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INTENTIONAL INJURY 
AMONG ADULTS  
IN VICTORIA
This issue of Hazard provides an overview of intentional injury 
in Victoria, among adults aged 15 years and older. Intentional 
injury encompasses both self-harm: purposely self-inflicted 
injury or poisoning; and assault: injuries inflicted by another 
person with intent to injure or kill. This report is based on VISU-
held Emergency Department (ED) presentation and hospital 
admissions data, and deaths recorded in the National Coronial 
Information System. Injury trends as well as injury patterns in the 
three most recent years of available data are presented. 

The purpose of this edition of Hazard is to:

• Provide insight into trends and patterns of assault-related 
death and hospital treated injury in Victoria 

• Investigate self-harm related hospital treated injury trends 
and patterns in Victoria

• Present an overview of self-harm deaths (suicide) in Victoria

Injury trends are presented for the years 2006/7 to 2015/16 
(hospital data) and 2006/7 to 2013/14 (deaths); more detailed 
injury statistics are presented for the years 2013/14 to 2015/16.

The majority of injury admissions to hospitals in Victoria are due 
to unintentional injury; however, intentional injury and injuries of 
undetermined intent together accounted for 9.4% of hospital 
admissions and 20.6% of Emergency Department presentations 
related to injury in 2015/161. Assault related injuries account for 
approximately 7,900 Emergency Department presentations and 
2,900 hospital admissions per year; intentional self-harm related 
injuries account for approximately 6,900 Emergency Department 
presentations and 4,000 hospital admissions per year in Victoria. 
These injuries are the focus of this report.  

1 Victorian Injury Surveillance Unit: Hayman J, Fernando T and Berecki-
Gisolf J (2017). Unintentional (accidental) hospital-treated injury Victoria, 
2015/16. E-bulletin Edition 15. Victorian Injury Surveillance Unit. Monash 
University Accident Research Centre

Hazard  |  Edition No. 83  |  December 2017 

Victorian Injury Surveillance Unit (VISU) 

www.monash.edu/muarc/visu 

Monash University Accident Research Centre (MUARC)



HAZARD Edition No. 83  \\\  December 2017       1       



2       HAZARD Edition No. 83  \\\  December 2017       

Assault-related deaths among adults  
in Victoria, 2006/7-2013/14
Over the eight-year period 2006/7-2013/14 there were 348 assault-
related deaths among adults aged 15 years and older in Victoria: an 
annual average of 44 deaths.

Assault-related deaths were most common among those aged 
25-34 years (23.8%, n=83) and 73.4% of assault-related deaths 
occurred among males.

The most common mechanism of injury in assault-related deaths 
was cutting, slashing or stabbing, which accounted for over forty 
percent of deaths (42.5%, n=148).

Assaults resulting in death occurred most frequently in the hours 
12:00am to 2:59am (26.1%, n=91).

Overall, 64.9% (n=226) of fatal assaults occurred within private 
residential locations.

Among males, acquaintances or friends comprised 54.7% (n=138) 
of perpetrators. However, among females, a current or former 
spouse or partner was the perpetrator in 53.2% (n=51) cases.

Assault-related injury admissions among  
adults in Victoria 
Trends, 2006/7-2015/16
Over the ten-year study period 2006/7-2014/15, there was an 
average of 2,901 assault-related injury hospital admissions among 
adults aged 15 years and older per year in Victoria: 64.1 per 
100,000 population.

The hospital admission policy change in 2012 had significant 
direct and indirect effects on the hospital admission trends over 
time. Because the policy impact cannot be altogether filtered, 
statistical analysis of assault-related injury admission trends was not 
conducted.

Injury patterns, 2013/14-2015/16
Over the three-year period 2013/14-2015/16, there were 9,882 
assault-related injury hospital admissions among adults aged 15 
years and older in Victoria.

The highest average annual rates per 100,000 residents were 
observed among residents of Greater Dandenong, Frankston and 
Port Phillip while the lowest average annual rates were observed 
among residents of Towong, West Wimmera and Strathbogie.

Three-quarters (74.4%, n=7,351) of assault-related injury hospital 
admissions were males and over half occurred among 15-34 year 
olds (54.4%, n=5,377).

The most common types of assault-related injury resulting  
in admission were fractures (35.0%, n=3,457).

Bodily force was the mechanism of injury in 59.6% (n=5,887)  
of assault-related injury hospital admissions.

Among males, the perpetrator was most commonly an unspecified 
person (51.4%, n=3,779) whilst females were most commonly 
injured by a current or former spouse or partner (42.9%, n=1,085).

A total of 33,659 bed days were utilised to accommodate those with 
assault-related injury hospital admissions.

The hospital treatment costs of assault-related injury hospital 
admissions totalled $58.8 million.

SUMMARY
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Assault-related injury ED presentations  
among adults in Victoria 

Trends, 2006/7-2015/16
Over the ten-year period 2006/7-2015/16 there was an annual 
average of 7,906 assault-related injury ED presentations among 
adults aged 15 years and older in Victoria: 174.8 per 100,000 
population.

Rates of assault-related injury ED presentations decreased by 
an average of 4.8% per year (p<.0001) over the ten-year period, 
2006/7-2015/16.

A statistically significant decrease in ED presentation rates resulting 
from assault-related injury was observed in the male (-5.8% per year) 
and female (-2.0% per year) population; the 15-24 year age group 
(-8.0% per year) displayed the greatest change in ED presentation 
rates.

Injury patterns, 2013/14-2015/16
Over the three-year period 2013/14-2015/16, there were 20,244 ED 
presentations for assault-related injury among adults aged 15 years 
and older in Victoria.

Males accounted for the majority of presentations (71.1%, n=14,399); 
those aged 15-24 years presented to the ED most frequently (30.6%, 
n=6,186).

Assault-related injury ED presentations were most commonly for the 
treatment of open wounds (22.4%, n=4,527).

In 62.9% (n=12,740) of ED presentations, the mechanism of injury 
was recorded as ‘bodily force’.

Assault-related injury ED presentations occurred most frequently 
on Sunday (22.5%, n=4,550) followed by Saturday (18.8%, 3,809); 
time of presentation was most commonly the three-hour period from 
12:00am to 2:59am (16.8%, n=3,399).

The hospital treatment costs of assault-related injury ED 
presentations amounted to $13.1 million.

Suicides among adults in Victoria, 2006/7-2013/14
There were 4,371 suicides among adults aged 15 years and older  
in the eight-year study period.

Suicides were most common among those aged 35-44 years 
(21.2%, n=116) and 45-54 years (20.2%, n=111) and males 
accounted for more than three-quarters of cases (76.6%, n=3,392).

Asphyxiation (hanging) was the most common method of suicide 
(48.3%, n=2,112).

Intentional self-harm related injury  
admissions among adults in Victoria

Trends, 2006/7-2015/16
Over the ten-year study period 2006/7-2015/16, there was an 
average annual frequency of 4,091 self-harm related hospital 
admissions among adults aged 15 years and older in Victoria: 89.8 
per 100,000 population.

The hospital admission policy change in 2012 had significant direct 
and indirect effects on the hospital admission trends over time. 
Because the policy impact cannot be altogether filtered, statistical 
analysis of self-harm related admission trends was not conducted.

Injury patterns, 2013/14-2015/16
Over the three-year period 2013/14-2015/16, there were 15,921 self-
harm related hospital admissions among adults aged 15 years and 
older in Victoria.

Females accounted for the majority of non-fatal self-harm admissions 
(67.3%, n=10,716). Persons aged 15-24 years accounted for almost 
one-third of admissions (15-19 years: 16.9%, n=2,696; 20-24 years: 
15.0%, n=2,390).

The highest average annual rate per 100,000 residents was observed 
among residents of Frankston while the lowest average annual rates 
were observed among residents of Towong, Queenscliffe, Indigo, 
Loddon and Moyne.

Poisoning by pharmaceuticals accounted for 78.5% (n=8,411) of 
female intentional self-harm admissions and 70.4% (n=3,662) of male 
admissions.

Injury due to contact with sharp objects was the next most common 
mechanism of injury, accounting for 13.5% (n=2,153) of intentional 
self-harm admissions.

A total of 67,104 hospital bed days were utilised over the 3-year 
study period as a result of intentional self-harm admissions.

The hospital treatment costs of intentional self-harm injury hospital 
admissions totalled $83.0 million.
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Intentional self-harm related injury ED 
presentations among adults in Victoria

Trends, 2006/7-2015/16
Over the ten-year period 2006/7-2015/16 there was an average 
annual frequency of 6,939 self-harm related ED presentations 
among adults aged 15 years and older in Victoria: 153.5 per 
100,000 population.

Rates of self-harm related injury ED presentations increased by 
an average of 8.9% per year (p<.0001) over the ten-year period, 
2006/7-2015/16.

A statistically significant increase in rates was observed in the 
male (1.9% per year) and female (4.0% per year) population.

Injury patterns, 2013/14-2015/16
Over the three-year period 2013/14-2015/16, there were 24,488 
ED presentations for self-harm related injury among adults aged 
15 years and older in Victoria.

Females accounted for the majority of presentations (64.8%, 
n=15,880); the age group 15-24 years presented to the ED most 
frequently (36.9%).

Poisoning by pharmaceuticals accounted for 46.3% of all 
intentional self-harm ED presentations over the 3-year study 
period (n=11,338: 50.2% of female and 39.2% of male cases).

The hospital treatment costs of intentional self-harm injury ED 
presentations amounted to $18.4 million.
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Assault-related death and 
hospital-treated injury

1.
Assault resulting in hospital-treated injury 
among young adult males most commonly 
occurred on Saturday night and in the 
early hours of Sunday. Preventive efforts 
should consider potential factors such as 
availability of alcohol and access to safe 
transport, to maximise safety of the Night 
Time Economy.

2.
Assault resulting in hospital-treated non-
fatal injury or death among adult females 
was most frequently perpetrated by a 
spouse or domestic partner, and was 
most likely to take place in the home. This 
confirms the need for action to address 
family violence, following on from the Royal 
Commission into Family Violence in 2016. 
Ongoing monitoring and reporting of family 
violence deaths could be used as a metric 
to evaluate the impact of family violence 
reforms.

3.
Continued improvement of hospital 
data collections and coding quality 
is required to provide more complete 
and accurate data on injury in Victoria. 
With regard to assault, the recording of 
intent is crucial for capturing relevant 
cases. Furthermore, activity and place of 
occurrence are currently poorly reported 
in hospital admissions data: capture of 
this information should be improved as 
this would be valuable in designing and 
targeting prevention efforts. 

 
Suicide

4.
Proposed programmes being delivered as 
part of the Victorian government response 
need to be adequately resourced and 
evaluated. 

5.
Data linkage studies can be undertaken 
to help identify those at risk of suicide, 
based on patterns of presenting to the 
Emergency Department (for example, 
suicide risk flags can be developed based 
on demographics, presentation time, 
place, frequency and diagnosis).

6.
Programmes aimed to prevent and reduce 
the impact of intentional pharmaceutical 
poisoning can contribute to suicide 
prevention, as this is now the second 
leading suicide method.

7.
Targeted/place based suicide prevention 
programmes that prove effective could be 
rolled out to other at risk groups.

Non-fatal intentional  
self-harm related injury

8.
Identification of motivations for self-harm 
hospital-treated injury incidents should 
be improved through including this 
information, where available, in the free-
text field in the VEMD.

9.
The coding for location/place of 
occurrence should be improved in both 
hospital datasets, particularly the VAED,  
to better inform prevention efforts.

10.
Trends in self-harm injury hospital 
admissions should be continuously 
monitored; reliable surveillance based 
on hospital data will improve after the 
influence of the changes made to the 
Victorian hospital admission policy have 
settled. 

11.
An in-depth study should be conducted 
with injured persons presenting to a 
representative sample of Victorian EDs  
to examine motivations for self-harm. This 
study could also address intentions behind 
relevant incidents to determine whether 
distinguishing between cases with and 
without suicidal intent is possible in an  
ED setting. 

12.
Hospital-treated self-harm injuries should 
be analysed using a person-based linked 
administrative dataset of ED presentations, 
allowing for repetition (and outcomes) to 
be identified. This can also be used to 
determine indicators of, and risk factors 
for, suicidal intent. 

RECOMMENDATIONS
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ASSAULT-RELATED DEATHS AND  
HOSPITAL-TREATED INJURY
The aim of this section of Hazard is to provide an overview of assault-related deaths and hospital-treated injuries among 
Victorians aged 15 years and older. 

Authors: Adrian Laughlin & Janneke Berecki-Gisolf

Introduction
Physical assault is defined by the Australian Bureau of Statistics 
(ABS) as an act of physical force or violence by the offender/s 
against the victim (Australian Bureau of Statistics, 2017a). It 
excludes sexual assault. Sexual assault is defined as an act of 
a sexual nature carried out against a person’s will or without a 
person’s consent. It involves physical contact and/or the use 
of physical force, intimidation or coercion (Australian Bureau of 
Statistics, 2017a). This edition of Hazard covers both physical 
and sexual assault; when the term assault is used, it includes 
both types. In 2015/16, survey data showed an estimated 2.4% 
of persons aged 15 years or above in Australia experienced 
at least one physical assault in the previous year, and 48.0% 
of these experienced more than one incident, whilst of the 
18 million persons aged 18 and over 0.4% (77,400) had 
experienced at least one sexual assault (Australian Bureau of 
Statistics, 2017a). In 2015, there were 265 deaths due to assault 
in Australia: 179 men and 86 women (Australian Bureau of 
Statistics, 2016b). In Victoria alone there were 56 assault related 
deaths in 2015; this was estimated to be equivalent to a loss 
of 2,101 years of life at an average of 37 years per person who 
died as a result of assault-related injury (Australian Bureau of 
Statistics, 2016a, 2016b). The Australian Institute of Health and 
Welfare (2015) noted that over the period 2012-2013, assault 
was the third most common external cause of hospitalisation 
among males in Australia, and accounted for 4.7% of all hospital 
treated injury.

Recent research into violence and assaults in Australia 
demonstrates the wide range of circumstances and settings of 
the occurrence of assault-related injury. For example, Scholes-
Balog, Hemphill, Kremer, and Toumbourou (2016) demonstrate 
a link between sport participation, alcohol use, and violence. 
O’Connor and Colucci (2016) presented findings on links 
between migration, societal factors and domestic violence. 
Hogarth, Beattie, and Morphet (2016) investigated the incidence 
of workplace violence against nurses. This sample of the body 
of research illustrates the multifaceted nature of assault-related 
injury in Australia. Assault-related injury is a widespread issue 
with implications and consequences for individuals, families and 
communities, as demonstrated by the most recent Victorian 
crime statistics release, which revealed that there were 43,450 
assaults recorded in Victoria during the 2016/17 financial year 
(Crime Statistics Agency, 2017). This represented a 4.2% 
increase from the previous financial year, in terms of incidents 
that were reported to police. The number of assault occurrences 
is likely to be significantly higher due to circumstances in which 
the victim does not report the assault. 

According to the ABS, 17% of women and 6% of men in 
Australia have experienced physical violence perpetrated by a 
partner (Australian Bureau of Statistics, 2017b). Recently, there 
have been several undertakings to tackle the issue of assaults 
in Victoria. Most significant was the Victorian Government’s 
Royal Commission into Family Violence in 2015. The Royal 
Commission was established following several high profile cases 
of family violence-related deaths. At the highest level, the goal of 
the Royal Commission was to identify the most efficient methods 
of preventing family violence and improve interventions and 
support for those who had experienced family violence. At its 
conclusion, the Commission made 237 recommendations, many 

of which have been, or are in the process of being implemented 
by the Victorian Government. These recommendations covered 
a variety of aspects such as increased funding for services, 
education programmes, housing availability, more streamlined 
approach for obtaining intervention orders, and revision of 
court procedures related to ensuring victim safety, and holding 
perpetrators accountable. Furthermore, awareness campaigns 
and preventive measures employed to target various forms of 
intentionally caused injury have been prominent within the media. 
For example, White Ribbon Australia seeks to raise awareness 
of, and prevent, domestic violence against women, through the 
annual White Ribbon Day and the 2015 Australian of the Year, 
Rosie Batty, has been a notable campaigner against domestic 
violence since her son was killed by his father in February 2014 
(Luke Batty Foundation, 2014). Furthermore, earlier this year, a 
Committee of the Australian Parliament adopted an inquiry into 
how Australia’s Federal Family Law system can better support 
and protect those affected by family violence.

In recent years, a number of ‘one punch’ attacks have received 
media attention; some of these incidents have been fatal (‘King 
hit’ fatalities) and others have left the victim with permanent brain 
damage. ‘King hit’ fatalities are deaths resulting from a single 
blow to the head causing the victim to fall to the ground and 
become unconscious. Resulting intracranial injuries such as skull 
fracture, subdural hematoma or other intracranial bleeding can 
lead to death. Recent research has explored the role of alcohol 
and drugs in these in cases and reported the role of alcohol in 
victimisation as well as offending, leading to a recommendation 
to include alcohol campaigns in prevention initiatives (Pilgrim, 
Gerostamoulos, & Drummer, 2014). 

Whilst the preventive initiatives mentioned are focused on 
domestic violence and drug and alcohol related violence, this 
issue of Hazard will provide a broad overview of assault injury. 
By analysing and reporting fatal and hospital-treated assault-
related injury in Victoria, VISU aims to describe the incidence, 
trends, severity, circumstances and sociodemographic groups at 
risk. These findings can inform the development of preventative 
strategies to reduce the occurrence and impact of assault-
related injuries and deaths. 

