ACCESS WITH EX HUSBAND, ASSAULTED BY SAME. 3RD PERSON WITNESSED ASSAULT NOT KNOWN

WALKING INTO KITCHEN, ARGUMENT BETWEEN DAUGHTER & HUSBAND, HIT ACROSS EAR

DOMESTIC WITH FIANCEE, LOST TEMPER, KICKED GLASS THAT WAS OurSIDE HOUSE.

PUNCHED DIN THE RIGHT EYE AND JAW BY HER HUSBAND.

GIRLFRIEND WAS JEALOUS, THROUGH DYE AT BOYFRIEND, SPLASHED INTO HIS EYE.

DOMESTIC ASSAULT BY HUSBAND, LOC.

WATCHING TELEVISION, BOYFRIEND WALKED IN , STARTED TO BE ABUSIVE, PUNCHED ME.

SITTING WATCHING TELEVISION, BOYFRIEND STARTED HITTING HER.
ALLEGED ASSAULT BY DEF ACTO HUSBAND, KICKED IN ABDOMEN
ASSAULTED BY BOYFRIEND.
PUNCHED AND KICKED BY EX BOYFRIEND

HAD FIGHT WITH BOYFRIEND, BOYFRIEND HIT HER. SHE COULDN'T BREATIlE.
PUNCHED BY HUSBAND

HAD AN ARGUMENT WITH HIS WIFE, PATIENT STABBED IN TIlE ARM BY HIS WIFE.
ASSAULTED BY FIANCEE, PUNCHED DIN HEAD AND STOMACH.
17/40 PREGNANT WOMAN ASSAULTED BY HUSBAND AND RELATIVES.
HIT BY BOYFRIEND DURING A DOMESTIC ARGUMENT.

BEATEN BY A WOODEN WALKING STICK AFTER ARGUMENT WITIl HUSBAND.
ASSAULTED BY HUSBAND.

ARGUING, 17 WEEKS PREGNANT GIRL KICKED IN ABOOMEN BY HER BOYFRIEND
HAVING A DOMESTIC WITH BOYFRIEND AND HIT BY BOYFRIEND.

ALLEGEDLY STABBED BY WIFE WITH CARVING KNIFE, (MINIMAL FORCE HORIZONTALLY) HAD BEEN
WAS ASSAULTED BY HUSBAND

TALKING TO EX HUSBAND, EX HUSBAND BECAME VIOLENT, CUTTING HER WITH A KNIFE
ASSAULTED BY HUSBAND, BEING HIT AND KICKED.
INVOLVED IN DOMESTIC DISPUTE, ASSAULTED BY SPOUSE.
CLEANING THE HOUSE. BOYFRIEND STARTED HITTING HER.
FIGHTING WITH DEF ACTO. DEF ACTO GRABBED ARM.
T ALKING. ASSAULTED BY ESTRANGED HUSBAND.

DEFENDING MYSELF WHILE PARTNER TRYING TO STAB ME. GRABBED KNIFE. CUT BY KNIFE.
ALLEGEDLY ASSAULTED BY DEF ACTO. THROWN TO GROUND, INJURING ELBOW.
CHEST INFLICTED BY GIRLFRIEND, 2 WOUNDS, HALF INCH WIDE. 2SCM KNIFE

SEPARATED WIFE DROVE CAR WHILE PT ON IT, FOOT CAUGHT IN WINDOW, SMASHED ONTO RD.
UPSET BOYFRIEND BY WAKING HIM UP. WAS STRUCK IN FACE BY FIST.
ASSAULTED AT HOME BY HUSBAND

ALLEGED ASSAULT BY BOYFRIEND. HAS REPORTED INCIDENT TO POLICE.
PATIENT ASSAULTED BY HUSBAND AFTER HE CONSUMED ALCOHOL.

FIGHT WITH BOYFRIEND, TRIED TO GET OUT OF MOVING CAR. HIT BY SWINGING CAR DOOR.
PUNCHED IN MOUTH BY HUSBAND.

SITTING ON LOUNGE SUITE. HUSBAND ASSAULTED ME. TRIED TO STRANGLE ME.
PLAYING WITH SON. EX GIRLFRIEND WENT CRAZY. CLENCHED FISTS.
PLAYING WITH CHILDREN, ARGUING. HIT BY HUSBAND

SITTING IN PASSENGER SEAT. BRAKED HARD. ASSAULTED BY BOYFRIEND ..
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(4b) Female Probable Cases (assault)
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FEMALE ASSAULTS

(VISS What Happened Listing - Page 1 Of 13)

OWN HOME

HOME, KITCHEN.
YARRAVILLE

OTHER HOME LOUNGE

FLAT.
MOE.

NEIGHBOURS NTH ALTONA

SUPERMARKET

LOUNGE AT HOME ..

HOME.

HOME BEDROOM

CREEK RD.

AT HOME.

HOME.

FLINDERS STREET

YARRAVILLE

YARRAVILLE

ON ROADWAY

NOT KNOWN

HOME, YARRA VILLE

HOME, WEST SUNSHINE
AT HOME
HOME
UNKNOWN

OWN HOME.
OWN HOME
OTHER HOME
NOT KNOWN.
NOT KNOWN
PUBLIC ROAD.
NOT KNOWN ..
HOME LIVING ROOM.
OWN HOME

HOME, LOUNGE ROOM

OTHER HOME
FOOTBALL GROUND
DANCE HALL
HOSPITAL WARD
HOME BEDROOM
OWN HOME
FOOTPATH
OTHER PRIVATE HOME
HOME.
PUB.
NIGHTCLUB

ASSAULTED BY HUSBAND, PUSHED TO GROUND, KICKED, KNEED IN ABOO & FACE, PULLED HAIR & TWISTED BREAST UNKNOWN
*ALLEGED ASSAULT, HIT TO FACE WITH CLOSED FIST. UNKNOWN
BUYING A DRINK, WAS THROWN OUT OF SHOP WITH CLOSED FIST PUNCH TO TEMPLE. FAST FOOD SHOP
*HIT ON HEAD WITH FISTS AND SECURITY DOOR. HIT IN STOMACH WITH A CHAIR NOT KNOWN.
WAITING FOR A SLURPEE IN THE STORE. THROWN OUT OF STORE THROUGH WINDOW 7 ELEVEN STORE.