Method 
This section of Hazard presents information on assault-related 
deaths among Victorian adults where the death was reported to 
a Victorian Coroner during the eight-year period, July 2006 to 
June 2014. The deaths data was extracted and supplied by the 
National Coronial Information System (NCIS). Only cases where 
the coronial investigation had concluded that were closed on 
the NCIS were included. Additionally, hospital-treated non-fatal 
assault injury data covered in this section were sourced from 
two primary VISU-held datasets from the Department of Health 
and Human Services (DHHS): the Victorian Admitted Episodes 
Dataset (VAED) and the Victorian Emergency Minimum Dataset 
(VEMD). Trends in hospital-treated assaults are presented for the 
10-year period 2006/7-2015/16 and a more detailed overview of 
the pattern of injury is presented for the 3-year period 2013/14-
2015/16. The non-fatal hospital-treated injury data was analysed 
and reported by VISU. Please see Box 1 for more detail on the 
data source and case selection methods. 



ASSAULT-RELATED DEATHS AMONG ADULTS

During the eight-year period, July 2006 to June 2014, 348 deaths were identified as having occurred as a result of 
an intentional act by another person (Table 1). Annually there was an average of 44 deaths of persons aged 15 years 
and older. Males constituted almost three-quarters of the deaths recorded (73.4%). Over 45% of cases involved 
persons aged between 20 and 49 years with the highest frequency of deaths between the ages of 25 and 29 years. 
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Table 1

Assault-related deaths by year, Victoria, 2006/7 to 2013/14

Financial Year of Notification n %

2006/7 46 13.2

2007/8 49 14.1

2008/9 45 12.9

2009/10 54 15.5

2010/11 39 11.2

2011/12 49 14.1

2012/13 39 11.2

2013/14 27 7.8

Total 348 100.0

Figure 1

Assault-related deaths per 
100,000 population by year and 
sex, Victoria, 2006/7 to 2013/14
The frequency of assault-related deaths 
remained relatively stable over the study 
period (Table 1). Excluding the 2013/14 
financial year due to the possibility of 
cases remaining open due to ongoing 
inquiries or under appeal, the years with the 
lowest proportion of deaths reported were 
2010/11 and 2012/13 (11.2%). Population-
based annual rates of assault-related death 
are shown in Figure 1: although rates for 
men and women appear to be decreasing 
slightly in recent years, statistical testing 
of the trend cannot be carried out until the 
2013/14 data is complete, i.e. there are no 
more cases remaining open. 
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Table 2

Assault-related deaths by age group and sex, Victoria, 2006/7 to 2013/14 

Males Females Total

Age (years) Average annual 
frequency % Average annual 

frequency % Average annual 
frequency %

15-24 5.6 17.8 1.1 9.4 6.8 15.6

25-34 7.9 25.0 2.5 20.9 10.4 23.8

35-44 6.5 20.6 2.6 21.9 9.1 21.0

45-54 5.5 17.4 2.6 21.9 8.1 18.7

55-64 2.9 9.2 1.3 10.5 4.1 9.5

65-74 2.0 6.4 0.8 6.3 2.8 6.3

75-84 * * * * 1.5 3.4

85+ * * * * 0.8 1.8

Total 31.5 100.0 12.0 100.0 43.5 100.0

*Cell counts of fewer than five are suppressed to protect privacy

The average number of assault-related deaths by sex and age group, for 2006/7 to 2013/14 in Victoria, are presented in Table 2. In 
the eight-year period, assault deaths were most common among those aged 25-34 years (23.8%, n=83). The sex breakdown revealed 
that among males, 25-34 year olds accounted for the highest proportion of assault-related deaths (25%, n=63) whilst for females, 35-
44 year olds (21.9%, n=21) and 45-54 year olds (21.9%, n=21) accounted for the highest proportion of assault-related deaths. At ages 
15-24 years, fatal assault was much more common among males than females, both in absolute numbers (n=45 vs. n=9 in total) and 
proportionally (17.8% vs. 9.4%). The occurrence of assault-related deaths generally declined after the 35-44 year age range. 

Table 3

Assault-related deaths by cause/mechanism, Victoria, 2006/7 to 2013/14

Cause/mechanism of Injury n %

Cutting/Slashing/Stabbing 148 42.5

Shot by Weapon 51 14.7

Struck or kicked by a person 41 11.8

Falling/Stumbling/Jumping/Pushed 18 5.2

Vehicle incident 7 2.0

Fire-related 6 1.7

Drug toxicity (Substance For Human Use) * *

Asphyxiation (Carbon Monoxide) * *

Asphyxiation (Plastic Bag) * *

Asphyxiation (Other) 27 7.8

Drowning * *

Crushed * *

Other 43 12.4

Total 348 100.0

*Cell counts of fewer than five are suppressed to protect privacy

The most common mechanism of injury in fatal assaults was cutting, slashing or stabbing, which accounted for over two-fifths of 
deaths (42.5%, n=148) (Table 3). The next most common mechanisms of injury were those where the deceased was shot by a 
weapon (14.7%, n=51), or struck or kicked by a person (11.8%, n=41). The mechanism was classified as ‘Other’ in 12.4% (n=43) of 
cases.

Deaths involving cutting, slashing or stabbing occurred most frequently amongst those aged 25-34 and 35-44 years (24.3% and 
21.6%, respectively) and less frequently amongst those aged 15-24 (18.2%) and 45-54 years (14.2%). The age range of 25-34 years 
involved the highest number of deaths across five different mechanisms of injury (‘Cutting/Slashing/Stabbing’, ‘Shot by Weapon’, 
‘Struck or Kicked by Person’, ‘Asphyxiation (Carbon Monoxide)’ and ‘Crushed’). Conversely, the only mechanism for which those aged 
65 years and older comprised the highest number of deaths was in cases where the deceased fell, stumbled, jumped or was pushed.
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Table 4

Assault-related deaths by time of incident, Victoria, 2006/7 to 2013/14

Time of Incident n %

0:00 to 2:59 91 26.1

3:00 to 5:59 27 7.8

6:00 to 8:59 14 4.0

9:00 to 11:59 24 6.9

12:00 to 14:59 22 6.3

15:00 to 17:59 38 10.9

18:00 to 20:59 59 17.0

21:00 to 23:59 73 21.0

Total 348 100.0

Fatal assaults occurred most frequently between 0:00 and 2:59 (26.1%, n=91) (Table 4). Incidents occurring between 21:00 and 23:59 
accounted for another fifth of deaths (21.0%, n=73). Fatal assaults were less likely to take place during the periods 6:00 to 8:59 (4%, 
n=14), 9:00 to 11:59 (6.9%, n=24) and 12:00 to 2:59 (6.3%, n=22).  

Table 5  

Assault-related deaths by location and sex, Victoria, 2006/7 to 2013/14

Males Females Total

Incident Location n % n % n %

Home 151 59.9 75 78.1 226 64.9

Transport area 53 21.0 6 6.3 59 16.9

School, other institution and public administrative 
area 17 6.8 7 7.3 24 6.9

Commercial area (Non-recreational) * * * * 20 5.7

Industrial or construction area * * * * * *

Residential institution * * * * * *

Sports and athletics area * * * * * *

Other specified place of occurrence * * * * 5 1.4

Unspecified * * * * 6 1.7

Total 252 100.0 96 100.0 348 100.0

*Cell counts of fewer than five are suppressed to protect privacy

As shown in Table 5, private residential locations were the most frequent location for both male and female assault incidents (59.9%, 
n=151 and 78.1%, n=75, respectively). The next most common location type was ‘Transport Area’ (16.9%, n=59). However, this 
was relatively more common for assaults of males (21.0%) than females (6.3%). Only males were fatally assaulted at location types 
‘Industrial or construction area’, ‘Residential institution’ and ‘Sports and athletics area’. 
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Table 6  

Assault-related deaths by area of residence, Victoria, 2006/7 to 2013/14

Males Females Total

Remoteness Area n % n % n %

Melbourne Metropolitan Area 180 71.4 73 76.0 253 72.7

Regional/Rural * * * * 77 22.1

Other (i.e. interstate, overseas) * * * * 18 5.2

Total 252 100.0 96 100.0 348 100.0

*Cell counts of fewer than five are suppressed to protect privacy

The majority of deaths (72.7%) occurred among residents of Melbourne metropolitan regions, following by regional and rural areas 
(22.1%) (Table 6). The proportion residing in Melbourne metropolitan areas was higher among females than males (76.0% compared to 
71.4%, respectively) but this difference was not statistically significant. 

Table 7  

Assault-related deaths by bodily location and mechanism, Victoria, 2006/7 to 2013/14
 
Bodily Location

Shot by 
Weapon Motion-related Sharp object Vehicle 

Incident
Struck or 

Kicked Total

Chest 21 * 74 * 6 105

Head 19 15 13 * 29 79

Multiple * * 32 * * 40

Not Specified 5 * * * * 12

Back * * * * * *

Neck * * * * * *

Arm * * * * * *

Total 51 18 129 7 41 246

*Cell counts of fewer than five are suppressed to protect privacy

The bodily location by mechanism is presented for a selection of relevant mechanisms (246 of the 348 deaths, presented in Table 
7). Sharp objects were the most common mechanism by which these assault-related deaths occurred, with half of these injuries 
impacting the chest (57.3%, n=74) and approximately one quarter (24.8%, n=32) impacting the deceased in multiple bodily locations. 
Deaths as a result of being shot by a weapon predominantly impacted the chest (41.2%, n=21) and head (37.3%, n=19). The majority 
of deaths with a motion-related mechanism impacted the head (83.3%, n=15). Similarly, the head was the most common site of bodily 
injury in cases where the deceased was struck or kicked by a person (70.7%, n=29). 
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Table 8  

Assault-related deaths by sex and perpetrator, Victoria, 2006/7 to 2013/14

Males Females Total

Perpetrator Relationship n % n % n %

Spouse or domestic partner (current or ex) 18 7.2 51 53.2 69 19.7

Parent * * * * 5 1.5

Other family member 22 8.8 11 11.4 33 9.6

Carer * * * * * *

Acquaintance or friend 138 54.7 18 18.7 156 44.9

Official authority * * * * * *

Person unknown to victim 51 20.3 12 12.5 63 18.1

Other specified person * * * * 12 3.5

Unspecified person * * * 3.1 9 2.6

Total 252 100.0 96 100.0 348 100.0

*Cell counts of fewer than five are suppressed to protect privacy

Acquaintances or friends were the most common perpetrators of fatal assaults overall (44.9%, n=156) (Table 8). Among males, 
acquaintances or friends comprised more than half (54.7%, n=138) of perpetrators. Among females, however, a current or former 
spouse or partner was the perpetrator in more than half (53.2%, n=51) of cases. More often for males than for females, a stranger 
was the perpetrator (20.3%, n=51 vs. 12.5%, n=12; respectively).



NON-FATAL HOSPITAL-TREATED  
ASSAULT-RELATED INJURY AMONG ADULTS

ASSAULT-RELATED INJURY HOSPITAL ADMISSIONS 

Ten-year trends, 2006/7-2015/16
Prior to July 2012, Emergency Department (ED) stays of longer than four hours could be categorised as a hospital admission in Victoria. 
In July 2012 the Victorian Hospital Admission Policy changed significantly so that episodes of care delivered entirely within  
a designated ED or urgent care centre could no longer be categorised as an admission regardless of the amount of time spent in  
the hospital. This has had an effect on observed trends in injury admissions (see Box 2 for more information). 

The annual frequency of hospital admissions for assault-related injury in Victoria is shown in Figure 2. This figure also provides the 
breakdown of admissions into ‘Emergency Department admissions’ (which occurred only prior to the hospital admission policy change in 
July 2012), short stay observation unit admissions, and other admissions. This figure illustrates the impact of the admission policy change 
on the number of assault-related injury admissions over time. Resulting trends in admissions could be due to a trend in assault related 
injury, the admission policy change, or an indirect effect of the admission policy changes (such as the observed increase in Short Stay 
Observation Unit admissions). For this reason, further analysis of the time trends in assault-related injury admissions in Victoria was not 
undertaken. 
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Figure 2  

Assault-related injury hospital 
admissions by type of 
admission, Victoria 2006/7 to 
2015/16
Over the ten-year study period 2006/7-
2015/16, there was an average annual 
frequency of 2,901 assault-related 
hospital admissions in Victoria (Table 9). 
Males accounted for 79% (n=22,920) 
of admissions for assault-related injury 
over this period. Younger persons aged 
15-24 years (32%, n=9,285) comprised 
the largest proportion of assault-related 
injury admissions, followed by the 25-
34 year age group (27.7%, n=8,044). 
At ages 35 years and above, assault-
related injury admissions became 
less frequent with increasing age. The 
numbers reported here exclude ED only 
admissions (‘ED only’ in Figure 2). 

Table 9  

Hospital admissions for assault-related injury: average annual frequency and rates  
over the period 2006/7 to 2015/16, Victoria

Average annual frequency Average annual rate per 100,000 population

Age group Males Females All Males Females All

15-24 years 785 143 929 201.2 38.6 122.0

25-34 years 634 170 804 154.7 41.6 98.2

35-44 years 441 138 579 112.6 34.2 72.9

45-54 years 271 85 355 74.0 22.5 47.9

55-64 years 105 35 140 34.6 11.2 22.7

65-74 years 36 15 51 17.3 7.0 12.0

75-84 years 14 15 29 12.4 10.3 11.2

85+ years 6 8 14 * * 13.0

Total 2,292 609 2,901 103.3 26.4 64.1

*Rates are not calculated for frequencies below ten

Three-year patterns, 2013/14-2015/16
Over the three-year period 2013/14-2015/16, there were 9,882 assault-related hospital admissions in Victoria, of which 74.4% (n=7,351) 
occurred among males (Table 10). The age breakdown revealed that over half (54.4%, n=5,377) of all assault-related hospital admissions 
in Victoria during the three years were persons aged 15-24 (26.6%, n=2,628) and 25-34 years (27.8%, n=2,749). Almost 74.2% 
(n=7,334) of admitted cases were residents of the Melbourne metropolitan area. 
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Table 10  

Assault-related injury admissions and Emergency Department presentations in Victoria  
by year and demographics, 2013/14 to 2015/16

Hospital admissions (VAED) Emergency department 
presentations (VEMD)

Year n % n %

  2013/14 2,964 30.0 6,898 34.1

  2014/15 3,306 33.5 6,618 32.7

  2015/16 3,612 36.6 6,728 33.2

Sex

  Male 7,351 74.4 14,399 71.1

  Female 2,531 25.6 5,844 28.9

Age

  15-24 years 2,628 26.6 6,186 30.6

  25-34 years 2,749 27.8 5,574 27.5

  35-44 years 2,107 21.3 4,106 20.3

  45-54 years 1,406 14.2 2,664 13.2

  55-64 years 613 6.2 1,123 5.5

  65-74 years 206 2.1 324 1.6

  75-84 years 124 1.3 181 0.9

  85+ years 49 0.5 86 0.4

Geographic Location of Residence

  Melbourne Metropolitan Area 7334 74.2 13,402 66.2

  Regional/Rural Victoria 2,042 20.7 5,943 29.4

  Interstate/Overseas/Unknown 506 5.1 899 4.4

Total 9,882 100.0 20,244 100.0

Table 11 and Figure 3 show average annual hospital admission rates for assault-related injury by Local Government Area (LGA)  
of Residence over the study period. 

Population and case numbers are much smaller for some LGAs than others and in these smaller LGAs annual rates can be expected 
to vary more from year to year than the rates for larger LGAs. For this reason, annual frequencies as well as rates are shown in Table 
11. The highest average annual rates were observed among residents of Greater Dandenong, Frankston and Port Phillip (which 
averaged more than 125 admissions per 100,000 residents per year) while the lowest average annual rates were observed among 
residents of Towong, West Wimmera and Strathbogie (which averaged fewer than 25 admissions per 100,000 residents per year).

Care should be taken when interpreting these results as rates could be influenced by small denominators and/or numerators, was well 
as the data quality of the hospitals most likely to be treating patients of particular LGAs. 
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Figure 3  

Map of Victoria showing 
average annual hospital 
admission rates per 
100,000 residents for 
assault-related injury by 
Local Government Area 
of Residence, Victoria 
2013/14-2015/16
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Table 11  

Average annual hospital admission rates per 100,000 residents and frequency for assault-related 
injury by Local Government Area of Residence, Victoria 2013/14-2015/16

The most common types of assault-related injury resulting in hospital admission were fractures (35%, n=3,457) followed by open 
wounds (18.5%, n=1,832) (Table 12). In 12.4% (n=1,222) of cases, the type of injury was coded as ‘other & unspecified’. Assault-
related injuries among males were likely to involve fractures (40.4%); fractures were less common among females with assault 
related injuries (19.4%). Females with assault-related injuries were more likely than males to suffer superficial injuries (19% v 7.1% 
respectively). Notably, among females, ‘other and unspecified injury’ was the leading nature of injury (22.1%, n=560); more than twice 
the proportion coded as such for men (9%, n=662). Other and unspecified injuries were most likely to be unspecified injury of head 
(n=493, 403%), unspecified injury of neck (n=151, 12.3%), unspecified injury of abdomen, lower back and pelvis (n=133, 10.9%), 
unspecified injury of thorax (n=102, 8.3%) and other specified injuries of head (n=62, 5.1%); together, these made up 77% of the other 
and unspecified injuries. 

LGA RATE n

Alpine >25-50 <10

Ararat >25-50 <10

Ballarat >50-75 49

Banyule >25-50 34

Bass Coast >25-50 11

Baw Baw >25-50 13

Bayside >50-75 41

Benalla >50-75 <10

Boroondara >25-50 37

Brimbank >75-100 129

Buloke >50-75 <10

Campaspe >75-100 23

Cardinia >75-100 59

Casey >75-100 214

Cent. Goldfields >50-75 <10

Colac-Otway >25-50 <10

Corangamite >25-50 <10

Darebin >50-75 84

East Gippsland >50-75 27

Frankston >125-150 150

Gannawarra >100-125 <10

Glen Eira >50-75 60

Glenelg >25-50 <10

Golden Plains >50-75 <10

Gr. Bendigo >50-75 52

Gr. Dandenong >125-150 163

Gr. Geelong >50-75 132

LGA RATE n

Gr. Shepparton >50-75 30

Hepburn >25-50 <10

Hindmarsh >75-100 <10

Hobsons Bay >75-100 59

Horsham >25-50 <10

Hume >75-100 121

Indigo >25-50 <10

Kingston >50-75 72

Knox >25-50 53

Latrobe >50-75 42

Loddon >25-50 <10

M. Ranges >25-50 12

Manningham >25-50 33

Mansfield >50-75 <10

Maribyrnong >75-100 67

Maroondah >25-50 39

Melbourne >75-100 94

Melton >50-75 63

Mildura >50-75 23

Mitchell >50-75 22

Moira >50-75 15

Monash >25-50 72

Moonee Valley >50-75 94

Moorabool >25-50 10

Moreland >50-75 87

Morn. Penin. >50-75 86

Mt Alexander >50-75 10

LGA RATE n

Moyne >25-50 <10

Murrindindi >25-50 <10

Nillumbik >25-50 13

N. Grampians >50-75 <10

Port Phillip >125-150 137

Pyrenees >25-50 <10

Queenscliffe >25-50 <10

S. Gippsland >25-50 <10

S.Grampians >50-75 <10

Stonnington >50-75 64

Strathbogie 0-25 <10

Surf Coast >25-50 <10

Swan Hill >75-100 16

Towong 0-25 <10

Wangaratta >50-75 13

Warrnambool >25-50 11

Wellington >75-100 27

W. Wimmera 0-25 <10

Whitehorse >25-50 58

Whittlesea >50-75 90

Wodonga >25-50 <10

Wyndham >50-75 93

Yarra >75-100 60

Yarra Ranges >25-50 57

Yarriambiack >25-50 <10

ALL VIC >50-75 3125
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Table 12  

Assault-related injury hospital admissions by injury type and sex,  
Victoria, 2013/14-2015/16

Males Females Total

Nature of Injury n % n % n %

Fracture 2,967 40.4 490 19.4 3,457 35.0

Open wound 1,448 19.7 384 15.2 1,832 18.5

Superficial injury 523 7.1 482 19.0 1,005 10.2

Intracranial injury 758 10.3 161 6.4 919 9.3

Injury to internal organs 247 3.4 39 1.5 286 2.9

Injury to muscle & tendon 230 3.1 43 1.7 273 2.8

Dislocation, sprain & strain 109 1.5 59 2.3 168 1.7

Eye injury excluding foreign body 119 1.6 41 1.6 160 1.6

Effects of external causes/complications/late 
effects 29 0.4 108 4.3 137 1.4

Injury to nerves & spinal cord 84 1.1 14 0.6 98 1.0

Injury to blood vessels 77 1.0 19 0.8 96 1.0

Burns 27 0.4 15 0.6 42 0.4

Traumatic amputation * * * * 18 0.2

Systemic poisoning/toxic effects 10 0.1 6 0.2 16 0.2

Foreign body * * * * * *

Crushing injury * * * * * *

Other & unspecified injury 662 9.0 560 22.1 1,222 12.4

Missing injury code 39 0.5 106 4.2 145 1.5

Total 7,352 100.0 2,531 100.0 9,882 100.0

*Cell counts of fewer than five are suppressed to protect privacy

An analysis of the mechanism causing the injury revealed that 59.6% (n=5,887) of assault-related injuries involved the use of bodily 
force (Table 13). The next most common mechanism of injury were sharp objects (12.8%, n=1,262), and blunt objects (11.4%, 
n=1,122). In 9.7% (n=956) of cases, the mechanism of injury was unspecified. A breakdown by sex showed that female assault-
related injuries, in comparison to male, were more likely to result from bodily force (65.0% v 57.7%), maltreatment (4.3% v 0.2%), and 
sexual assault (3.9% v 0.2%). Conversely, males were more likely than females to be injured by sharp objects (14.8% v 6.8%) and 
blunt objects (12.8% v 7.2%).
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Table 13  

Assault-related injury hospital admissions by cause/mechanism and sex,  
Victoria, 2013/14 to 2015/16

Males Females Total

Cause/Mechanism of Injury n % n % n %

Bodily force 4,243 57.7 1,644 65.0 5,887 59.6

Sharp object 1,091 14.8 171 6.8 1,262 12.8

Blunt object 939 12.8 183 7.2 1,122 11.4

Sexual assault by bodily force 12 0.2 99 3.9 111 1.1

Firearms 76 1.0 5 0.2 81 0.8

Hanging, strangulation & suffocation 17 0.2 40 1.6 57 0.6

Steam, hot vapours & hot objects 12 0.2 5 0.2 17 0.2

Crashing of motor vehicle 12 0.2 5 0.2 17 0.2

Smoke, fire & flames 8 0.1 9 0.4 17 0.2

Neglect & abandonment * * * * 12 0.1

Other maltreatment syndromes 14 0.2 108 4.3 122 1.2

Pushing from high place * * * * 11 0.1

Drugs, medicaments & biological  substances * * * * 10 0.1

Corrosive substance * * * * 5 0.1

Pushing or placing person before moving object * * * * 5 0.1

Other specified chemicals & noxious substances * * * * * *

Unspecified chemicals & noxious substances * * * * * *

Other specified means 133 1.8 51 2.0 184 1.9

Unspecified means 766 10.4 190 7.5 956 9.7

Total 7,351 100.0 2,531 100.0 9,882 100.0

*Cell counts of fewer than five are suppressed to protect privacy

Assault-related injuries were most commonly inflicted upon the head, face and neck region (63.4%, n=6,268) followed by the upper 
extremities (15.6%, n=1,541) (Table 14). A further breakdown revealed that the head was the specific area of injury in 59.8% (n=5,914) 
of cases followed by the wrists and hands (7.6%, n=752). The most notable difference between males and females was observed 
in the proportion of head/face/neck injuries; males suffered injuries to this region in 66.9% (n=4,915) of cases compared to 53.5% 
(n=1,353) for females. Females were more likely than males to suffer injuries to the trunk (15.1% vs 11.4%). Notably, females were 
more likely than males to have assault-related injuries coded as ‘body region not relevant’ (e.g., neglect and abandonment) (4.5% vs 
0.5% respectively) or ‘missing injury code’ (4.2% vs 0.5% respectively).
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Table 14  

Assault-related injury hospital admissions by body region and sex,  
Victoria, 2013/14 to 2015/16

Males Females Total

Body Region n % n % n %

Head/face/neck 4,915 66.9 1,353 53.5 6,268 63.4

Upper extremity 1,135 15.4 406 16.0 1,541 15.6

Trunk 835 11.4 382 15.1 1,217 12.3

Lower extremity 373 5.1 149 5.9 522 5.3

Body region not relevant 39 0.5 114 4.5 153 1.5

Missing injury code 39 0.5 106 4.2 145 1.5

Unspecified body region * * * * 25 0.3

Multiple body regions * * * * 11 0.1

Total 7,351 100.0 2,531 100.0 9,882 100.0

*Cell counts of fewer than five are suppressed to protect privacy

Another key focus of assault-related injury is the perpetrator of the assault. In 43.2% (n=4,270) of assault-related hospital admissions, 
the perpetrator was unspecified (Table 15). Current or former spouses and partners inflicted 12.9% (n=1,273) of assault-related 
injuries. Among females, 42.9% (n=1,085) of assault-related injuries were inflicted by a current or former spouse or partner and 19.4% 
(n=491) were inflicted by an unspecified person. Among males, over half (51.4%, n=3,779) of all assault-related hospital admissions 
were due to injuries inflicted by an unspecified person. The next greatest proportion of assault-related injury hospital admissions 
among males was accounted for by ‘multiple persons unknown to victim’ (12.2%, n=900). The perpetrator was the spouse or 
domestic partner in 2.6% (n=188) of male assault-related hospital admissions. 

Table 15  

Assault-related injury hospital admissions by perpetrator and sex,  
Victoria, 2013/14 to 2015/16

Males Females Total

Perpetrator n % n % n %

Spouse or domestic partner 188 2.6 1,085 42.9 1,273 12.9

Parent 34 0.5 41 1.6 75 0.8

Other family member 349 4.7 257 10.2 606 6.1

Carer 8 0.1 8 0.3 16 0.2

Acquaintance or friend 753 10.2 251 9.9 1,004 10.2

Official authorities 102 1.4 15 0.6 117 1.2

Person unknown to victim 746 10.1 140 5.5 886 9.0

Multiple persons unknown to victim 900 12.2 66 2.6 966 9.8

Other specified person 483 6.6 177 7.0 660 6.7

Unspecified person 3,779 51.4 491 19.4 4,270 43.2

Missing 9 0.1 0 0.1 9 0.1

Total 7,351 100.0 2,531 100.0 9,882 100.0

Over half (50.5%, n=4,990) of all assault-related injury hospitalisation cases were not coded with a specific location at which the 
assault occurred (Table 16). It is therefore difficult to draw conclusions about how location-based preventative measures may be 
implemented. The most commonly specified location for assaults was the home (20.1%, n=1,985).
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Table 16  

Table 16. Assault-related injury hospital admissions by location and sex,  
Victoria, 2013/14 to 2015/16

Males Females Total

Location n % n % n %

Home 1,081 14.7 904 35.7 1,985 20.1

Trade & service area 872 11.9 133 5.3 1,005 10.2

Road, street & highway 724 9.8 131 5.2 855 8.7

School, public buildings 164 2.2 99 3.9 263 2.7

Residential institution 209 2.8 53 2.1 262 2.7

Sports & athletic areas * * * * 82 0.8

Industrial & construction area * * * * * *

Farm * * * * * *

Other specified places 337 4.6 80 3.2 417 4.2

Unspecified places 3,860 52.5 1,130 44.6 4,990 50.5

Total 7,351 100.0 2,531 100.0 9,882 100.0

*Cell counts of fewer than five are suppressed to protect privacy

With regard to the activity an individual was engaged in at the time the injury occurred, in 90.8% of cases this was coded as 
‘unspecified’ or ‘other specified’ (Table 17). Among the 9% with a recorded specified activity, the most commonly reported activity type 
was leisure (n=355). Males were more commonly assaulted whilst engaging in leisure activities than females (4.3%, n=313 vs. 1.7%, 
n=42), although the proportions are unreliable with the very high rate of ‘unspecified’ activity.   

Table 17  

Assault-related injury hospital admissions by activity and sex,  
Victoria, 2013/14 to 2015/16

Males Females Total

Activity† n % n % n %

Leisure 313 4.3 42 1.7 355 3.6

Working for income 248 3.4 64 2.5 312 3.2

Vital activities, resting, eating, sleeping 79 1.1 39 1.5 118 1.2

Sports * * * * 81 0.8

Other types of work (unpaid) * * * * * *

Activity code not required * * * * * *

Other specified 387 5.3 190 7.5 577 5.8

Unspecified 6,217 84.6 2,183 86.3 8,400 85.0

Total 7,351 100.0 2,531 100.0 9,882 100.0

*Cell counts of fewer than five are suppressed to protect privacy. †The generalisability of these results is limited due to the lack of 
specified activity data. 

Sunday (19.7%, n=1,942) was the peak day for assault-related injury admissions, followed by Saturday (16.3%, n=1,606) (Figure 4). 
The least common day for admissions was Wednesday (11.3%, n=1,116). Females were proportionally more commonly admitted on 
weekdays compared to males (69% vs. 62% occurred on weekdays; difference 6.3% [95%CI 4.2% to 8.4%]). This difference was 
most pronounced on Sundays: 20.7% (n=1,523) of male admissions and 16.5% (n=419) of female admissions occurred on this day. 

The month of admission analysis revealed that the summer months were the peak season for assault-related hospital admissions; 
January recorded 9.6% (n=944) of admissions, December recorded 9.5% (n=939) and February recorded 8.8% (n=870) (Figure 5); 
the month with the highest proportion of assault-related injury hospital admissions was March (9.8%, n=970). June, July, August and 
September had proportionally the lowest number of admissions (7.7%, 6.8%, 6.9 and 7.4%, respectively). Differences between males 
and females were minimal; the largest (proportional) difference occurred during December (males: 9.9%, n=728 vs females: 8.3%, 
n=211).
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Figure 6  

Summed length of stay (bed 
days) for assault-related injury 
hospital admissions by sex and 
age-group, Victoria, 2013/14 to 
2015/16

Figure 4  

Assault-related injury hospital 
admission proportions by day of 
week and sex, Victoria, 2013/14 
to 2015/16

Figure 5  

Assault-related injury hospital 
admission proportions by month 
and sex, Victoria, 2013/14 to 
2015/16

 
 

Overall, 33,659 bed days were utilised by persons injured as a result of assault-related injury; almost three-quarters (72.9%, 
n=24,562) of bed days were utilised by males (Figure 6). This is slightly less than expected given that males accounted for 74.4% 
of all assault-related injury hospital admissions. Those aged 25-34 years accounted for the largest proportion of bed days (24.1%, 
n=8,101), despite 15-24 year olds being the most commonly represented age group with regard to admission frequency (26.6%). In 
69.6% (n=7,475) of cases, those admitted to hospital as a result of assault remained in hospital for fewer than two days (Table 18). 
At the severe end of the scale, 1.3% (n=141) of assault-related admissions had a length of stay of 31 or more days. Breakdown by 
sex revealed that males more commonly spent 2-7 days in hospital compared to females (23.5%, n=2,012 vs. 17.5%, n=496). 

Males

Females

Age groups (years)



HAZARD Edition No. 83  \\\  December 2017       23       

Table 18  

Assault-related injury hospital admissions by grouped length of stay and sex,  
Victoria, 2013/14 to 2015/16

Males Females Total

Length of Stay - grouped n % n % n %

<2 days 5,482 72.0 1,993 76.8 7,475 69.6

2-7 days 2,012 23.5 496 17.5 2,508 23.4

8-30 days 431 4.1 180 4.7 611 5.7

31+ days 88 0.4 53 0.9 141 1.3

Total 8,013 100.0 2,722 100.0 10,735 100.0

The summed hospital treatment costs of admitted assault-related injury cases was $58.8 million, of which 79.5% ($46.7 million) related 
to male cases; more than was expected based on the proportion of males admitted for assault-related injury and the number of bed 
days utilised (Table 19). See Box 3 for detail regarding hospital costs. Those aged 25-34 years required approximately $14.6 million 
(24.9%) in hospital admission treatment costs: again, this is more than expected based on the representation of 25-34 year olds 
among hospital admissions for assault-related injuries and the number of bed days occupied. The breakdown by sex revealed that 
a greater proportion of males’ costs, in comparison to females, were accounted for by those aged 15-24 years (25.0% vs. 19.4%). 
Conversely, females’ costs were proportionally greater than males in the 75-84 (4.0% vs. 1.3%) and 85+ year (2.5% vs. 0.3%) age 
groups. 
 

Table 19  

Summed hospital treatment costs of assault-related injury hospital admissions by sex  
and age group, Victoria, 2013/14 to 2015/16

Males Females Total

Age $ % $ % $ %

15-24 $11,667,820 25.0 $2,341,158 19.4 $14,008,978 23.8

25-34 $11,477,846 24.6 $3,140,074 26.0 $14,617,920 24.9

35-44 $9,950,811 21.3 $2,624,850 21.8 $12,575,661 21.4

45-54 $8,099,797 17.3 $1,813,398 15.0 $9,913,195 16.9

55-64 $3,447,132 7.4 $913,252 7.6 $4,360,384 7.4

65-74 $1,340,935 2.9 $449,323 3.7 $1,790,258 3.0

75-84 $588,502 1.3 $480,080 4.0 $1,068,582 1.8

85+ $121,832 0.3 $302,441 2.5 $424,273 0.7

Total $46,694,675 100.0 $12,064,576 100.0 $58,759,251 100.0



ASSAULT-RELATED EMERGENCY DEPARTMENT (ED) 
PRESENTATIONS 

Ten-year trends, 2006/7-2015/16
Over the ten-year period 2006/7-2015/16 there was an average annual frequency of 7,906 assault-related injury ED presentations in 
Victoria (Table 20). Males were overrepresented, accounting for 74.6% (n=58,982) of those presenting to the ED for assault-related 
injury. Assault-related ED presentations were most common among individuals in the 15-24 year age group (37.5%, n=29,613), 
followed by those in the 25-34 year age group (26.8%, n=21,212), and continued to decrease with increasing age.