ARGUlNGWITH SON IN LAW, VICTIM WAS HIT BY SON IN LAW, FELL TO THE FLOOR OTHERPRlVATE HOME
WALKING TO CAR FROM DISCO. BASHED BY A MAN HOLDING A PIECE OF WOOD. FOOTPATH.
HUSBAND WAS DRUNK AND PUNCHED HER NO FURTHER DETAILS DALLAS
*WAS PUNCHED IN THE FACE NO FURTHER DETAILS SUNSHINE

NURSING BABY, PUNCHED AND GRABBED BY DEF ACTO WHO WAS DRUNK, BABY ALSO ASSAULTED. HOME.
VIOLENT ACTION BY DE FACTO HUSBAND WHO PUNCHED VICTIM IN BACK OF THE NECK. OWN HOME

INVOLVED IN AN ARGUMENT, PUNCHED OTHER PERSON. BRAYBRooK

OOING HOUSEWORK. ALLEGEDLY ASSAULTED BY HER HUSBAND. PUNCHED IN THE FACE. HOME.

ALLEGEDLY BASHED IN THE FACE BY HER HUSBAND. LOUNGERooM

WAS ASSAULTED BY EX HUSBAND & SISTER KNOCKED IN CHEST, HIT, HAD HAIR PULLED. POLICE STATION

*ASSAULT, PUNCHED IN FACE. NO OTHER DETAILS.
VICTIM ASSAULTED BY A WOMAN.

*WAS TALKING, HAD A DISAGREEMENT, WAS PUNCHED.
ASSAULTED BY DEF ACTO HUSBAND.

WHILST TIDYING UP IN BEDROOM, OOMESTIC ARGUMENT, PUNCHED & KICKED BY HUSBAND.

TRYING TO STOP A FIGHT, KNOCKED OVER AND LANDED ON CONCRETE.
*INVOL VED IN AN ARGUMENT AND HIT WITH KEY CHAIN.

HIT BY HER BROTHER IN LAW. NO OTHER DETAILS GIVEN.

WALKING ALONG THE STREET & HIT BY OTHER PERSON.

ONLY DETAILS ARE PENSIONER PUNCHED IN HEAD.

*ASSAULT VICTIM WHO WAS STRUCK IN THE FACE.

STANDING OUTSIDE NIGHTCLUB, SOMEONE HIT HER IN THE HEAD.

HAD AN ARGUMENT WITH DAUGHTER WHO STABBED HER WITH A CARVING KNIFE.

HAVING AN ARGUMENT WITH BOYFRIEND IN CAR, WENT TO HIT HIM BUT HIT WINOOW.

WHILST AT HOME WATCHING TELEVISION WAS ASSAULTED BY BROTHER.

DRIVER OF CAR KNOCKED INTO A BIKE RIDER WHO IN TURN ASSAULTED THE VICTIM.

OOMESTIC ARGUMENT, PUNCHED IN FACE.

ON WAY TO WORK, ARGUMENT WITH HUSBAND, STOPPED CAR. TRIED TO GET OUT, WAS PUSHED

OOMESTIC DISPUTE 17W PREGNANT, PUNCHED IN NOSE BY BOYFRIEND DURING FIGHT.

*GETTING DRESSED, SHE WAS STRUCK WITH GREAT FORCE BY DOOR

PLANNING TO GO OUT, OUT OF ANGER HUSBAND FIGHT, HIT ON THE TABLE ..
CLAIMS TO HAVE BEEN ASSAULTED BY HUSBAND AND HIT HEAD AGAINST THE DOOR

FIGHTING WITH BROTHER. WAS HIT WITH A CLOSED FIST,
*ALLEGED ASSAULT.

*ALLEGEDLY ASSAULTED BY SOMEONE.

HAD BEEN ARGUING WITH HUSBAND ALL DAY, HUSBAND LATER THREW VICTIM TO FLOOR
DOMESTIC DISPUTE AND HIT BY THROWN GLASS.
*WAS PUNCHED IN THE EYES.

DOMESTIC ARGUMENT WITH HUSBAND WHO PUNCHED VICTIM ON HEAD AND CHEST.

FIGHTING WITH PARTNER, VICTIM WAS PUSHED, THROWN TO FLOOR, IS 27 WEEKS PREGNANT.
*ASSAUL TED IN FIGHT, WAS PUSHED AGAINST WALL.
*IN FIGHT, HIT ON SCALP.
IN CAR WITH DEFACTO HUSBAND, ASSAULTED BY DEFACTO HUSBAND.
HANDCUFFED AND ASSAULTED BY BOYFRIEND.
ARGUING WITH BROTHER AT HOME WHEN HIT IN NOSE.
DOMESTIC ARGUMENT AND PUNCHED BY HUSBAND

*INVOL VED IN ARGUMENT AT HOME AND HIT OTHER PERSON TOO HARD, HURTING HAND.
HIT IN FACE BY UNKNOWN MALE AND THEN HIT AGAINST A FENCE.
DOMESTIC ARGUMENT AND PUSHED AGAINST WALL BY HUSBAND.
*HIT IN JAW BY OTHER PERSON

*HAD BEEN DRINKING AND HAD A DISAGREEMENT, PUNCHED IN FACE.
A FIGHT BROKE OUT WHILST AT A DANCE, KNOCKED DOWN. FELL ONTO THE FLOOR.
WAS KICKED IN THE HEAD BY UPSET PATIENT WHILE TRYING TO RESTRAIN HIM
HAVING ARGUMENT WITH EX BOYFRIEND WHO PUNCHED AND HEAD BUTTED HER.
*INVOL VED IN AN ARGUMENT AND PUNCHED IN FACE
WALKING. PEOPLE THREW A BALLOON FILLED WITH WATER.

VERBAL ARGUMENT WITH BOYFRIEND, VICTIM HIT BOYFRIEND & BOYFRIEND HIT VICTIM.
HAD TAKEN AMPHETAMINE INJECTION. ASSAULTED BY 3 GIRLS, HIT WITH BASEBALL BAT.
DRUNK EXCESSIVE AMOUNT OF ALCOHOL, INVOLVED IN FIGHT WAS HIT ON THE HEAD.
STANDING TALKING TO FRIENDS. A GIRL PUNCHED HER IN THE FACE.
DISCUSSED ACCESS WITH X HUSBAND. ASSAULTED BY SAME.

WALKING INTO KITCHEN. ARGUMENT BETWEEN DAUGHTER AND HUSBAND. HIT ACROSS EAR.
FELL OVER VICTIM OF DOMESTIC ASSAULT.
DOMESTIC ARGUMENT. BLOW TO THE HEAD BY A FIST.
USING PUBLIC TOILETS. ATTACKED BY ASSAILANT.

*SlTTlNG AT HOME SHE WAS HIT BY A MALE FRIEND, HIT FEET AND FIST.

*Probable female assaults
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(4c) Female Suggestive Cases
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FEMALE SUGGESTIVES

(VISS What Happened Listing Page 1 Of 4)

WHILST WALKING IN THONGS AT HOME, TRIPPED AND HIT AGAINST FURNITURE.

GOT UP TO ANSWER THE PHONE LEG WAS NUMB JUMPED UP TOO QUICKLY.
LEAVING THE PICNIC TABLE TO GO TO CAR TRIPPED ON CONCRETE AND LANDED ON LAWN.

GOING TO THE TOILET SLIPPED AND FELL HITTING THE WALL.

DANCING, TWISTED HER NECK AND SPRAINED IT.
PLAYING AT THE PARK SHE TRIPPED IN THE SLIDE LANDING ON HER ARM ..

STANDING ON SHELF IN PANTRY LOOKING FOR MATCHES, SHE SLIPPED & FELL TO FLOOR.

STANDING ON CHAIR REACHING FOR SOMETHING, HIT HEAD ON ARCHWAY WHILE ON CHAIR.

WALKING UP STAIRS, STEPPED ON SHOE LACE AND FELL ONTO STAIRS.

CLEANING THE BATHROOM SHE FELL OVER A CHAIR AND HIT HER HEAD ON THE TILES.

HAVING A FEW DRINKS WITH SISTER AND FELL OVER.

WHILST PLAYING WITH DOG, DOG JUMPED UP AND HEAD BtTITED VICTIM.

GETTING INTO TAXI, DIDN'T BEND DOWN FAR ENOUGH AND HIT HEAD ON TAXI ROOF.

CLEARING AWAY DISHES WHEN TRIPPED ON SLIPPERY FLOOR, HIT NOSE ON TABLE.

LEANING BACK IN CHAIR AT SCHOOL, FELL OFF CHAIR BACKWARDS, HITTING CHAIR.

SPECTATOR AT INDOOR CRICKET, BALL HIT NOSE.

OPENING A CAR DOOR, NO OTHER DETAILS.

TRYING TO STOP RUNAWAY CAR ROLLING DOWN THE DRIVEWAY, JAMMED BETWEEN CAR & HOUSE

LETTING HORSE OUT, HORSE KICKED OUT AND KICKED HER IN THE HEAD.

FOOLING AROUND, ACCIDENTALLY KICKED, GOT CARRIED AWAY ..

CROSSING THE ROAD, TRIPPED OVER COUNCIL; SIGN SUPPORT. LANDED ON THE ROAD.

WALKING DOWN THE BACK STEPS. SLIPPED& FELL DOWN THE STEPS.

OPENING WITH CHILD, CHILD ACCIDENT ALLY JUMPED ON STOMACH.
LEANING IN A LADDER. LADDER MOVED.

FELL OVER PERSISTENT PAIN & SWELLING SINCE.

SLIPPED ON FLUIDS, HIT HEAD ON FLOORBOARDS.

WALKING DOWN PORCH STEP. LOST FOOTING. FELL ON WET CONCRETE STEPS.

WALKING OUT OF LIFT. FELL FORWARD. HIT THE GROUND.

SKATING. SLIPPED. FELL ONTO CONCRETE.

GETTING OUT OF BED. ROOM WAS DARK. HIT HEAD ON DOOR.

RIDING A MOTORBIKE. LOCKED FRONT WHEEL. FELL OFF. ROLLED OFF.

RIDING A MOTORCYCLE, LOST CONTROL OF THE BIKE. HIT THE BANK..