A trend analysis (see Box 4) revealed that rates of assault-related injury ED presentation decreased by an average of 4.8% per 
year (p<.0001) over the ten-year period, 2006/7-2015/16 (Figure 7) (Table 20). This decrease was observed in the male (-5.8% per 
year, p<.0001) and female (-2.0% per year, p<.0001) population. The younger age groups were responsible for the decrease in ED 
presentation rates. The 15-24, 25-34, and 35-44 year age groups all showed statistically significant decreases, with the 15-24 year 
age group (-8.0% per year, p<.0001) displaying the greatest rate change. Females aged 15-24 years showed an average annual 
rate decrease of 4.1% per year (p<.0001) whilst for males aged 15-24 years the average annual rate decrease was 9.1% (p<.0001). 
Increases of 1.3% and 1.5% were observed among 45-54 and 55-64 year olds, respectively. 
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Figure 7  

Assault-related injury 
ED presentations per 
100,000 population, 
persons aged 15 years 
and older, Victoria 
2006/7 to 2015/16 
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Table 20  

ED presentations for assault-related injury in persons aged 15 years and older: average annual 
frequency and annual change in modelled rates over the period 2006/7-2015/16, Victoria 

Average annual 
frequency

Average annual 
rate

Annual % 
change in 

modelled rate

% change 95% 
lower CI

% change 95% 
upper CI P value

All adults 7,906 174.8 -4.8 -5.7 -4.0 <.0001*

15-24 years 2,961 389.1 -8.0 -9.7 -6.4 <.0001*

25-34 years 2,121 258.9 -5.7 -7.0 -4.4 <.0001*

35-44 years 1,479 186.1 -2.5 -3.1 -1.8 <.0001*

45-54 years 831 111.9 1.3 0.5 2.2 0.002*

55-64 years 333 54.0 1.5 0.2 2.8 0.02*

65-74 years 99 23.5 0.2 -2.1 2.6 0.85

75-84 years 53 20.4 1.6 -1.5 4.9 0.32

85+ years 28 27.0 -3.2 -6.6 0.3 0.07

All females 2,008 87.2 -2.0 -2.6 -1.3 <.0001*

15-24 years 620 167.0 -4.1 -5.6 -2.7 <.0001*

25-34 years 527 128.9 -2.4 -3.1 -1.6 <.0001*

35-44 years 440 109.4 -1.8 -2.6 -1.1 <.0001*

45-54 years 253 67.0 2.1 1.0 3.3 0.0002*

55-64 years 96 30.4 1.7 -1.0 4.5 0.22

65-74 years 33 15.0 0.9 -1.9 3.8 0.52

75-84 years 24 16.5 0.0 -5.3 5.7 0.99

85+ years 16 23.4 -0.3 -4.5 4.0 0.89

All males 5,898 265.8 -5.8 -6.8 -4.8 <.0001*

15-24 years 2,342 600.1 -9.1 -11.1 -7.0 <.0001*

25-34 years 1,594 388.6 -6.8 -8.3 -5.4 <.0001*

35-44 years 1,039 265.0 -2.7 -3.7 -1.7 <.0001*

45-54 years 578 158.1 1.0 -0.2 2.2 0.10

55-64 years 238 78.4 1.5 0.1 2.9 0.04*

65-74 years 67 32.4 -0.1 -3.7 3.6 0.95

75-84 years 29 25.2 3.0 -0.6 6.7 0.10

85+ years 12 33.6 -6.9 -11.6 -2.0 0.006*

Note: An asterisk indicates a significant increase in modelled rate 

In addition to underlying changes in injury incidence, the number of ED presentations may fluctuate over time due to external factors 
such as campaigns to encourage use of after-hours GP services. Additional analyses were carried out to establish the validity of 
the reported trend in assault-related injury ED presentations. The observed decrease in assault-related injury ED presentations did 
not appear to be due to external factors influencing the overall presentation rate: assault presentations as percentage of all injury 
presentations to the ED in Victoria, 2006/7 to 2015/16, decreased from 2.7% to 1.7% (linear decrease of 14% per year, R2=0.92). 
However, some of the decrease in assault related ED presentations could be attributable to a mild decline in data quality and 
completeness between 2006/7 to 2015/16. During this period, on average, 15.9% of presentations were of undetermined intent. 
During the ten-year period, undetermined intent presentations as proportion of ED presentations showed a mild increase (linear 
model: from 13.4 to 18.2%, R2=0.27) among persons aged 15+ years.
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Three-year patterns, 2013/14-2015/16

Over the three-year period 2013/14-2015/16, there were 20,244 ED presentations for assault-related injury in Victoria (Table 10). 
Males accounted for the majority of presentations (71.1%, n=14,399). A breakdown of assault-related injury ED presentations by age 
group revealed that 15-24 year olds presented to the ED most commonly (30.6%, n=6,186) followed by those aged 25-34 years 
(27.5%, n=5,574). Residents of the Melbourne metropolitan region accounted for 66.2% (n=13,402) of assault-related injury ED 
presentations.

Whereas admissions were largely due to fractures, ED presentations were most commonly the result of open wounds (22.4%, 
n=4,527) and superficial injuries (18.3%, n=3,704) (Table 21). However, 20% (n=4,052) of ED presentations for assault-related injury 
were designated as ‘other & unspecified’ injury type. A comparison of nature of injury by sex revealed several differences between 
males and females. Among males, 25.6% (n=3,679) of assault related injuries were open wounds compared to 14.5% (n=848) for 
females. Fractures were also more common among males (18.5%, n=2,670) than females (10.4%, n=609). In contrast, superficial 
injuries were relatively more common among females (22.8%, n=1,330) than males (16.5%, n=2,373). Notably, females’ injuries were 
relatively more commonly coded as ‘other & unspecified’ compared to males (24.3% vs. 18.3%).  

Table 21  

Assault-related injury ED presentations by injury type and sex, Victoria, 2013/14 to 2015/16

Males Females Total

Nature of Injury n % n % n %

Open wound 3,679 25.6 848 14.5 4,527 22.4

Superficial injury 2,373 16.5 1,330 22.8 3,704 18.3

Fracture 2,670 18.5 609 10.4 3,279 16.2

Dislocation, sprain & strain 988 6.9 745 12.7 1,733 8.6

Intracranial injury 747 5.2 247 4.2 994 4.9

Injury to muscle & tendon 469 3.3 321 5.5 790 3.9

Eye injury excluding foreign body 387 2.7 97 1.7 484 2.4

Injury to internal organs 105 0.7 39 0.7 144 0.7

Crushing injury 91 0.6 46 0.8 137 0.7

Poisoning or toxic effects 69 0.5 52 0.9 121 0.6

Foreign body 66 0.5 21 0.4 87 0.4

Burns 36 0.3 26 0.4 62 0.3

Injury to blood vessels 39 0.3 13 0.2 52 0.3

Injury to nerves & spinal cord 26 0.2 13 0.2 39 0.2

Traumatic amputation * * * * 22 0.1

Other & unspecified injury 2,629 18.3 1,423 24.3 4,052 20.0

Other & unspecified effects of external causes * * * * 17 0.1

Total 14,399 100.0 5,844 100.0 20,244 100.0

*Cell counts of fewer than five are suppressed to protect privacy

In 62.9% (n=12,740) of cases, the mechanism of injury was recorded as ‘bodily force’ (Table 22). Blunt objects (14%, n=2,830) 
and sharp objects (7.1%, n=1,445) were the next most commonly specified mechanisms of injury resulting in ED presentation. 
Proportionally, males were more commonly assaulted with blunt objects (15% vs. 11.5%) and sharp objects (8.1% vs. 4.8%) 
compared to females. Females were proportionally more likely to be assaulted by being pushed from a high place (5.6%, vs. 2.6%). 



28       HAZARD Edition No. 83  \\\  December 2017       

Table 22  

Assault-related injury ED presentations by cause/mechanism and sex,  
Victoria, 2013/14 to 2015/16

Males Females Total

Cause/mechanism of injury n % n % n %

Bodily force 9,064 62.9 3,676 62.9 12,740 62.9

Blunt object 2,158 15.0 672 11.5 2,830 14.0

Sharp object 1,167 8.1 278 4.8 1,445 7.1

Pushing from a high place 369 2.6 329 5.6 698 3.4

Crashing of motor-vehicle 56 0.4 28 0.5 84 0.4

Firearms * * * * 52 0.3

Pushing or placing victim before moving object 50 0.3 28 0.5 78 0.4

Steam, hot vapours & hot objects 45 0.3 28 0.5 73 0.4

Poisoning: pharmaceuticals 7 0.0 7 0.1 14 0.1

Poisoning: other substances 18 0.1 12 0.2 30 0.1

Hanging, strangulation & suffocation 13 0.1 20 0.3 33 0.2

Smoke, fire & flames 11 0.1 11 0.2 22 0.1

Drowning & submersion * * * * 13 0.1

Other specified means 1,024 7.1 556 9.5 1,580 7.8

Unspecified means 361 2.5 190 3.3 551 2.7

Total 14,399 100.0 5,844 100.0 20,243 100.0

*Cell counts of fewer than five are suppressed to protect privacy

As with admissions, assault-related injury ED presentations most commonly involved injuries suffered to the head, face and neck 
region (55.9%, n=11,310), followed by injuries to the upper extremities (17.8%, n=3,596) (Table 23). A more detailed breakdown of 
specific body region revealed that the head was the most common site of injury (53.2%, n=10,774). This analysis also showed that 
11.6% (n=2,347) of ED presentations involved injury to multiple body sites. Injuries to the head, face and neck were more commonly 
observed among ED presentations by males compared to females (60.3% vs. 45.0%). 
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Table 23  

Assault-related injury ED presentations by body region and sex,  
Victoria, 2013/14 to 2015/16

Males Females Total

Body region n % n % n %

Head/face/neck 8,678 60.3 2,632 45.0 11,310 55.9

Upper extremity 2,397 16.6 1,198 20.5 3,596 17.8

Multiple body regions 1,450 10.1 897 15.3 2,347 11.6

Trunk 886 6.2 495 8.5 1,381 6.8

Lower extremity 631 4.4 390 6.7 1,021 5.0

Unspecified body region 261 1.8 136 2.3 397 2.0

Body region not relevant * * * * * *

Missing * * * * * *

Total 14,399 100.0 5,844 100.0 20,243 100.0

*Cell counts of fewer than five are suppressed to protect privacy

Similar to what was observed in the hospital admissions data, assault-related injuries resulting in presentation to the ED most 
frequently occurred in the home (27.7%, n=5,615) (Table 24). Issues of data completeness emerge within this metric as 23.6% 
(n=4,778) of cases have no location specified and a further 21.6% (n=4,373) are coded as ‘other specified places’. The second most 
commonly specified location for assault-related injuries resulting in ED presentation was ‘road, street & highway’ (14.7%, n=2,966). A 
large sex discrepancy is seen with regard to assaults occurring in the home: 45.1% (n=2,636) of assaults to females occurred within 
the home compared to 20.7% (n=2,979) for males. Males were more likely to present with assault-related injuries that occurred on 
roads, streets and highways (17.3% vs 8.0%) and trade and service areas (5.2% vs. 3.0%) whilst assault-related injuries in females 
were proportionally more likely to have occurred in schools and other public or administrative buildings (6.4% vs. 3.3%). 

Table 24  

Assault-related injury ED presentations by location and sex,  
Victoria, 2013/14 to 2015/16

Males Females Total

Location n % n % n %

Home 2,979 20.7 2,636 45.1 5,615 27.7

Other specified places 3,603 25.0 770 13.2 4,373 21.6

Road, street & highway 2,495 17.3 470 8.0 2,965 14.7

Trade & service area 746 5.2 174 3.0 920 4.5

School, public buildings 480 3.3 372 6.4 852 4.2

Residential Institution 222 1.5 109 1.9 331 1.6

Sports & athletic areas 203 1.4 47 0.8 250 1.2

Industrial & construction area 99 0.7 17 0.3 116 0.6

Farm 28 0.2 15 0.3 43 0.2

Unspecified places 3,544 24.6 1,234 21.1 4,778 23.6

Total 14,399 100.0 5,844 100.0 20,243 100.0

Over a third (35.3%, n=7,155) of ED presentations for assault-related injury were coded to ‘unspecified’ activity and 34.5% (n=6,979) 
were coded as having occurred whilst the injured person was engaged in a ‘Leisure’ activity (Table 25). Males were more commonly 
recorded as being engaged in leisure activities at the time of the assault leading to ED presentation compared to females (36.7% vs. 
29%). Females were proportionally more likely to have been engaged in paid work at the time of the assault compared to males (8.1% 
vs. 6.6%). 
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Table 25  

Assault-related injury ED presentations by activity and sex,  
Victoria, 2013/14 to 2015/16

Males Females Total

Activity n % n % n %

Leisure 5,285 36.7 1,694 29.0 6,979 34.5

Working for income 949 6.6 474 8.1 1,423 7.0

Vital activities (e.g., resting, eating, sleeping) 346 2.4 182 3.1 528 2.6

Other types of work (unpaid) 136 0.9 65 1.1 201 1.0

Sports 154 1.1 29 0.5 183 0.9

Other specified activity 2,570 17.8 1,205 20.6 3,775 18.6

Unspecified 4,959 34.4 2,195 37.6 7,155 35.3

Total 14,399 100.0 5,844 100.0 20,243 100.0

Assault-related injury ED presentations followed a similar pattern to that of admissions with regard to weekday of admission/
presentation. Assault-related injury ED presentations occurred most frequently on Sunday (22.5%, n=4,550) followed by Saturday 
(18.8%, 3,809) (Figure 8). Females with assault-related injuries were proportionally more likely to present at the ED on weekdays: 
64.0% of female vs. 56.5% of male presentations were on weekdays (difference 7.5% [95%CI 6.0% to 9.0%]). As with admissions, 
the summer months were also the peak time for ED presentations: December (9.8%, n=1,978), January (9.5%, n=1,916), and 
February (8.4%, n=1,703) (Figure 9). Only minor male/female differences were observed with regard to month of presentation: 
males were more likely to present to the ED during September than females (8.2% vs. 7.0%). A time of day analysis showed that 
ED presentations for assault-related injury most commonly occurred during the three-hour period 0:00 to 2:59 (16.8%, n=3,399) 
followed by 21:00 to 23:59 (15.4%, n=3,120) (Table 26). A greater proportion of males’ ED presentations occurred between 0:00-
2:59 compared to females’ (18.2% vs. 13.3%); this is also the case for the 3:00-5:59 time period (11.8% vs. 7.9% of males’ and 
females’ presentations, respectively). A greater proportion of females’ assault-related injury ED presentations occurred between the 
hours 9:00-11:59 (11.5% vs. 9.4% among females and males, respectively), 12:00-14:59 (14.7% vs. 12%), 15:00-17:59 (15.5% vs. 
12.8%), and 18:00-20:59 (16.5% vs. 14.7%). A cross-tabulation between time of presentation and weekday of presentation revealed 
that Sunday between 0:00 and 2:59 was the peak time for assault-related ED presentations. 