PUSHING SCAFFOLD COUPLINGS our OF THE WAY TO BASE OF WARDROBE. WARDROBE FELL

SITTING AT KITCHEN TABLE. CHAIR FELL BACKWARDS. HEAD HIT BRICK FIREPLACE.
PLAYING AROUND WITH FRIENDS. ACCIDENT ALLY HIT WITH ELBOW.
WALKED INTO GLASS DOOR.

WALKING THE DOG ALONG BANK, SLIPPED ON LOOSE GRAVEL, FELL DOWN EMBAi'lKMENT 10M.
PREGNANT, REACHED UP TO CUPBOARD, KNOCKED AGAINST TABLE.
STEPPING ACROSS A BOARD, DID SPLITS AND FELL ASTRIDE BOARD.

SHOPPING, SLIPPED OVER WHEN TROD ON PIECES OF CRUSHED VEGETABLE IN FLOOR.
UPSET BOYFRIEND BY WAKING HIM UP. WAS STRUCK IN FACE BY FIST.
WALKING DOWN STEPS AND TRIPPED, LANDED ON CONCRETE.

PLAYING AROUND WITH SOME FRIENDS. FELL OVER A BRICK LETTER BOX.
WHILST SKIING ON THE RIVER FELL OFF SKIS AND INJURIES SELF ON WATER.
LYING IN BED WHEN 2 YEAR OLD JUMPED ON VICTIM.

GIVEN A BEAR HUG FROM HER HUSBAND. SUDDEN ON SET OF PAIN & THEN FAINTED.
GOING TO WORK. DOGS GOT OUT OF CONTROL. SEPARATING DOGS.
PIGGY BACK RIDE. FELL FORWARD. LANDED ON GRAVEL ROAD.
SKATING. WST BALANCE ON SKATES. LANDED ON CONCRETE.
HAVING A DRINK. FELT DIZZY. FELL. HIT EOOE OF KITCHEN SINK

DIVING FROM SMALL DIVING BOARD. SLIPPED. FELL ONTO CHEST WITH WUD SLAP IN WATER
PLAYING. LANDED THE WRONG WAY. HIT BOYFRIENDS HEAD.

OVEN CLEANER UNDER ARM. FELL. TIN OF CLEANER HIT ME ON THE WAY DOWN.
PLAYING. FELL OVER. LANDED ON CONCRETE.

RUNNING TOWARDS CAR PARK. FELTFAINT. FELL ONTO GATE.

ABOUT TO HANG WASHING OUT. FELL OFF BACK PORCH ONTO CHILDS BIKE.
WALKING HOME FROM SCHOOL, HIT BY UNKNOWN PERSON, STRUCK ON NECK
FELL FORM TOILET SEAT ONTO FLOOR WHILE FITI1NG.

FELT DIZZY AND FELL TO THE GROUND HITTING HEAD ON FOOTPATH.

WALKING DOWN STAIRS, SLIPPED & FELL IN RIGHT ARM(ELBOW) AND PALM.
STANDING ON BUMPER BAR OF CAR. DRIVER STARTED CAR, FELL, CAR RAN OVER FOOT
FELL ONTO BACK OF HEAD.
SLIPPED AND BRUISED NECK AND BACK.

PLAYING WITH BROTHER WHO ACCIDENT ALLY POKED FINGER IN EYE.
FELL OVER AND HIT THE DOOR.
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HOME FooTSCRAY.

KYNETON MINERAL SPRING

HOME ENSUITE.

OWN HOME, DEER PARK

PARK, ALTONAMEADOWS
HOME DEER PARK

OWN HOME

HOME FooTSCRAY

OTHER HOME LNGROOM

HOME VICTIM

DRIVEWAY.

OWN HOME KITCHEN

SECONDARY COLLEGE.

G.I.C.A

CAR PARK FOOTSCRAY.

HOME HOLDEN COMM 80

HORSE FARM

DINING ROOM.

CNR ALBERT & MOORE

HOME,
HOME.

NOT KNOWN

OWN HOME

FRONT PORCH STEP.

OUTSIDE LIFT.

MOE SKATING RINK.

BEDROOM

YAMAHA17S

FRONT OF HOUSE

SHOESTRING THEATRE

PRIVATE HOME.
WEIRMELTON.
HOME

HIGH POINT CITY.

HOME OUTSIDE
FooTSCRAY.
CARAVAN PARK
OWN HOME
NOT KNOWN.
DRIVEWAY.
GRAVEL RD.
SKATING RINK

OLYMPIC DIVING POOL

BRAYBRooK
HOME.
BRUNSWICK
HOSPITAL
PADDOCK
NOT KNOWN
NOT KNOWN
NOT KNOWN.
AT HOME.



Appendix 5: Selection Method for Domestic Violence Cases Using
Victorian Injury SurveillanceSystem Data

(5a) Positive cases of partner inflicted violence
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Selection of VISS Positive Cases

Adult injury cases >= 15 years

(RMH,WH,LRH 2 YRS, PANCH 1 yr)
n=53,367

Select violence cases - codes of suicide, intended self-hann, fight or quarrel, intended violence between persons

n=7877 violence cases

r
Exclude self-harm or suicide cases, 262 of which are associated with a fight or quarrel

n=5374

Select cases with narratives containing partner and domestic terms

n=496

Exclude self-inflicted, assailant not partner (edit by hand)

n=367

Select cases which state that assailant is partner (edit by hand)

0=288 positive cases
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(5b) Probable cases of partner inflicted violence
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Selection ofVISS Probable Cases

18439 female injury cases

Apply VISS codes for intended violence between persons, cause of injury other person

(VISS definition of assaults)

n=932 female assaults

Exclude domestic with no further qualification cases, positive cases and those cases for whom a partner was

clearly not the assailant

n=265 probable female assaults

Apply male:female ratio 1:5, as for positive cases. Thus add 53 males to the females

n=3l8 probable partner-inflicted assaults

Add 77 domestic, no further qualification

n=395 cases

Add 2 cases which have 'claimed' in the narrative

0=397 probable cases
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(5c) Suggestive cases of partner inflicted violence
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Selection of VISS Suggestive Cases

18,439 Women's Injury cases

Select cases with injuries which are common to identified positive domestic violence cases ie bruising to the

head and face (including eyes, nose, mouth and ears), neck, forearm and trunk plus nose inflammation or

fracture, face inflammation, swelling or pain and lacerations or fractures to the mouth

n=2531

Exclude unlikely groups ie women aged over 50 years, injuries arising from work, horseriding, sport, violence

(included in positives or probables) and victims willing to be contacted later for research purposes and therefore

needing to be consistent with their story

n= 261

Apply male:female ratio of 1:5 for positives to 261 suggestive females

261 Females + 52 Males

n = 313 suggestive cases
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Appendix 6: Overview of Domestic Violence and Control Group by Age Group
and Gender
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Overview of domestic violence and control group by age group and genderlc

Victoria (VISS)
A2eGroup

IDomestic Violence IControl Grou

FEMALES 15-19 yrs
6 (18%)6 (19%)INS

20-24yrs

2 (6%)1(3%)
25-29yrs

5 (15%)4 (13%)
30-34 yrs

5(15%) 5 (16%)

35-39 yrs

8 (24%)8 (26%)

40-44yrs
2 (6%)3(10%)

45-49 yrs

2 (6%)1(3%)

50-54yrs

1(3%) 1 (3%)
60 + s

26%) 2 (7%

MALES 20-24 yrs

2 (18%)2 (15%)INS

25-29 yrs

2 (18%)3(23%)
30-34yrs

2 (18%)2 (15%)
35-39 yrs

2 (18%)2 (15%)
40-44 yrs

2 (18%)2 (15%)
50-54

19% 215%

* Cases were closely matched by hospital, sex, age, and year of index admission.

Domestic violence peaked at ages 35-39 years for females, and was generally evenly spread

across the adult age groups for males. Given that the Control Group was matched on age and

sex, comparisons cannot be made between groups.
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Appendix 7: Demographic Information for the Domestic Violence and
Control Group
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Demographic information for the domestic violence and control group
-. - -- - -- -- - -

Demo2l"aohic Information
Domestic ViolenceControl GroupSi2Dificance

HOSPITALS· - PANCH

5(11%) 5(11%) NS

- Western Hospital Footscray

23 (52%)23 (52%)

- Western Hospital Sunshine

1(2%) 1(2%)

- Latrobe Regional Hospital

3(7%) 3(7%)
- Royal Melbourne Hospital

12 (27%)12 (27%)

ETHNICITY - Australian
29 (66%)25 (57%)NS

- Other **
12 (27%)14 (32%)

- Not Recorded

3 (7%)5 (11%)

ENGLISH AS FIRST LANGUAGE - Yes
35 (80%)37 (84%)NS

-No

3(7%) 2(5%)
- Not Recorded

6(14%) 5 (11%)
NUMBER OF MARRIAGES RECORDED - None

2(5%) 1(2%) p=O.043
-One

15 (34%)7(16%)
-Two

2(5)
- Not Recorded

25 (57%)36 (82%)

NO. DEF ACTO RELA TIONSffiPS RECORDED -One

7(16%) 1(2%) p=O.047
-Two

1(2%)
- Not Recorded

36 (82%)43 (98%)

NUMBER OF ABORTIONS RECORDED - Not Applicable

3(7%) 1(2%) NS
-One

6(14%) 2(5%)
-Two

1(2%)
- Not Recorded

34 (77%)41 (93%)
NUMBER OF PREGNANCIES RECORDED - Not Applicable

3(7%) 1(2%) }rO.025
-One

8(18%) 1(2%)
-Two

6(14%) 3(7%)
- Three

5(11%) 2(5%)
- Four +

3(7%) 2(5%)
- Not Recorded

19 (43%)35 (80%)
PREVIOUS PSYCHIATRIC HISTORY - VICTIM - Yes

10 (23%)7(16%) NS
-No 1(2%)

- Not Recorded
34 (77%)36 (82%)

PREVIOUS DV RELATED REFERRALS - Psychiatrist
1(2%) NS

- Psychologist
NS- Social Worker

1(2%) NS
- Counsellor NS- Legal/Police

2(5%) NS- Other 1(2%) NS
- Not Recorded 39 (89%)44 000%)

HISTORY - Police Intervention
8(18%) p=O.003- Court Order
3(7%) NS

- Restraining Order
NS- Other

1(2%) NS
- Not Recorded 32 (73%)44 (100%)

• Cases were closely matched with controls by hospital, sex, age, and year of index admission .
•• Other refers to all nationalities not classified as Australian.
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Appendix 8: Information Regarding Year of Presentation/Admission,
Length of Stay in Hospital and Description of Admission
Injuries by Injury Classification Group
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Information regarding year of presentation/admission, length of stay in hospital and
description of admission injuries by injury classification group (Medical Records)

Descriotion of Presentations! Admissions Domestic ViolenceControl Grouo

YEAR OF INDEX ADMISSION· - 1988
1(2%)

-1989
1(2%)

-1990
3(7%) 3(7%)

- 1991
10 (23%)11 (25%)

-1992
23 (52%)22 (50%)

-1993
7 (16%)7 (16%)

YEAR OF MOST RECENT PRESENTATION TO HOSPITAL (pRIOR TO INDEX ADMISSION)- 1981
2 (5%)