Figure 8  

Assault-related injury ED 
presentation proportions 
by day of week and sex, 
Victoria, 2013/14 to 
2015/16
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Figure 9  

Assault-related injury ED 
presentation proportions 
by month and sex, Victoria, 
2013/14 to 2015/16

Table 26  

Assault-related injury ED presentations by time of presentation and sex,  
Victoria, 2013/14 to 2015/16

Males Females Total

Time of presentation n % n % n %

0:00-2:59 2,623 18.2 776 13.3 3,399 16.8

3:00-5:59 1,696 11.8 460 7.9 2,156 10.7

6:00-8:59 833 5.8 300 5.1 1,133 5.6

9:00-11:59 1,349 9.4 672 11.5 2,021 10.0

12:00-14:59 1,733 12.0 861 14.7 2,595 12.8

15:00-17:59 1,840 12.8 905 15.5 2,745 13.6

18:00-21:59 2,112 14.7 963 16.5 3,075 15.2

21:00-23:59 2,213 15.4 907 15.5 3,120 15.4

Total 14,399 100.0 5,844 100.0 20,243 100.0

The estimated hospital treatment cost of assault-related injury ED presentations amounted to $13.1 million, of which $9.7 million 
(73.8%) was spent on males (Table 27). An age breakdown revealed that those aged 25-34 years were responsible for the greatest 
proportion of the ED cost, $3.5 million (26.8%), followed closely by the 15-24 year age group (26.3%). These results were not quite 
consistent with the number of ED presentations, which showed that 15-24 year olds presented relatively more frequently than 25-
34 year olds (30.6% v 27.5% respectively). The sex by age profile of ED cost was relatively consistent across age groups with the 
exception of the 15-24 year age group: males in this age group contributed 27.1% of the overall male cost whilst females in this age 
group contributed 23.8% of the female cost. See Box 3 for detail regarding hospital costs. 
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Table 27  

Summed hospital treatment costs of assault-related injury ED presentations  
by sex and age group, Victoria, 2013/14 to 2015/16

Males Females Total

Age group $ % $ % $ %

15-24 years $2,628,238 27.1 $816,222 23.8 $3,444,460 26.3

25-34 years $2,563,802 26.5 $957,507 27.9 $3,521,309 26.8

35-44 years $2,181,332 22.5 $790,215 23.0 $2,971,548 22.7

45-54 years $1,404,324 14.5 $511,571 14.9 $1,915,895 14.6

55-64 years $628,144 6.5 $190,547 5.6 $818,691 6.2

65-74 years $164,943 1.7 $64,509 1.9 $229,452 1.7

75-84 years $87,248 0.9 $60,576 1.8 $147,824 1.1

85+ years $30,835 0.3 $38,578 1.1 $69,412 0.5

Total $9,688,867 100.0 $3,429,724 100.0 $13,118,591 100.0
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DISCUSSION

Brief summary
The first section of this edition of Hazard presents an overview of assault-related injury deaths, hospital admissions and ED 
presentations of persons aged 15 years and over in Victoria. An annual average of 44 deaths, 2901 hospital admissions and 7906 
presentations to the ED due to assault related injuries were recorded in Victoria, during 2006/7 to 2013/14 (deaths) and 2006/7 to 
2015/16 (hospital data). Although the rate of ED presentations related to assault decreased during the study period, these trends 
cannot be confirmed in hospital admissions and death data, due to data limitations. Males were overrepresented with approximately 
three quarters of deaths, admissions and ED presentations for assault-related injuries being males. Hospital-treated assault patients 
were generally young adults: incidence was highest for ages 15-24 years (males) and 25-34 years (females). Assault-related deaths 
were most common at ages 25-34 years among both males and females. Among females, the perpetrator was likely to be the 
spouse or domestic partner (53% of deaths and 43% of admissions); this was uncommon among males (7% of deaths and 3% of 
admissions). ‘Home’ was the most commonly listed place of occurrence among females (78% of deaths, 38% of admissions, 45% 
of ED presentations) but was less common among males (60% deaths, 15% of admissions, 21% of ED presentations). Bodily force 
was the most common mechanism/cause of hospital treated assault injury, whereas cutting/slashing/stabbing was the most common 
cause or mechanism of assault deaths. Residents of Greater Dandenong, Frankston and Port Phillip had the highest average annual 
assault-related hospital admission rates (greater than 125 admissions per 100,000 residents) while the lowest average annual rates 
were observed among residents of Towong, West Wimmera and Strathbogie (fewer than 25 admissions per 100,000 residents). 
Assault-related injuries occurred most frequently in summer months, during the weekend, and late at night. The average annual cost 
of hospital admissions and ED presentations for assault injury were $19.6 million and $4.4 million, respectively, in the years 2013/14 
to 2015/16; this is likely to be an underestimate due to underreporting of assault (i.e. some cases may have been recorded as 
‘unintentional injury’). 

Assault injury due to intimate partner violence (IPV)
Among females, over half (53.2%, n=51) of assault-related deaths were perpetrated by a current or former spouse or partner, and 
78.1% (n=75) occurred in the home. Among females, 42.9% of hospital admissions for assault-related injuries were a result of violence 
perpetrated by a current or former spouse or partner. In 35.7% of cases, these assaults occurred within the home and in a further 
44.5% the location of the assault was unspecified. With regard to ED presentations, 45.1% of assaults occur in the home and 21.1% 
occur in an unspecified location. This may be indicative of domestic or family violence. These results reinforce the findings of the 
previous Hazard on IPV (Victorian Injury Surveillance Unit, 2015). Hazard 79 reported that an estimated of 17% of Australian women 
had experienced IPV since the age of 15. It was also reported that risk factors for IPV at an individual level included young age, low 
socioeconomic status, previous exposure to IPV (e.g., witnessing IPV as a child), and substance use. One of the most important 
findings of Hazard 79 on IPV was that current methods of collecting data are insufficient and cases of IPV are underestimated 
(Victorian Injury Surveillance Unit, 2015). The figures provided reflect only the injuries reported as intentional. Factors such as public 
stigma and fear of reprisal can result in underreporting of intimate partner violence; this could result in the hospital-treated injuries 
being coded as unintentional. Other research has noted that there are several barriers to reporting intimate partner violence including 
current pregnancy, familial breakdown, lack of confidence, and lack of privacy within a hospital setting (Ahlfs-Dunn & Huth-Bocks, 
2016; Eckstein, 2016). Efforts to improve reporting of family and IPV violence will improve completeness in data collection and improve 
our understanding of the magnitude of, and risk factors related to, the problem.

Young males with hospital-treated assault injuries 
Males aged 15-24 years had the highest rates of assault-related injuries, both in terms of hospital admissions and ED presentations. 
The circumstances of the occurrence, however, were generally not well reported: the perpetrator was recorded as ‘unspecified person’ 
in 51% of male hospital admissions; the place of occurrence was recorded as ‘unspecified places’ in 53% of male admissions and 
25% of male ED presentations; activity at the time of occurrence was recorded as ‘unspecified’ in 85% of male admissions and 34% 
of male ED presentations. The time and day of presentation to the ED provide a little more insight: males aged 15-24 years presenting 
to the ED with assault related injuries were likely to occur between 11pm and 5am (40% of cases) and were likely to occur on a 
Saturday or Sunday (51% of cases). In fact in this demographic, 17% of cases presented on Sunday between midnight and 6am; only 
14% of incidents occurred at home (vs. 32% in other ED assault presentations). The high rates of assault-related injury presentations 
to the ED on Saturday and Sunday is in keeping with previously published research (MacLean & Moore, 2014). The study by MacLean 
and Moore (2014) explored the participation of young adults from outer suburbs in the Melbourne inner-city entertainment precincts. 
Management of alcohol availability and access to late night public transport are suggested to improve safety in the night-time 
economy; decentralising the night time economy is also suggested (MacLean & Moore, 2014). It is likely that a link between assault-
related injury and regular weekend evening activities exists; findings of previous research suggest that the proportion of assault-related 
injuries which occur at these times, on these days, is likely to be alcohol and drug-related (Humphries & Eisner, 2014; MacLean & 
Moore, 2014). 
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Limitations
The information presented in this edition of Hazard is a summary of the data available in the VAED, VEMD, and NCIS. Whilst a great 
deal of effort goes into maintaining these datasets, there are data limitations that need to be acknowledged. First, any investigation of 
intentional hospital treated injury is limited by the accuracy of the reporting of intent. There are myriad reasons why an individual may 
not wish, upon admission or presentation to the ED, to report an injury as intentionally caused. These reasons include stigma, shame, 
fear, a desire to protect the perpetrator, feelings of deserving to be assaulted, and culturally related reasons (Ahlfs-Dunn & Huth-
Bocks, 2016; Leisring & Grigorian, 2016). Many such motivations may be more readily understood when it comes to intimate partner 
violence but the same motivations are also observed among other instances of assault related injury (Leisring & Grigorian, 2016). The 
frequencies, rates and costs reported in this edition of Hazard are therefore likely to be underestimates. Second, data quality and 
completeness affect the current report, and these limitations should be taken into account in interpreting the findings. For example, 
among assault related injury admissions, the activity being performed at the time the injury occurred was coded as ‘unspecified’ in 
85% of cases. Furthermore, 51% of admissions and 24% of ED presentations were coded as ‘unspecified’ with regard to the location 
at which the injury was inflicted. The distribution of missing data is unlikely to be random, which limits the utility of the non-missing 
data in these variables. And finally: the purpose of Hazard is to provide injury statistics to guide prevention initiatives. For assault-
related injuries, the data has limitations: unlike unintentional injury, there is a perpetrator involved. Information about the perpetrators of 
assaults (beyond their relationship to the injured person) would be particularly useful in guiding preventive initiatives; however, due to 
data constraints, this is beyond the scope of Hazard. 

Recommendations
• Assault resulting in injury among young adult males most commonly occurred on Saturday night and in the early hours of 

Sunday. Preventive efforts should consider potential factors such as availability of alcohol and access to safe transport, to 
maximise safety of the Night Time Economy.

• Assault resulting in non-fatal injury or death among adult females was most frequently perpetrated by a spouse or domestic 
partner, and was most likely to take place in the home. This confirms the need for action to address family violence, following 
on from the Royal Commission into Family Violence in 2016 (State of Victoria, 2016). Ongoing monitoring and reporting of family 
violence deaths could be used as a metric to evaluate the impact of family violence reforms.

• Continued improvement of hospital data collection and coding quality is required to provide more complete and accurate data on 
injury in Victoria. With regard to assault, the recording of intent is crucial for capturing relevant cases. Furthermore, activity and 
place of occurrence are currently poorly reported in hospital admissions data: capture of this information should be improved as 
this would be valuable in designing and targeting prevention efforts. 
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SUICIDE 
The aim of this section of Hazard is to provide an overview of suicide among Victorian adults aged 15 years and older during 
the period 2006/7-2013/14. 

Authors: Angela Clapperton & Janneke Berecki-Gisolf 

Introduction
Suicide is a major public health concern globally, with an estimated 804,000 suicides occurring worldwide in 2012 (WHO, 2014). The 
most recent (preliminary) statistics released by the Australian Bureau of Statistics (ABS) show that during 2015, 654 Victorians died by 
suicide (77% male, n=497 and 23% female, n=149) and among those aged 15 to 44 years, suicide was the leading cause of death 
(ABS, 2016). In addition, the number of deaths attributed to suicide for 2015 is expected to increase as data is subject to a revisions 
process which in previous years has led to an increase in cases determined to be suicide (ABS, 2016b). Based on the age of the 
deceased individuals and current life expectancy estimates, the ABS estimated that this would equate to 21,250 years of life lost, at 
an average of 32 years per person (ABS, 2016).

In 2016, the Victorian government released a Victorian suicide prevention framework, Victoria’s 10-year mental health plan, for the 
period 2016-25 (available at: https://www2.health.vic.gov.au/). This framework is a whole-of-government commitment to reduce 
suicide and suicidal behaviour and includes a systems or coordinated approach that ensures that all involved in suicide prevention 
focus their efforts on the interventions that can have the greatest impact. 

The 2016-17 budget provided $27 million over four years to support two flagship initiatives: place-based trials to support local 
communities to develop and implement coordinated approaches to prevent suicide; and assertive outreach trials (also known as the 
HOPE initiative) in six health services to support people and their families following a suicide attempt. An important part of these trials 
is developing culturally appropriate and safe suicide prevention approaches. Evaluation of these trials will inform efforts across the 
state.

This, and the following, section of Hazard report on suicides and non-fatal hospital treated cases of intentional self-harm: this not only 
provides an overview of current trends and patterns of self-harm, but also provides insight into potential data sources for linkage. Data 
linkage can be used to identify patterns and outcomes of self-harm: this information can be used to guide and evaluate prevention 
initiatives. 

The aim of this section of Hazard is to provide a brief overview of suicide among adults in Victoria over the 8-year period 
2006/7-2013/14. 

Method 
This section of Hazard presents a brief overview of suicide among Victorian adults where the death was reported to a Victorian 
Coroner from July 2006 to June 2014 and the case has been closed on the National Coronial Information System (NCIS). The data 
was extracted and supplied by the NCIS. See Box 1 for more detail on the data source and selection criteria. 

Results
A total of 4,371 suicides occurred among adults during the eight-year period from July 2006 to June 2014, which constituted 
an average of 546 deaths per year (Table 28). Males accounted for approximately three-quarters of deaths from suicide (76.6%, 
n=3,350). 
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Table 28  

Frequency and proportion of suicides by financial year and sex,  
Victoria, 2006/7 to 2013/14

Males Females Persons

Financial Year of Notification n % n % n %

2006/7 417 12.4 123 12.0 540 12.4

2007/8 385 11.5 121 11.9 506 11.6

2008/9 456 13.6 123 12.0 579 13.2

2009/10 406 12.1 123 12.0 529 12.1

2010/11 378 11.3 115 11.3 493 11.3

2011/12 423 12.6 132 12.9 555 12.7

2012/13 440 13.1 146 14.3 586 13.4

2013/14 445 13.3 138 13.5 583 13.3

Total 3,350 100.0 1,021 100.0 4,371 100.0

The incidence of suicide across the time period is shown in Figure 10 as the rate per 100,000 population by financial year and sex. 
The rate of suicide remained consistent for both males and females ranging from a low of 17.3/100,000 population in 2010/11 to a 
high of 21.7/100,000 in 2008/09 among males and from a low of 5.1/100,000 in 2010/11 to a high of 6.2/100,000 in 2012/13 among 
females. 

Figure 10  

Suicides per 100,000 
population by year and sex, 
Victoria, 2006/7 to 2013/14
Table 29 shows the average annual 
frequency and rate of suicides per 
100,000 population by sex and 
age group over the period 2006/7 
through to 2013/14. The frequency of 
suicides was more than three times 
higher among males than females, in 
each of the age groups presented. 
Age patterns were similar for males 
and females with the highest annual 
frequency of suicides occurring in the 
35-44 year age group for both males 
and females. The all ages average 
annual rate for males was 3.4 times 
the rate for females over the 8-year 
study period (19.2/100,000 versus 5.6/100,000).  
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Table 29  

Average annual frequency and rate (per 100,000) of suicide by age group,  
Victoria, 2006/7 to 2013/14

Males Females Total

Age (years) n % of 
cases Rate n % of 

cases Rate n % of 
cases Rate

15-24 52 12.4 13.4 17 13.6 4.7 69 12.7 9.2

25-34 74 17.8 18.6 21 16.8 5.4 96 17.5 12.0

35-44 88 21.0 22.6 28 21.8 7.0 116 21.2 14.7

45-54 85 20.4 23.6 25 19.9 6.8 111 20.2 15.1

55-64 60 14.4 20.2 19 14.7 6.1 79 14.4 13.0

65-74 27 6.5 14.0 8 6.1 3.7 35 6.4 8.7

75-84 22 5.3 19.7 * * * * * *

85+ 9 2.2 26.6 * * * * * *

Total 419 100.0 19.2 128 100.0 5.6 546 100.0 12.3

Note: Average annual frequencies are rounded to the nearest whole number so may not always sum to total

*Cell counts of fewer than five (and adjacent cells where necessary) are suppressed to protect privacy

Residents of Melbourne metropolitan areas accounted for more than two thirds of suicides (68.7%, n=3003) while residents of regional 
or rural areas accounted for slightly more than one quarter of suicides (Table 30). A higher proportion of male suicides were residents 
of regional/rural areas compared with female suicides (28.5% versus 21.7%). Conversely, a higher proportion of female suicides were 
residents of Melbourne metropolitan areas when compared with male suicides (74.6% versus 66.9%). 

Table 30  

Suicides by remoteness area of residence and sex,  
Victoria, 2006/7 to 2013/14

Males Females Total

Remoteness Area n % n % n %

Melbourne Metropolitan Area 2,241 66.9 762 74.6 3,003 68.7

Regional/Rural 955 28.5 221 21.7 1,176 26.9

Other 154 4.6 38 3.7 192 4.4

Total 3,350 100.0 1,021 100.0 4,371 100.0

Asphyxiation as a result of hanging was the most common method of suicide, representing almost half of all deaths (n=2,112, 48.3%) 
(Table 31). Hanging was more common among males than females, accounting for 51.5% of male suicides and 37.8% of female 
suicides. The next most common method was drug toxicity involving substances for human use (such as pharmaceuticals and illicit 
drugs), representing 13.0% of deaths. This mechanism was more common among females than males, accounting for 27.0% of female 
suicides and 8.7% of male suicides.
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Table 31  

Method/mechanism of suicide by sex,  
Victoria, 2006/7 to 2013/14

Males Females Total

Method/mechanism of suicide n % n % n %

Asphyxiation (Hanging) 1,726 51.5 386 37.8 2,112 48.3

Asphyxiation (Carbon Monoxide) 309 9.2 70 6.9 379 8.7

Asphyxiation (Plastic Bag) 108 3.2 62 6.1 170 3.9

Asphyxiation (Other) * * * * 17 0.4

Drug Toxicity (Substance For Human Use) 291 8.7 276 27.0 567 13.0

Drug Toxicity (Not For Human Use) 65 1.9 19 1.9 84 1.9

Shot by Weapon 266 7.9 6 0.6 272 6.2

Train-Related 170 5.1 76 7.4 246 5.6

Jumping 138 4.1 47 4.6 185 4.2

Cutting/Slashing/Stabbing 84 2.5 17 1.7 101 2.3

Drowning 61 1.8 29 2.8 90 2.1

Vehicle Incident 59 1.8 20 2.0 79 1.8

Fire-Related 42 1.3 9 0.9 51 1.2

Electrocution 13 0.4 0 0.0 13 0.3

Other * * * * * *

Total 3,350 100.0 1,021 100.0 4,371 100.0

*Cell counts of fewer than five (and adjacent cells where necessary) are suppressed to protect privacy

Private residential locations were the most frequent incident location for both males (65.5%, n=2,197) and females (69.9%, n=711) 
(Table 32). The next most common location type was the ‘Transport area’ category which includes streets and highways, parking 
areas, as well as other transportation areas such as railway stations and railway tracks (12.5% for males, 12.7% for females).  