-1987
1(2%)

-1988 - 1989-1990

1(2%) 1(2%)
- 1991

1(2)
- 1992 -1993

1(2%)
- Not Recorded

1 (2%)
LENGTH OF STAY - INDEX ADMISSION -1 day

12 (27%)13 (30%)
- 2 days

11 (25%)8 (18%)
- 3 days

6 (14%)9(21%)
- 4 days

12 (27%)11 (25%)
- 5 days

3(7%)
-Don't Know

1(2%)
- Not Recorded

2 (5%)
DESCRIPTION OF INJURY REGARDING INDEX ADMISSION - Violence - Domestic

44 (100%)
- Violence - Self - Poisoning

7 (17%)- Violence - Other 3(7%)
- Non violent Trauma 28 (67%)- Surgical

1(2%)
- Obstetric 1(2%)
- Other

- Not Recorded 4 missinf{

Cases were closely matched with controls by hospital, sex, age, and year of index admission.
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Appendix 9: Overview of the Total Number of Hospital
Presentations/Admissions by Injury Classification Group
(Prior to and Including IndexAdmission)
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Overview of the total number of hospital presentations/admissions by injury

classification group (prior to and including index admission) (Medical Records)

PRESENTATIONS TO TIllS HOSPITAL
p=O.OOO

- Total number - None Recorded

19 (43%)40 (91%)

-One

10 (23%)1(2%)

-Two

10 (23%)

- Three

2(5%)

- Four

3(7%)

-Ten +

2(5%)

- Multiple Injuries

1(2%)
--------

--------------------

- Positive Presentations

2(5%) NS

- Probable Presentations

4(9%) NS

- Suggestive Presentations

1(2%) NS

- Negative Presentations

21 (48%)4(9%) p=O.006

- Not Enough Information to Classify

1 (2%)NS

ADMISSIONS TO THIS HOSPITAL - Total number-One

19 (43%)28 (64%)

-Two

12 (27%)9(21%)

- Three

7(16%) 3(7%)

-Four

3(7%) 1(2%)
- Five

3(7%) 1(2%)

- 20-30

2(5%)
---------

--------------------

- Positive Admissions
2(5%)

- Probable Admissions - Suggestive Admissions

2(5%)
- Negative Admissions

23 (52%)16 (36%)
- Not Enou~h Information to Classifv

2 (5%)
PRESENTATIONS TO OTHER HOSPITALS - Total number- None Recorded

40 (91%)43 (98%)
-One

1(2%)
-Two

1(2%)
- Multiple Injuries

2(5%) 1(2%)
---------.

-.-----------------
- Number of Positive Presentations - None Recorded

43 (98%)44 (100%)
-One

1(2%)
---------.

-------------------
- Number of Probable Presentations

- None Recorded
44 (100%)44 (100%)

---------

--------------------

- Number of Suggestive Presentations - None Recorded
44 (100%)44 (100%)

.---------

------.--------.--
- Number of Negative Presentations - None Recorded

44 000%)44 (100%)
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ADMISSIONS TO OTHER HOSPITALS

- Total number- None Recorded
40 (91%)43 (98%)

-One
2 (5%)

- Three
1(2%)

- Multiple Injuries

I(2%)
-------

I
(2%)

- Number of Positive Admissions
----------

----------
- None Recorded 43 (98%)44 (100%)

-One
I(2%)

---------

--------------------

- Number of Probable Admissions
- None Recorded

44 (100%)44 (100%)
--------

----------------.--

- Number of Suggestive Admissions - None Recorded

44 (100%)44 (100%)
----------

-----------------.--

- Number of Negative Admissions - None Recorded
42 (95%)43 (98%)

-One
1(2%)

- Three
1(2%)

- Multiple Injuries

1(2%)

• Cases were closely matched with controls by hospital, sex, age, and year of index admission.
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Appendix 10: History of Abuse and Injuries for the Domestic Violence and
Control Group
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History of abuse and injuries for the domestic violence and control group
(Medical Records)

Injury Information DomesticControlSignificance
Violence

Group

POLICE INVOLVEMENT

Yes

10(22.7%)1(2.3%)p=O.OOOI2
No

27(61.4%)43(97.7%)
Not recorded

7(15.9%)0

AMBULANCE INVOLVEMENT

Yes

21(47.7%)14(31.8%)p=O.OO41O
No

17(38.6%)30(68.2%)
Not recorded

6(13.6%)0

LENGTH OF STAY

1 day

14(31.8%)14(31.8%) NS

2 days

5(11.4%)9(20.5%)
3 days

13(29.5%)10(22.7%)

4 days

11(25.0%)10(22.7%)

10 days

01(2.3%)
Unknown

1(2.3%)0

ADMITIED FOR PROJECTION

Yes - full reason for admission

2(4.5%)0 p=O.OOO

Yes - part reason for admission

5(11.4%)0

No

17(38.6%)44(100.0%)
Not recorded

20(45.5%)0

MARITAL STATUS AT TIME OF ADMISSION
Single/never married

14(31.8%)17(38.6%)p=O.01958

Currently married

13(29.5%)25(56.8%)

Currently defacto

8(18.2%)2(4.5%)

Separated

2(4.5%)0

Divorced

3(6.8%)0

Remarried

1(2.3%)0

Widowed

2(4.5%)0

Not recorded

1(2.3%)0

CO-HABITATION WI1H PARTNER

Nil

5(11.4%)0 p=O.00391
Full

13(29.5%)5(11.4%)
Not recorded

26(59.1%)39(88.6%)