Table 32  

Suicides by location and sex,  
Victoria, 2006/7 to 2013/14

Males Females Total

Incident Location n % n % n %

Home 2,197 65.5 711 69.9 2,908 66.5

Transport area 519 12.5 130 12.7 549 12.5

School, other institution and public 
administration area 210 6.2 61 6.0 271 6.2

Commercial area (Non-recreational) 82 2.4 Fe38 3.7 120 2.7

Industrial or construction area * * * * 65 1.5

Residential institution Area 41 1.2 16 1.6 57 1.3

Farm or other place of primary production * * * * 53 1.2

Sports and athletics area * * * * * *

Other specified place 270 8.1 54 5.3 324 7.5

Unspecified * * * * * *

Total 3,350 100.0 1,021 100.0 4,371 100.0

*Cell counts of fewer than five (and adjacent cells where necessary) are suppressed to protect privacy
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DISCUSSION

Brief summary
A total of 4,371 suicides among adults occurred in Victoria during the eight-year period from July 2006 to June 2014: an average of 
546 deaths per year. Males accounted for more than three-quarters of deaths (76.6%). The rate of suicide was consistent over the 
study period, for both males and females. The average annual frequency of suicides was highest in the 35-44 year age group, closely 
followed by the 45-54 years age group: this was true for males and females. Among males, rates were highest among those aged 85 
years and older (26.6/100,000) while among females the highest rates were found among those aged 35-44 years and 45-54 years 
(7.0 and 6.8/100,000 respectively). Asphyxiation as a result of hanging was the most common method of suicide, representing almost 
half of all cases (48.3%). The next most common mechanism of suicide was drug toxicity involving substances for human use (such 
as pharmaceuticals and illicit drugs), representing 13% of deaths. Private residential locations were the most frequent incident location 
accounting for approximately two-thirds of cases for both males and females. 

Results in the context of previous research
Worldwide, although there are some exceptions, suicide rates are generally higher among males when compared to females with an 
average male to female ratio of 2.8:1 (WHO, 2014). This current study found that males accounted for more than three-quarters of 
deaths and the annual average adult male suicide rate was 3.4 times the adult female rate over the 8-year study period. The highest 
rates in the current study were found among males aged 85 years and older, although this rate equates to fewer than 10 deaths 
per year. This is consistent with the findings of a detailed Australian Institute of Health and Welfare study, which examined Australian 
suicide trends over the period 1921 through until 2010 and rates in 2010-11, that found male rates were highest for those aged 35-
44 years and 80 years and over (AIHW, 2014).

Trends in Victorian suicide rates over the 8-year study period remained fairly stable for adult males and females, ranging from a low 
of 17.3/100,000 population in 2010/11 to a high of 21.7/100,000 in 2008/09 for males and from a low of 5.1/100,000 in 2010/11 to 
a high of 6.2/100,000 in 2012/13 for females. These results are largely consistent with the AIHW report that examined suicide trends 
in Australia over the period 1921 through until 2010 which found all ages suicide death rates for males fluctuated around 20 deaths 
per 100,000 population per year and rates for females were about 5 deaths per 100,000 population per year in most of that period 
(AIHW, 2014). However, it should be noted that more recent reports suggest suicide rates in Australia have been increasing over the 
most recent decade for which data is available – according to the Australian Bureau of Statistics, in 2015 the standardised suicide 
death rate was 12.6 deaths per 100,000 people compared to 10.2 deaths per 100,000 in 2006 (ABS, 2016). 

Availability and access to means is a known, key factor in the choice of method used in a suicide attempt (Biddle et al. 2010) and 
evidence suggests that reducing the availability of certain methods can reduce suicide rates (Sarchiapone et al. 2011; Pirkis et 
al. 2015). An earlier edition of Hazard (Stathakis & Scott, 1999) examined deaths data for the period July 1989-June 1995 using 
the Victorian Coroner’s Facilitation System (prior to the establishment of the NCIS) and found that the three most commonly used 
methods combined accounted for 65% of all suicides - hanging (27%), followed by vehicle exhaust gassings (21%) and shooting/
firearms (17%). Clearly, there has been a shift in methods in Victoria given the current study found that over the period 2006/7-
2013/14, asphyxiation as a result of hanging represented almost half of all suicides and the next most common method was drug 
toxicity involving substances for human use (13%). This change can at least in part be explained by reducing access to certain 
means in the Victorian (and Australian) population. With regards to suicide using motor vehicle exhaust gas, multiple studies have 
found Victorian or Australian rates for suicide as a result of this method have declined in recent decades (AIHW, 2014; Ozanne-
Smith et al. 2004). The studies have suggested that the reduction of motor vehicle exhaust gas suicides in Australia might be 
result of CO emission controls which greatly reduced the amount of carbon monoxide permitted in the exhaust gas of new motor 
vehicles. These controls were not introduced as a suicide prevention measure but suicide prevention may have been a fortunate 
result of these changes. Several studies have examined the decrease in suicides by shooting in the context of regulatory changes 
and the gun buy-back scheme which were introduced following the mass shooting that occurred in Port Arthur, Tasmania in 1996. 
Findings have been mixed although general consensus seems to be that the reforms are at least likely to form part of the reason 
for the declining rates of suicide using this method. A study of all firearm-related deaths in Victoria (intentional and unintentional 
deaths) reported dramatic reductions in overall firearm related deaths and particularly suicides by firearms in the context of the 
implementation of strong regulatory reform (Ozanne-Smith et al. 2004). Others have found no effect (McPhedran & Baker 2012) or 
an acceleration of a downward trend that had already commenced (Chapman et al. 2006). With poisoning by pharmaceuticals now 
emerging as the second leading method of suicide, there is scope for intentional drug poisoning prevention. Those with ready access 
to pharmaceuticals, such as health professionals, are particularly at risk (Milner et al. 2016): this can be addressed in prevention 
initiatives, including primary prevention as well as drug testing.
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The Victorian Suicide Prevention Framework 2016-25
The Victorian government has a suicide prevention framework that supports a strong effort to reduce suicide with a goal of halving 
Victoria’s suicide rate by 2025 (available at: https://www2.health.vic.gov.au/). Five objectives underpin this framework.

• Build resilience 
• Support of the vulnerable
• Care for the suicidal person
• Learn what works best
• Help local communities to prevent suicide. 

The two key initiatives being implemented are:

• Place-based suicide prevention trials supporting local communities to develop and implement coordinated approaches to 
prevent suicide in 12 locations across Victoria, and

• Assertive outreach trials (HOPE Initiative) in six health services to support people and their families following a suicide attempt. 

Place-based suicide prevention trials
The Victorian Government is partnering with Primary Health Networks to support local communities to develop and implement 
coordinated place-based approaches to suicide prevention. These trials are being implemented across 12 Victorian locations: 
Mornington Peninsula/Frankston, Dandenong, Latrobe Valley, Bass Coast, Brimbank/Melton, Macedon Ranges, Whittlesea, 
Maroondah, Mildura, Benalla, Ballarat and the Great South Coast.

The trials bring together different parts of the community, including people with lived experience of suicide, schools, businesses, local 
council, transport, police, health services, ambulance, community agencies, the Aboriginal Community Controlled Health sector and 
others to identify what is needed to prevent suicide and what types of initiatives will best support people locally. This may include 
initiatives like raising awareness of mental health issues and support services, GP training, school-based programmes, frontline staff 
training, training people with lived experience to talk about suicide in the community and reducing access to lethal means.

Assertive Outreach trials (HOPE initiative)
Under the HOPE initiative, six hospitals are funded to design and implement flexible and person-centred care for people that present 
to the emergency department for intentional self-harm. This involves tailored, person-centered support that is responsive to the 
unique needs and circumstances of the individual.

Individuals will be supported for up to three months after their discharge from hospital and assertive outreach workers will also work 
with, and provide support to, families, friends and carers so that they can better support their loved one.

The HOPE initiative is being implemented at: St Vincent’s Hospital; Alfred Health; Peninsula Health (Frankston Hospital); Albury 
Wodonga Health (Wangaratta Hospital); Eastern Health (Maroondah Hospital) and Barwon Health (Geelong Hospital).

A data linkage study of ED presentations, hospital admissions and suicides (death data) is being planned and will be valuable in 
informing these initiatives. Data linkage will provide insight into risk factors for suicide, in terms of patterns of health service use. 
Suicide may be preceded by patterns of morbidity and health service use that are currently not identified as risk factors. A data 
linkage will help in developing flags to identify those at high risk of suicide, based on ED presentation and hospital admission profiles. 
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Recommendations 
• Proposed programmes being delivered as part of the Victorian Government response need to be adequately resourced and 

evaluated. 

• Data linkage studies can help to identify those at risk of suicide, based on patterns of presenting to the Emergency Department 
(for example, suicide risk flags can be developed based on demographics, presentation time, place, frequency and diagnosis).

• Programmes aimed to prevent and reduce the impact of intentional pharmaceutical poisoning can contribute to suicide 
prevention, as this is now the second leading suicide method.

• Targeted suicide prevention programmes that prove effective could be rolled out to other at risk groups.
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NON-FATAL HOSPITAL-TREATED  
INTENTIONAL SELF-HARM INJURY 
The aim of this section of Hazard is to provide an overview of Victorian hospital-treated intentional self-harm injury and 
poisoning among Victorian adults aged 15 years and older with a focus on the 3-year period July 2013-June 2016. 

Author: Angela Clapperton 

Introduction
Intentional self-harm or self-injurious behaviour includes a range of behaviours that cause direct and deliberate harm to oneself, 
including non-suicidal self-injury, suicidal behaviour, and suicide (Nock, 2010; Nock, Joiner, Gordon, Lloyd-Richardson & Prinstein, 
2006). Suicide and non-fatal intentional self-harm are significant public health issues and as such there is significant government and 
community concern regarding the prevalence of this type of behaviour. 

Engaging in self-harming behaviours has been shown to be the strongest predictor of future fatal and non-fatal suicidal behaviour. For 
example, studies have shown the factor most strongly associated with predicting risk of repetition of hospital-treated non-fatal self-
harm is a patient’s self-harm history (Griffin at al., 2015). Persons who have been treated and/or admitted to hospital for self-harm have 
a 30-200-fold increased risk of suicide in the year following an episode compared to individuals who have not self-harmed (Cooper et 
al., 2005). 

Although only a minority of persons who engage in self-harming behaviours present to hospital Emergency Departments (Skegg, 
2005), studies based on administrative data not only provide an important indicator of psychological health in a community but they 
generate important data which can inform clinical services and public health initiatives to reduce the prevalence of self-harm (Windfuhr 
& Kapur, 2011). The data regarding suicide in Victoria have been presented in the previous section of this edition of Hazard. This 
current section presents information on the non-fatal cases of hospital-treated intentional self-harm among Victorian adults and is 
restricted to cases where a person has sustained an injury or poisoning. (See Box 1 for details of data sources and case selection 
criteria.)

In Australia, there have been few epidemiological studies that have examined the totality of hospital-treated intentional self-harm 
injury or poisoning. Studies on this topic have tended to focus on certain mechanisms of self-harm (e.g., self-poisoning), specific 
populations (e.g., prisoners, older persons, adolescents) or another aspect of self-harm such as alcohol and/or drug-related self-harm. 
A comprehensive national study examining hospital admissions found that since the year 2000 more than 20,000 Australian have been 
admitted to hospital each year as a result of intentional self-harm injury or poisoning (AIHW, 2014). This report did not include data 
regarding Emergency Department (ED) presentations. To the author’s knowledge, this current study is the first to provide an overview 
of all hospital-treated intentional self-harm injury or poisoning in Victoria.

The hospital-treated data presented here includes all ED presentations and hospital admissions among adults aged 15 years and older 
where the hospital coders determined the injury or poisoning was purposely self-inflicted. Therefore, incidents where the injured person 
had the intent to die by suicide (but did not die) are included but intentional self-harm cases without suicidal intent are also included. 
There is no way to distinguish these types of cases in either of the datasets used in this section. 

Method
Hospital-treated intentional self-harm injury data covered in this section of Hazard came from two primary VISU-held, Department of 
Health and Human Services (DHHS) sources: the hospital admissions dataset, known as the Victorian Admitted Episodes Dataset 
(VAED), and the emergency department (ED) presentations dataset, known as the Victorian Emergency Minimum Dataset (VEMD). 
Trends in hospital-treated self-harm injury are presented for the 10-year period 2006/7-2015/16 and a more detailed overview of the 
pattern of injury is presented for the 3-year period 2013/14-2015/16. The non-fatal hospital-treated injury data was analysed and 
reported by VISU. 

See Box 1 for more detail on the data source and case selection criteria. 

 



 

INTENTIONAL SELF-HARM INJURY  
AND POISONING HOSPITAL ADMISSIONS

Ten year trends, 2006/7-2015/16
Prior to July 2012, Emergency Department (ED) stays of longer than four hours could be categorised as a hospital admission in 
Victoria. In July 2012 the Victorian Hospital Admission Policy changed significantly so that episodes of care delivered entirely within a 
designated ED or urgent care centre could no longer be categorised as an admission regardless of the amount of time spent in the 
hospital (see Box 2 for further information). This has had an effect on observed trends in injury admissions. To understand the trend in 
injury, the effect of the admission policy change needs to be separated from the underlying injury admission trend. 

In the most recent few years, VISU’s policy for dealing with this change has been to identify and exclude any admissions that took 
place in the ED only (i.e. the patient received care in the ED only, throughout the recorded admission). A visual depiction of this 
approach, selecting intentional self-harm injury or poisoning admissions among adults over the period July 2006 to June 2015, can 
be seen in Figure 11. This figure shows the frequency of cases over the period by the type of admission: those that occurred entirely 
in the ED (ED only); those that were admitted to Short Stay Observation Units only (short stay only); and all other admissions (not ED 
or short stay).
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Figure 11  

Frequency of intentional self-
harm injury or poisoning hospital 
admissions by type of admission, 
Victoria 2006/7-2015/16. 
ED= Emergency Department; Short stay = 
Short Stay Observation Unit 

Figure 11 shows a sharp decrease in overall admissions that coincided with the change in admission policy. The observed increase in 
overall admissions in the years following the change in admission policy appears to be driven by an increase in Short Stay Observation 
Unit admissions. This suggests that hospitals are reacting to the change, presumably by admitting people to Short Stay Observation 
Units who previously would have been admissions that occurred entirely in the ED. The underlying trend in those admissions that were 
neither ED only nor Short Stay Observation Unit only is fairly stable (Figure 11) suggesting there may not have been any real change in 
the frequency of intentional self-harm injury or poisoning hospitalisations over the most recent 10-year period. Due to this significant 
change in admission policy, no further time trend analysis for hospitalisations has been carried out. 

Over the ten-year study period 2006/7-2015/16, there was an average annual frequency of 4,091 intentional self-harm injury hospital 
admissions in Victoria (Table 33; excludes ED only admissions). Over this period, females accounted for two-thirds of admissions for 
non-fatal self-harm related injury admissions (n=27,084; average of 2,708 admission per year). Younger individuals aged 15-24 years 
(29.9%, n=12,227) comprised the largest proportion of admissions, followed by the 25-34 year age group (20.8%, n=8,502) and 35-
44 years (20.4%, n=8,349). From age 45 years and older, self-harm injury admissions became less frequent with increasing age. 

Table 33  

Hospital admissions for intentional self-harm injury or poisoning: average annual frequency  
and rates over the period 2006/7 to 2015/16, Victoria

Average annual frequency Average annual rate per 100,000 population

Age group Males Females All Males Females All

15-24 years 293 930 1,223 74.7 248.9 159.7

25-34 years 321 529 850 78.1 128.1 103.1

35-44 years 319 516 835 81.1 128.0 104.9

45-54 years 230 427 658 62.7 112.9 88.2

55-64 years 123 179 302 40.0 56.2 48.3

65-74 years 51 71 123 24.8 32.4 28.7

75-84 years 33 39 72 28.2 26.9 27.5

85+ years 13 17 30 35.4 24.7 28.5

Total 1,383 2,708 4,091 62.0 116.6 89.8

Three-year patterns, 2013/14-2015/16
In the three year period 2013/14 to 2015/16, there were almost 16,000 admissions to Victorian hospitals for intentional self-harm 
injury or poisoning among adults aged 15 years and older (n=15,921). Almost three-quarters of cases were residents of the Melbourne 
metropolitan area (n=11,512, 72.3%). (Table 34)
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Age and sex distribution
• Persons aged 15-24 years accounted for almost one third of all hospital admissions (n=5,086, 31.9%) and the frequency  

of cases tended to decrease with increasing age (Table 34).

• Females comprised 67.3% of admissions (n=10,716) (Table 34). The overall female:male (F/M) ratio was 2.1:1, however this 
varied with age. In general the F/M ratio was highest in the youngest age groups (e.g., 4.4:1 among 15-19 year olds) and 
decreased with increasing age. 

• Female rates were higher than male rates in all age groups except the 85+ year age group (Figure 12). 

• Female rates were highest among those aged 15-19 years and rates decreased with increasing age, whereas for males,  
rates were similar among those aged 15-19 years through to 45-49 years (Figure 12). 

Table 34  

Hospital admissions and Emergency Department (ED) presentations for intentional  
self-harm injury or poisoning, Victoria 2013/14-2015/16

Hospital admissions 
(n=15,921)

ED presentations 
(n=24,888)

Year n % n %

2013/14 4,746 29.8 7,954 32.5

2014/15 5,389 33.8 8,187 33.4

2015/16 5,786 36.3 8,347 34.1

Total 15,921 100.0 24,888 100.0

Sex

Female 10,716 67.3 15,880 64.8

Male 5,204 32.7 8,608 35.2

Age groups

15-19 2,696 16.9 5,228 21.3

20-24 2,390 15.0 4,084 16.7

25-29 1,806 11.3 3,060 12.5

30-34 1,441 9.1 2,659 10.9

35-39 1,462 9.2 2,007 8.2

40-44 1,510 9.5 2,151 8.8

45-49 1,397 8.8 1,840 7.5

50-54 1,126 7.1 1,380 5.6

55-59 707 4.4 761 3.1

60-64 522 3.3 546 2.2

65-69 325 2.0 289 1.2

70-74 176 1.1 161 0.7

75-79 150 0.9 128 0.5

80-84 102 0.6 88 0.4

85+ 111 0.7 106 0.4

Region of residence

Melbourne Metropolitan Area 11,512 72.3 16,070 65.6

Regional/Rural Victoria 4,077 25.6 7,814 31.9

Interstate/Overseas/Unknown 332 2.1 604 2.5
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Figure 12  

Average annual intentional 
self-harm injury or poisoning 
hospital admission rates by 
age and sex, Victoria 2013/14 
to 2015/16

Rates of self-harm injury admissions by Local Government Area  
of residence
Table 35 and Figure 13 show average annual hospital admission rates for intentional self-harm by Local Government Area (LGA) of 
Residence over the study period. 

Population and case numbers are much smaller for some LGAs than others and in these smaller LGAs annual rates can be expected 
to vary more from year to year than the rates for larger LGAs. For this reason, annual frequencies as well as rates are shown in Table 
35. The highest average annual rate was observed among residents of Frankston (averaged more than 250 admissions per 100,000 
residents per year) while the lowest average annual rates were observed among residents of Towong, Queenscliffe, Indigo, Loddon 
and Moyne (all averaged fewer than 50 admissions per 100,000 residents per year).

Care should be taken when interpreting these results as rates could be influenced by small denominator and /or numerators as well  
as by the data quality of the hospitals most likely to be treating patients of particular LGAs.  

Figure 13  

Map of Victoria showing 
average annual hospital 
admission rates per 
100,000 residents for 
intentional self-harm 
injury or poisoning by 
Local Government Area 
of Residence, Victoria 
2013/14-2015/16
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Table 35  

Average annual hospital admission rates per 100,000 residents and frequency for  
intentional self-harm injury or poisoning by Local Government Area of Residence,  
Victoria 2013/14-2015/16

LGA RATE n

Alpine >50-100 <10

Ararat >100-150 12

Ballarat >100-150 117

Banyule >50-100 96

Bass Coast >50-100 22

Baw Baw >50-100 30

Bayside >50-100 70

Benalla >150-200 20

Boroondara >50-100 125

Brimbank >50-100 125

Buloke >100-150 <10

Campaspe >50-100 26

Cardinia >100-150 74

Casey >100-150 253

Cent. Goldfields >100-150 14

Colac-Otway >50-100 15

Corangamite >50-100 11

Darebin >50-100 116

East Gippsland >100-150 51

Frankston >250-300 292

Gannawarra >100-150 12

Glen Eira >100-150 126

Glenelg >50-100 10

Golden Plains >50-100 13

Gr. Bendigo >100-150 116

Gr. Dandenong >150-200 196

Gr. Geelong >100-150 224

LGA RATE n

Gr. Shepparton >100-150 59

Hepburn >50-100 <10

Hindmarsh >150-200 <10

Hobsons Bay >50-100 53

Horsham >200-250 34

Hume >50-100 138

Indigo 0-50 <10

Kingston >100-150 162

Knox >50-100 110

Latrobe >100-150 75

Loddon 0-50 <10

M. Ranges >50-100 25

Manningham >50-100 71

Mansfield >100-150 <10

Maribyrnong >100-150 70

Maroondah >100-150 98

Melbourne >50-100 98

Melton >50-100 96

Mildura >100-150 56

Mitchell >100-150 40

Moira >100-150 25

Monash >50-100 148

Moonee Valley >50-100 87

Moorabool >100-150 27

Moreland >50-100 126

Morn. Penin. >150-200 251

Mt Alexander >50-100 14

LGA RATE n

Moyne 0-50 <10

Murrindindi >50-100 <10

Nillumbik >50-100 48

N. Grampians >50-100 <10

Port Phillip >100-150 137

Pyrenees >50-100 <10

Queenscliffe 0-50 <10

S. Gippsland >100-150 27

S.Grampians >100-150 17

Stonnington >100-150 112

Strathbogie >50-100 <10

Surf Coast >50-100 16

Swan Hill >100-150 20

Towong 0-50 <10

Wangaratta >150-200 38

Warrnambool >50-100 22

Wellington >150-200 57

W. Wimmera >50-100 <10

Whitehorse >50-100 123

Whittlesea >50-100 128

Wodonga >50-100 18

Wyndham >50-100 121

Yarra >100-150 78

Yarra Ranges >50-100 113

Yarriambiack >150-200 <10

ALL VIC >100-150 5196

Setting of incident
Forty percent of admissions (n=6,317) were not coded for location so care should be taken in interpreting these results. Almost half 
of intentional self-harm injury incidents occurred in the home (n=7,334, 46.1%) and a further 7.9% occurred in health service areas 
(n=1,256). 

Mechanism of injury 
Poisoning by pharmaceuticals was the mechanism of injury for more than three-quarters of all intentional self-harm admissions among 
adults over the 3-year study period (n=12,074, 75.8%). This mechanism accounted for 78.5% of female admissions and 70.4% of 
male admissions. Injury due to contact with sharp objects was the next most common mechanism of injury, accounting for 13.5% 
of admissions overall (15.7% of male and 12.5% of female admissions). Poisoning by other substances (including alcohol, solvents, 
gases and other and unspecified chemicals and noxious substances) accounted for a further 4.9% of admissions (Table 36). 
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Mechanism by age and sex
An examination of intentional self-harm hospital admissions by mechanism and age showed little variation, but when mechanism was 
examined by both age and sex, differences between males and females became apparent (Figure 14 & Figure 15). 

• Among males, the rate of intentional self-harm poisoning by pharmaceuticals peaked at age 20-24 years but was common 
across all age groups to age 44 years before the rate then decreased with increasing age. Among females there is a much higher 
and sharper peak in hospital admission rates from poisoning by pharmaceuticals among women aged 15-19 years. 

• Rates for intentional self-harm by cutting were highest among the youngest age groups, peaking among females at age 15-19 
years and among males at 20-24 years. 

• Rates of intentional self-harm poisoning by substances other than pharmaceuticals peaked in older age groups among both 
females (45-49 years) and males (40-44 years).  

Table 36  

Mechanism of injury or poisoning for hospital admissions as a result of intentional self-harm,  
Victoria 2013/14-2015/16

Females Males Persons

Mechanism n % n % n %

Poisoning: pharmaceuticals* 8,411 78.5 3,662 70.4 12,074 75.8

Poisoning: other substances** 457 4.3 317 6.1 774 4.9

Hanging, strangulation & suffocation 116 1.1 126 2.4 242 1.5

Drowning & submersion 8 0.1 7 0.1 15 0.1

Firearms 0 0.0 10 0.2 10 0.1

Smoke, fire & flames 68 0.6 40 0.8 108 0.7

Steam, hot vapours & hot objects 12 0.1 2 0.0 14 0.1

Sharp object/cutting 1,336 12.5 815 15.7 2,151 13.5

Blunt object 36 0.3 17 0.3 53 0.3

Jumping from a high place 27 0.3 48 0.9 75 0.5

Jumping or lying before moving object 6 0.1 24 0.5 30 0.2

Crashing of motor-vehicle 15 0.1 35 0.7 50 0.3

Other specified means 120 1.1 71 1.4 191 1.2

Unspecified means 104 1.0 30 0.6 134 0.8

All intentional self-harm 10,716 100.0 5,204 100.0 15,921 100.0

Notes: * Poisoning by pharmaceuticals includes cases coded to ICD-10-AM codes X60-X64 Intentional self-poisoning by and 
exposure to: nonopioid analgesics, antipyretics and antirheumatics; antiepileptic, sedative-hypnotic, antiparkinsonism and 
psychotropic drugs, not elsewhere classified; narcotics and psychodysleptics [hallucinogens], not elsewhere classified; other drugs 
acting on the autonomic nervous system; and other and unspecified drugs, medicaments and biological substances. 

** Poisoning by other substances includes cases coded to X65-X69 Intentional self-poisoning by and exposure to: alcohol; organic 
solvents and halogenated hydrocarbons and their vapours; other gases and vapours (including carbon monoxide); pesticides; and 
other and unspecified chemicals and noxious substances.
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Figure 14  

Age specific female rates of 
hospital admission as  
a result of intentional self-
harm injury or poisoning, by 
mechanism of injury, Victoria 
2013/14-2015/16

Figure 15  

Age specific male rates  
of hospital admission as  
a result of intentional  
self-harm injury or poisoning, 
by mechanism of injury, 
Victoria 2013/14-2015/16

Body region injured and nature of injury –  
wintentional self-harm by sharp object only 
Only intentional self-harm by sharp object cases are included in this section because for the other mechanisms of injury either 
the body region injured and/or nature of injury are not relevant (e.g., poisoning; hanging, strangulation & suffocation; drowning & 
submersion) or the number of cases is too small for meaningful analysis.

Intentional self-harm by sharp object (n=2,151)
Among intentional self-harm by a sharp object cases, the upper extremity was the most frequently injured body region (64.7%, 
n=1,391), followed by the trunk (16.1%, n=346), the lower extremity (9.8%, 210) and the head/face/neck (6.4%, n=138). Open 
wounds were the most common type of injury sustained (63.7%, n=1,371), followed by superficial injuries (10.7%, n=230) and injuries 
to muscles & tendons (8.4%, n=180). The most frequent specific injuries were open wounds of the forearm (23.8%, n=512), and open 
wounds of the wrist & hand (16.8%, n=362).
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Bed days / length of stay 
Table 37 shows the total hospital bed days and length of stay for intentional self-harm hospital admissions by mechanism of injury. 
Adults utilised more than 67,000 hospital bed days over the 3-year study period as a result of intentional self-harm (n=67,104 days). 
Females utilised 67.8% of bed days (n=45,462 days) while comprising almost the same proportion of cases (67.3%, n=10,716 hospital 
admissions).

Although poisoning by pharmaceuticals accounted for more than three-quarters of intentional self-harm admissions, this mechanism 
accounted for less than half of the bed days utilised by all intentional self-harm cases (45.6%). Conversely, despite accounting for just 
13.5% of intentional self-harm hospital admissions, injuries as a result of contact with a sharp object accounted for 30.4% of bed days.  

Table 37  

Total bed days for hospital admissions as a result of intentional self-harm injury or poisoning, by 
mechanism of injury, Victoria 2013/14-2015/16

Mechanism Total bed days % of bed days % of cases

Poisoning - pharmaceuticals 30,613 45.6 75.8

Sharp object 20,379 30.4 13.5

Poisoning other substances 2,712 4.0 4.9

Hanging, strangulation & suffocation 2,460 3.7 1.5

Smoke, fire & flames 2,295 3.4 0.7

Jumping from a high place 1,950 2.9 0.5

Blunt object 846 1.3 0.3

Jumping or lying before moving object 553 0.8 0.2

Firearms 330 0.5 0.1

Crashing of motor-vehicle 338 0.5 0.3

Steam, hot vapours & hot objects 319 0.5 0.1

Drowning & submersion 68 0.1 0.1

Other specified means 2,465 3.7 1.2

Unspecified means 1,776 2.6 0.8

All intentional self-harm 67,104 100.0 100.0

Hospital treatment costs 
The summed hospital treatment costs of admitted cases of intentional self-harm was $83.0 million, of which 58.4% ($48.5 million) was 
used to treat female cases; less than was expected based on the proportion of females admitted for intentional self-harm injury (67.3%). 
The breakdown by sex showed that younger persons (those aged 15-24 years) accounted for a greater proportion of females’ costs, in 
comparison to males costs (28.4% vs. 14.9%). See Box 3 for detail regarding hospital costs.
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Table 38  

Summed hospital treatment costs of intentional self-harm injury or poisoning admissions  
by sex and age group, Victoria, 2013/14 to 2015/16

Females Males Total

Age $ % $ % $ %

15-24 years $13,766,116 28.4 $5,154,450 14.9 $18,925,707 22.8

25-34 years $9,086,063 18.7 $6,744,510 19.6 $15,830,574 19.1

35-44 years $9,113,617 18.8 $7,623,485 22.1 $16,737,102 20.2

45-54 years $8,953,593 18.5 $6,732,932 19.5 $15,686,525 18.9

55-64 years $4,309,435 8.9 $4,305,847 12.5 $8,615,282 10.4

65-74 years $1,923,861 4.0 $1,821,261 5.3 $3,745,121 4.5

75-84 years $931,225 1.9 $1,472,370 4.3 $2,403,594 2.9

85+ years $395,116 0.8 $623,656 1.8 $1,018,772 1.2

Total $48,479,026 100.0 $34,478,511 100.0 $82,962,677 100.0



INTENTIONAL SELF-HARM INJURY  
AND POISONING ED PRESENTATIONS

Ten year trends, 2006/7-2015/16
There was an annual average of 6,939 ED presentations over the 10-year study period 2006/7-2015/16 for intentional self-harm injury 
or poisoning among adults aged 15 years and older (Table 39). 

Figure 16 shows annual ED presentation rates by sex of the injured person for the 10-year study period. Visual inspection of Figure 16 
shows that rates appear to be increasing in the final years of the study period among both males and females. ED presentation rates 
were higher among females than males for all years of the study period.
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Figure 16  

Intentional self-harm 
injury or poisoning ED 
presentations per 100,000 
population, Victoria 
2006/7-2015/16 

Table 39 shows the average annual frequency and annual change in modelled ED presentation rates over the study period. The 
modelled rate per 100,000 population showed a significant average annual increase of 3.2% among all adults (4.0% among females 
and 1.9% among males). Among all adults, significant increases were found for all age groups with the exception of persons aged 35-
44 years. Significant increases were found for all female age groups except those aged 35-44 years and 65-74 years. Among males, 
significant increases were found among all age groups except for those aged 25-34, 35-44 years, and 75-84 years. 

The number of ED presentation may fluctuate over time, due to external factors such as campaigns to encourage use of after-hours 
GP services. Additional analyses were carried out to establish the validity of the reported trend in intentional self-harm-related ED 
presentations. Of all injury presentations to the ED among those aged 15 years and over, 2.6% were attributed to intentional self-
harm. This percentage showed a modest increase during the study period (linear model: from 2.4% to 2.8%, R2=0.3). This supports 
the observed increasing trend in intentional self-harm ED presentations in Victoria, 2006/7 to 2015/16.

There was a mild decline in data quality and completeness: on average, 15.9% of presentations were of undetermined intent in 
2006/7 to 2015/16. During the ten-year period, undetermined intent presentations as proportion of injury ED presentations showed a 
slight increase among persons aged 15+ years. The reported increase in intentional self-harm ED presentations could therefore be a 
slight underestimate (i.e. if ‘intent’ had been specified for all cases, the increase over time may have been greater).  
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Table 39  

ED presentations for intentional self-harm injury or poisoning: average annual frequency and annual 
change in modelled rates over the period 2006/7-2015/16, Victoria 

Average annual 
frequency

Average annual rate per 
100,000

Annual % change in modelled rate 
[95% CI] P value

All adults 6,939 153.5 +3.2 [95%CI: +2.0, +4.3] <.0001*

15-24 years 2,560 336.3 +5.0 [95%CI: +3.7, +6.1] <.0001*

25-34 years 1,637 199.8 +2.2 [95%CI: +0.6, +3.8] 0.0091*

35-44 years 1,297 163.2 +0.4 [95%CI: -0.9,+1.8] 0.5494

45-54 years 895 120.6 +3.9 [95%CI:+2.4,+5.2] <.0001*

55-64 years 356 57.6 +4.8 [95%CI: +3.3,+6.1] <.0001*

65-74 years 110 25.9 +5.2 [95%CI: +1.6,+8.6] 0.0069*

75-84 years 60 22.9 +5.6 [95%CI:+2.8, +8.2] 0.0002*

85+ years 26 24.9 +8.9 [95%CI: +4.7, +12.3] <.0001*

All females 4,386 190.4 +4.0 [95%CI: +2.6,+5.1] <.0001*

15-24 years 1,770 477.1 +6.1 [95%CI: +4.4, +7.3] <.0001*

25-34 years 970 237.2 +4.2 [95%CI: +2.2, +6.0] <.0001*

35-44 years 766 190.2 +0.0 [95%CI: -1.6, +1.6] 0.9843

45-54 years 569 151.1 +3.7 [95%CI: +2.0, +5.2] <.0001*

55-64 years 206 65.5 +3.5 [95%CI: +1.7, +5.1] 0.0002*

65-74 years 60 27.7 +5.5 [95%CI: +1.4, +9.4] 0.0128*

75-84 years 31 21.4 +8.1 [95%CI: +5.5, +10.0] <.0001*

85+ years 14 20.3 +5.0 [95%CI: -0.8, +10.6] 0.1096

All males 2,554 115.1 +1.9 [95%CI: +0.8, +2.9] 0.0014*

15-24 years 790 202.5 +2.7 [95%CI: +1.6, +3.7] <.0001*

25-34 years 666 162.5 -0.5 [95%CI: -2.0, +0.9] 0.5042

35-44 years 531 135.6 +1.1 [95%CI: -0.5, +2.7] 0.2007

45-54 years 326 89.1 +4.1 [95%CI: +2.1, +6.0] 0.0001*

55-64 years 150 49.4 +6.7 [95%CI: +4.9, +8.1] <.0001*

65-74 years 50 24.1 +4.8 [95%CI:+0.8, +8.6] 0.0239*

75-84 years 29 24.7 +3.1 [95%CI: -1.6, +7.7] 0.2245

85+ years 12 33.3 +13.4 [95%CI: +6.3, +18.9] 0.0002*

Note: An asterisk indicates a significant increase in modelled rate 

Three-year patterns, 2013/14-2015/16
In the three year period 2013/14 to 2015/16, there were almost 25,000 ED presentations to Victorian hospitals for self-harm injury 
among adults (n=24,488). Sixty-three percent of cases were female (63.2%) and more than a third of all cases were aged 15-24 years 
(36.9%).Two-thirds were residents of the Melbourne metropolitan area (n=16,070, 65.6%). (Table 34)

Age and sex distribution
• Persons aged 15-24 years accounted for 38% of all ED presentations (n=9,312) and the frequency of cases tended to decrease 

with increasing age (Table 34).