FREQUENCY OF ABUSE

Yes

2(4.5%)0 p=O.02209
Multiple but not further specified

6(13.6%)0

Not applicable

01(2.3%)
Not recorded

36(81.8%)43(97.7%)
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CHANGES IN RELATIONSHIP (DESCRIPTION)

Now married

I(2.3%)0 NS

Now living in refuge

I(2.3%)0

This partner not baby's father

I(2.3%)0

Now separated

1(2.3%)0

Not applicable

01(2.3%)

Not recorded

40(90.19%)43(97.7%)

CURRENTLY PREGNANT

Yes

2
(4.5%)0 NS

No

1(2.3%)1(2.3%)

Not applicable

I(2.3%)1(2.3%)

Not recorded

40(90.9%)42(95.5%)

RECENT MISCARRIAGE OR ABORTION

Yes

2(4.5%)I(2.3%) NS

No

1(2.3%)0

Not applicable

1(2.3%)1(2.3%)

Not recorded

40(90.9%)42(95.5%)

NUMBER OF CHILDREN

I
9(20.5%)3(6.8%) NS

2

8(18.2%)3(6.8%)

3

4(9.1%)3(6.8%)

4

3(6.8%)1(2.3%)

5

1(2.3%)1(2.3%)

Not recorded

19(43.2%)33(75.0%)

HA VB CHILDREN BEEN PHYSICALL Y/SEXUALL Y ABUSE

Yes

2(4.5%) NS

Claimed 'Yes', but unproven

1(2.3%)
Not recorded

41(93.2%)44(100.0%)

WHO PHYSICALL Y/SEXUALL Y ABUSED CHILDREN?

Father

2(4.5%) NS
Mother

1(2.3%)
Not recorded

41(93.2%)44(100.0%)

VICTIM'S mSTORY OF ALCOHOL ABUSE

Yes

11(25.0%)1(2.3%)p=O.00548
No

01(2.3%)
Not recorded

33(75.0%)42(95.5%)

VICTIM'S mSTORY OF ILLICIT DRUG USE

Yes

6(13.6%)4(9.1%) NS
Not recorded

38(86.4%)40(90.9%)

VICTIM'S mSTORY OF PRESCRIBED DRUG ADDICTION

Yes

3(6.8%)2(4.5%) NS
No

01(2.3%)
Not recorded

41(93.2%)41(93.2%)
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PARTNER'S mSTORY OF ALCOHOL ABUSE

Yes

2(4.5%)0 NS
Not applicable

0I(2.3%)
Not recorded

42(95.5%)43(97.7%)

PARmER'S mSTORY OF ILLICIT DRUG USE
Yes

1(2.3%)0 NS

Not applicable

0I(2.3%)
Not recorded

43(97.7%)43(97.7%)

PARTNER'S HISTORY OF PRESCRIBED DRUG ADDICTIO

Not applicable

01(2.3%) NS

Not recorded
44(100.0%)43(97.7%)

VICTIM UNDER ALCOHOL INFLUENCE AT TIME OF

INCIDENTYes

14(31.8%)5(11.4%)p=O.03450
Not recorded

30(68.2%)39(88.6%)

VICTIM UNDER ILLICIT DRUG INFLUENCE AT

TIME OF INCIDENTYes

1(2.3%)3(6.8%) NS

Not recorded

43(97.7%)41(93.2%)

VICTIM UNDER PRESCRIBED DRUG INFLUENCE
AT TIME OF INCIDENTNot recorded

44(100.0%)44(100.0%)

VICTIM UNDER OTHER INFLUENCE AT TIME OF

INCIDENTNot recorded

44(100.0%)44(100.0%)

PARTNER UNDER ALCOHOL INFLUENCE AT

TIME OF INCIDENTYes

6(13.6%)
Not recorded

38(86.4%)44(100.0%)

VICTIM ACCOMPANIED BY PARTNER TO

HOSPITAL?Yes

3(6.8%) p=O.00049
No

10(22.7%)
Not recorded

31(70.5%)44(100.0%)

PARTNER PRESENT DURING EXAMINATION

OF VICTIM?Yes

1(2.3%) p=O.00355
No

9(20.5%)
Not recorded

34(77.3%)44(100'<)%)
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AFFECTED BODY PART

Head

36(81.0%)7(15.9%)

Upper Extremity

22(50.0%)26(59.0%)

Lower Extremity

7(15.9%)15(34.1%)

Trunk

20(45.5%)7(15.9%)

Respiratory Tract

2(4.5%)0

Digestive Tract

1(2.3%)1(2.3%)

Nervous System

2(4.5%)1(2.3%)

Not applicable (poisoning, LOC/concussion, dental, sex

9(20.5%)13(29.5%)

assault) Not recorded

1(2.3%)0

SIDE AFFECTED

Right

27(61.4%)12(27.3%)

Left

27(61.4%)33(75.0%)

Bilateral

5(11.4%)1(2.3%)

Not applicable

37(84.1%)22(50.0%)

Not further specified

04(9.1%)

Not recorded by data collector

1(2.3%)0

TREATMENT GIVEN

Dressing

6(13.6%)5(11.4%)

Suturing/POP etc

7(15.9%)6(13.6%)

Surgery

16(36.4%)19(43.2%)

For later review in ED/ED clinic

1(2.3%)1(2.3%)

Referral - OPD

21(47.7%)26(59.0%)

Referral - GP

5(11.4%)8(18.2%)

Referral - Social worker

15(34.1%)4(9.1%)

Referral - Counsellor

2(4.5%)2(4.5%)

Referral - Psychiatrist

5(11.4%)10(23.0%)

Referral - Psychologist

1(2.3%)2(4.5%)

Referral - Refuge

3(6.8%)0

Referral - Detoxication unit

00

Referral - Legal/Police/Govemment

6(13.6%)0
Referral - Other

2(4.5%)0

Other treatment
14(31.8%)9(20.5%)

Not recorded
2(4.5%)0

DISPOSITION OF PATIENT
Treated, no referral

00

Treated, referral given

4(9.1%)0

Short stay in ED

11(25.0%)13(29.5%)
Admitted to ward

23(52.3%)26(59.1%)
Transferred to other hospital

05(11.4%)
Dead on Arrival

00
Died in wardlED

1(2.3%)0
Left without treatment/absconded

00

Discharged self against medical advice

2(4.5%)0

Intervention order against partner

00

Victim sent to prison

2(4.5%)0

Partner sent to prison

00
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Victim to refuge/crisis centre 2(4.5%)0

Not recorded

9(20.5%)0

RECURRENCE OF DOMESTIC VIOLENCE

Yes

3(6.8%)2(4.5%)
No

32(72.7%)42(95.5%)
Possible

1(2.3%)0

Not applicable

4(9.1%)0

Not recorded

4(9.1%)0

TYPE OF RECURRENT INJURY

Bruising

6(13.6%)

Lacerations

2(4.5%)

Poisoning (self)

02(4.5%)

Not applicable

33(75.0%)42(95.5%)

Not recorded

3(6.8%)0

EPISODE RISK GROUP

Positive

39(88.6%)

Negative - apparent true

044(100.0%)

Not recorded

5(11.4%)

OlHER RELEVANT DETAILS
Complicated medical histoty

03(6.8%)

See previous episode

1(2.3%)2(4.5%)

Refused help - returned home

2(4.5%)0

Sent to prison

2(4.5%)0

Many social problems

2(4.5%)3(6.8%)

Referred for self-help

2(4.5%)0

Refuses to identify assaulter/no information

00

Lacks insight

1(2.3%)2(4.5%)

Intervention order against partner

2(4.5%)0

Re-admitted for further treatment

1(2.3%)2(4.5%)

Partner deceased following incident

00

Previous presladmissions - non DV related

21(47.7%)10(23.0%)

Other

2(4.5%)0

Partner sent to prison

03(6.8%)

Subsequent presladmissions - non DV related

00

Partner threatening to kill family if implicated

6(13.6%)0

Violence is reciprocal

1(2.3%)0

Multiple DV incidents mentioned but NFS in histoty

1(2.3%)0

Previous DV incident in histoty, no information collect(

1(2.3%)0

Single DV incident mentioned but NFS in histoty

1(2.3%)0

No mention in case notes; Social worker referrallproble

1(2.3%)0

partner Previous injUty present, but insufficient information to s

00

whether DV Doctor states injuries do not match patient's claim ofD

00

method of assault Timelag due to patient being held in police custody

00

Subsequent presladmissions - DV related

2(4.5%)0

Not recorded

13(29.5%)26(59.0%)
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Appendix 11: ICD-10 Codes
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Assault

(X85-Y09)

[See pages 1013-1017 for fourth-character subdivisions]

Includes:

Excludes:

homicide

injuries inflicted by another person with intent to injure or kill,

by any means

injuries due to:

• legal intelVention (Y35.-)

• operations of war (Y36.-)

la Assault by drugs, medicaments and biological
substances

Includes: homicidal poisoning by (any):

• biological substance
• drng
• medicament

__ Assault by corrosive substance
Excludes: corrosive gas (X88.-)

1111Assault by pesticides
Includes: wood preservatives
Excludes: plant food and fertilizers (X89.-)

l1li Assault by gases and vapoun

_ Assault by other specified chemicals and noxious
substances
Includes: plant food and fertilizers

__ Assault by unspecified chemical or noxious substance
Includes: homicidal poisoning NOS

__ Assault by hanging, strangulation and suffocation

_ Assault by drowning and submenion

l1li Assault by handgun discharge

_ Assault by rifle, shotgun and larger firearm discharge
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ID Assault by other and unspecified firearm discharge

_ Assault by explosive material
Excludes: incendiary device (X97.-)

_ Assault by smoke, fire and flames
Includes: arson

cigarettes

incendiary device

IIIAssault by steam, hot vapours and hot objects

ID Assault by sharp object
Includes: stabbed NOS

__ Assault by blunt object

_ Assault by pushing from high place

_ Assault by pushing or placing victim before moving object

__ Assault by crashing of motor vehicle
Includes: deliberately hitting or running over with motor vehicle

II1II Assault by bodily force
Includes: unarmed brawl or fight
Excludes: assault by:

• strangulation (X91. -)
• submersion (X92.-)

• use of weapon (X93-X95, X99.-, YOO.-)
sexual assault by bodily force (Y05. -)

__ Sexual assault by bodily force
Includes: rape (attempted)

sodomy (attempted)

•• Neglect and abandonment

Y06.0 By spouse or partner
Y06.1 By parent
Y06.2 By acquaintance or friend
Y06.8 By other specified penons
Y06.9 By unspecified penon
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_ Other maltreatment syndromes
Includes: mental cruelty

physical abuse
sexual abuse

torture

Excludes: neglect and abandonment (Y06.-)

sexual assault by bodily force (YOS.-)

Y07.0 By spouse or partner
Y07.1 By parent
Y07.2 By acquaintance or friend
Y07.3 By official authorities
Y07.8 By other specified penons
Y07.9 By unspecified penon

IIIAssault by other specified means

II1IIAssault by unspecified means
Includes: assassination (attempt) NOS

homicide (attempt) NOS
manslaughter (nonaccidental)
murder (attempt) NOS
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