• Females comprised 64.8% of ED presentations (n=15,880) (Table 34). The overall female:male (F/M) ratio was 1.8:1; however, 
this varied with age. In general, the F/M ratio was highest in the youngest age groups (e.g., 3.0:1 among 15-19 year olds) and 
decreased with increasing age. 

• Female rates were higher than male rates in all age groups except the 60-64 years and 85+ years age groups (Figure 17). 

• Female and male rates were highest among those aged 15-19 years and in both sexes rates decreased with increasing age - 
although for males, rates increased again in the 85+ year age group (Figure 17). 
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Figure 17  

Average annual intentional 
self-harm injury or poisoning 
ED presentation rates by age 
and sex, Victoria 2013/14 to 
2015/16
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Setting of incident
The majority of intentional self-harm injury incidents occurred in the home (n=16,614, 67.8%) and a further 7% occurred in health 
service areas (n=1,072). A further 7% of cases were coded to ‘other specified’ location (6.7%, n=1,646) and in 20% of incidents the 
location was unspecified (n=4,773). 

Mechanism of injury
Poisoning by pharmaceuticals accounted for forty-six percent of all intentional self-harm ED presentations among adults over the 
three-year study period (n=11,338: 50.2% of female and 39.2% of male cases). Injury due to contact with sharp objects was the next 
most common mechanism of injury, accounting for 21.8% of intentional self-harm ED presentations overall (23.2% of female and 
19.2% of male admissions). Poisoning by other substances (including alcohol, solvents, gases and other and unspecified chemicals 
and noxious substances) accounted for a further 9.8% of ED presentations (Table 40).  

Table 40  

Mechanism of injury or poisoning for ED presentations as a result of intentional self-harm,  
Victoria 2013/14-2015/16

Females Males Persons

Mechanism n % n % n %

Poisoning: pharmaceuticals* 7,965 50.2 3,373 39.2 11,338 46.3

Poisoning: other substances 1,450 9.1 955 11.1 2,405 9.8

Hanging, strangulation & suffocation 67 0.4 88 1.0 155 0.6

Drowning & submersion * * * * 7 0.0

Firearms * * * * 13 0.1

Smoke, fire & flames 15 0.1 25 0.3 40 0.2

Steam, hot vapours & hot objects 70 0.4 43 0.5 113 0.5

Sharp object/cutting 3,691 23.2 1,657 19.2 5,348 21.8

Blunt object 359 2.3 852 9.9 1,211 4.9

Jumping from a high place 145 0.9 169 2.0 314 1.3

Jumping or lying before moving object 17 0.1 14 0.2 31 0.1

Crashing of motor-vehicle 65 0.4 73 0.8 138 0.6

Other specified means 1,037 6.5 744 8.6 1,781 7.3

Unspecified means 996 6.3 598 6.9 1,594 6.5

All intentional self-harm 15,880 100.0 8,608 100.0 24,488 100.0

Note: Where possible, VEMD cause of injury categories were recoded to match VAED categories. 
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Mechanism by age and sex
An examination of mechanism by age showed that intentional self-harm by sharp object/cutting was most common among the youngest 
cases – accounting for around a quarter of cases among 15-24 year olds and 25-34 year olds (25.1% and 25.9%, respectively) but just 
10% of cases in those aged 65 years and older. Conversely, intentional poisoning by pharmaceuticals was slightly more common among 
older persons than younger persons, accounting for around 50% of cases in those aged 35 years and older but around 40% of cases in 
those aged less than 35 years. 

There were clear differences between males and females when the mechanism of injury is examined for each sex separately by age 
group (Figure 18 & Figure 19). Among males, the ED presentations rate of poisoning by pharmaceuticals peaked at age 15-24 years, 
but was common across all age groups to age 44 years, before the rate then decreased with increasing age. Among females, there 
was a much higher and sharper peak in ED presentation rates from poisoning by pharmaceuticals among women aged 15-19 years. 
Among females and among males, rates of ED presentations by cutting were highest in the 15-19 years age group and then generally 
decreased with increasing age.  

Figure 18  

Age specific female rates 
of ED presentation as a 
result of intentional self-
harm injury or poisoning, by 
mechanism of injury, Victoria 
2013/14-2015/16

Figure 19  

Age specific male rates of ED 
presentation as a result of 
intentional self-harm injury or 
poisoning, by mechanism of 
injury, Victoria 2013/14-2015/16
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Body region and nature of injury
Only intentional self-harm by sharp or blunt object ED presentations were included in this section, because for the other mechanisms 
of injury, either the body region injured and/or nature of injury were not relevant (e.g., poisoning; hanging, strangulation & suffocation; 
drowning & submersion) or the number of cases was too small for meaningful analysis.

Intentional self-harm by sharp object (n=5,348)
Among ED presentations for intentional self-harm by a sharp object, the upper extremity was the most frequently injured body region 
(65.4%, n=3,497), followed by the lower extremity (12.4%, 662) and the trunk (8.8%, n=472). Open wounds dominated the type of 
injury sustained (72.4%, n=3,870) and superficial injuries were also common (17.4%, n=929). The most frequent specific injuries were 
open wounds of the forearm (33.3%, n=1,780), and open wounds of the wrist & hand (12.9%, n=689).

Intentional self-harm by blunt object (n=1,211)
Among ED presentations for intentional self-harm by blunt object, the upper extremity was the most frequently injured body region 
(70.1%, n=849), followed by the head/face/neck (16.4%, n=199). Fractures were the most common injury type (30.6%, n=371) 
followed by open wounds (22.6%, n=274), and superficial injuries (15.8%, n=191). The most frequent specific injuries were fractures 
at the wrist and hand level (27.9%, n=338), and dislocations/sprains/strains of joints and ligaments at the wrist & hand level (11.2%, 
n=136).

Hospital treatment costs
The summed hospital treatment costs of ED presentations for intentional self-harm was $18.4 million, of which 63.4% ($11.7 million) 
was used to treat female cases; very close to what was expected based on the proportion of females who presented to EDs for 
intentional self-harm injury (64.8%). The breakdown by sex showed that younger persons (those aged 15-24 years) accounted for a 
greater proportion of females’ costs, in comparison to males costs (37.5% vs. 25.0%). See Box 3 for detail regarding hospital costs. 

Table 41  

Summed hospital treatment costs of intentional self-harm injury or poisoning ED presentations  
by sex and age group, Victoria, 2013/14 to 2015/16

Females Males Total

Age group N % N % N %

15-24 years $4,376,650 37.5 $1,677,397 25.0 $6,054,047 32.9

25-34 years $2,505,927 21.5 $1,565,987 23.3 $4,071,914 22.2

35-44 years $2,042,923 17.5 $1,494,629 22.2 $3,537,552 19.2

45-54 years $1,717,904 14.7 $1,132,623 16.9 $2,851,682 15.5

55-64 years $627,954 5.4 $521,584 7.8 $1,149,539 6.3

65-74 years $217,614 1.9 $164,614 2.4 $382,227 2.1

75-84 years $120,025 1.0 $96,941 1.4 $216,966 1.2

85+ years $51,122 0.4 $65,759 1.0 $116,881 0.6

Total $11,660,120 100.0 $6,719,534 100.0 $18,380,808 100.0
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DISCUSSION 

Over the 10-year period 2006/7-2015/16 there were almost 
70,000 Emergency Department presentations (ED) in Victoria for 
intentional self-harm injury or poisoning among adults aged 15 
years and over (n=69,397). Over this period the ED presentation 
rate for self-harm injury or poisoning increased statistically 
significantly (by 3% per year), particularly driven by a 6% increase 
per year among young females. 

The time trend in hospital admissions could not be assessed 
given the change in Victorian Hospital Admission Policy that 
occurred during the study period. However, the underlying 
trend does appear to be fairly stable when both the change 
in admission policy and the hospitals’ apparent reaction to 
this change are taken into account. This is consistent with an 
earlier Australian Institute of Health and Welfare (AIHW) study 
that showed that over the period 1999/00-2011/12 (prior to the 
change in the Victorian policy), Australian hospital admission 
rates for intentional self-harm injury were fairly stable (AIHW, 
2014). 

In the most recent three-year period 2013/14 to 2015/16, 
there were approximately 25,000 ED presentations and 16,000 
admissions to Victorian hospitals for intentional self-harm injury 
or poisoning among adults aged 15 years and older. Females 
were overrepresented accounting for around two-thirds of 
admissions and ED presentations. Consistent with previous 
Australian research (AIHW, 2014), females had higher rates of 
hospital-treated self-harm injury in almost all age groups. Persons 
aged 15-24 years accounted for 32% of hospital admissions 
and 38% of ED presentations. Among both admissions and ED 
presentations, the frequency of cases tended to decrease with 
increasing age. 

Consistent with previous national (Elnour & Harrison, 2008; 
AIHW, 2014) and international research (Bergen et al., 2010; 
Hawton et al., 1997; Geulayov et al., 2016), poisoning by 
pharmaceuticals was the leading mechanism of injury among 
both hospital admissions and ED presentations, although it was 
more prevalent among admissions (76% of admissions and 
46% of ED presentations). Poisoning by pharmaceuticals was 
more common among females than males, accounting for 79% 
of admissions and 50% of ED presentations among women 
compared with 70% of admissions and 39% of ED presentations 
among males. Further gender differences were found when 
the mechanism of injury was examined by age group. Among 
males, the rate of poisoning by pharmaceuticals peaked in the 
younger age groups (20-24 years for admissions and 15-24 for 
ED presentations) but was common across all age groups to age 
44 years (for both admissions and ED presentations). Among 
females there is a much higher and sharper peak in rates from 
poisoning by pharmaceuticals among women aged 15-19 years 
(for both hospital admission and ED presentations). 

Injury due to contact with sharp objects (i.e., cutting) was the 
next most common mechanism of injury among both hospital 
admissions and ED presentations, although it was more 
prevalent among ED presentations (22% of ED presentations and 
14% of admissions). Hospital-treated intentional self-harm by 
cutting rates were highest in the youngest age groups. Hospital 
admission rates peaked among females at age 15-19 years 
and males at 20-24 years, and ED presentation rates peaked 
at age 15-19 years for both sexes. Despite accounting for just 
14% of admitted cases, intentional self-harm injuries as a result 

of contact with a sharp object accounted for 30% of bed days. 
This result may suggest that the injuries caused in these incidents 
were more severe than those caused by other mechanisms of 
self-harm injury (e.g. poisoning). However, several other studies 
have highlighted the significance of this method of self-harm, 
showing that cutting was the strongest predictor of repetition 
of self-harm (Griffin at al., 2015) and future suicide (Cooper et 
al., 2005), suggesting that the injured person may have been 
admitted to hospital due to perceived risk of further self-harm 
injury.

Most suicide and self-harm prevention strategies include 
reference to “comprehensive assessment by qualified persons” 
of self-harm patients attending EDs (Arensman et al., 2016). The 
current study found that although hospital-treated intentional 
self-harm incidents most commonly occurred in the home (46% 
of admissions and 68% of ED presentations), a small but not 
insignificant proportion of incidents occurred in health service 
areas (7% of ED presentations and 8% of hospital admissions). 
This finding could reflect an absence of good practice in risk 
assessment, a breakdown in communication following an 
assessment or the strong motivation of the person to self-harm. 
Further, these estimates may be an underestimate of the actual 
proportion of cases that occurred in health service settings 
considering 40% of admissions and 20% of ED presentations 
were coded to location “unspecified”. 

Engaging in self-harm is the strongest predictor of future suicidal 
behaviour. Self-harm has been found to frequently lead to non-
fatal repetition with a UK study suggested that rates of repeated 
self-harm could be as high as 33% in the 12-months following 
an index case of hospital-treated self-harm (Lilley et al., 2008). 
Repeat hospital admissions and/or ED presentations could 
not be examined in this current study as they cannot reliably 
be identified in VISU-held injury datasets due to the lack of a 
person-based identifier that is consistent across hospitals. An 
investigation of person-linked data has the potential to investigate 
rates of repetition, and outcome, in Victoria. 

It is important to note that the data presented in this section 
includes all hospital-treated cases where coders determined 
that the injury or poisoning was purposely self-inflicted. 
Therefore, incidents where the injured person had the intent 
to die by suicide (but did not die) are included, but intentional 
self-harm cases without suicidal intent (sometimes termed 
non-suicidal self-injury - NSSI) are also included. There is no 
way to distinguish these types of cases from each other in either 
of the datasets used in this section. Although it is common for 
research studies to combine NSSI and suicide attempts together 
as ‘deliberate self-harm’ or ‘intentional self-harm’, research 
suggests that these behaviours differ from each other in clinically 
relevant ways, including on the basis of intention, frequency, and 
lethality (Guertin et al., 2001; Muehlenkamp & Gutierrez, 2007). 
Future work could address whether it is possible to distinguish 
these behaviours in the hospital setting for the purposes of 
administrative datasets. 

The data presented here should be representative of all Victorian 
hospital-treated incidents of intentional self-harm, considering 
that all public and private hospitals contribute to the VAED and 
all hospitals with 24-hour EDs contribute to the VEMD. However, 
the social sensitivity that surrounds intentional self-harm and 
uncertainty regarding intent suggest that the data presented in 
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this edition of Hazard is much more likely to be an underestimate 
of the true incidence of hospital-treated self-harm injury. A recent 
study by Turning Point showed that over a 12 month period 
January-December 2013, Ambulance Victoria attended 6,537 
suicide attempts and a further 2,314 self-injury cases, and of 
these incidents 8,488 were transported to hospital (Lloyd et al., 
2015). These patients were then presumably seen in the ED 
and therefore should have been captured on the VEMD. There 
were 7,500 Victorian ED presentations for intentional self-harm 
injury recorded on the VEMD for that same year although 
just 4,500 of these cases were coded as having arrived by 
ambulance. Therefore, the figures presented in this current study 
could underestimate the true incidence of ED presentations by 
anywhere between 12% (if the arrival mode variable is inaccurate) 
or by up to 47% (if the arrival mode variable is considered 
accurate). 

Although this data should be representative of hospital-treated 
non-fatal self-harm injury, it is clearly not representative of all non-
fatal self-harm injury. Research suggests that less than 25% of 
all intentional self-harm cases seek any sort of medical treatment 
(Meehan et al., 1992) and the most comprehensive Australian 
study of community self-harm (i.e., includes cases not treated in 
hospitals) estimated that around eight per cent of the Australian 
population, aged between 10 and 100 years have self-harmed 
(2010). Nevertheless, studies based on administrative data such 
as the current one, still generate important data, which can 
inform clinical services and public health initiatives to reduce the 
prevalence of self-harm (Windfuhr & Kapur, 2011). 

The effectiveness of prevention and intervention efforts to reduce 
self-harm rely not only on understanding who is self-harming and 
how they are self-harming (as has been addressed in this current 
study) but also on understanding why people self-harm (i.e., 
understanding the motivations underlying self-harm in various 
populations and understanding the various functions that self-
harm serves in these populations). The ED presentations dataset 
used in this study has the potential to provide information on 
motivations for self-harm injury – to the extent that patients are 
willing to share their motivations – as there is a free-text narrative 
field contained in the dataset. The purpose of this field is to 
“clarify the injury event and provide additional information relevant 
to the injury”. A random sample of 5% of cases from the current 
study was examined and the majority of narratives provided little 
indication of motivations for self-harm injury. Less than 10% of 
this sample gave any information regarding reasons for self-
harm (n=107/1213 cases). The reasons given most commonly 
related to interpersonal relationship problems, other (usually 
unspecified) social stressors, or the text field made a reference 
to “depression”. To maximise the utility of the VEMD for self-
harm prevention and intervention efforts, it is necessary for this 
information, when available, to be entered into this free-text field.

Recommendations
The following recommendations are made in light of the findings 
from the current study:

Injury surveillance and coding

• Improved identification of motivations for self-harm injury 
incidents through including this information, where available, 
in the free-text field in the VEMD.

• Improved coding for location/place of occurrence in both 
hospital datasets, particularly the VAED, to better inform 
prevention efforts.

• Continued monitoring of trends in self-harm injury hospital 
admissions once the influence of the changes made to the 
Victorian hospital admission policy are settled. 

• An in-depth study conducted with injured persons 
presenting to a representative sample of Victorian EDs to 
examine motivations for self-harm. This study could also 
address intentions behind relevant incidents to determine 
whether distinguishing between cases with and without 
suicidal intent is possible in an ED setting. 

Other

• A study examining hospital-treated self-harm injury using 
a person-based linked administrative dataset of ED 
presentations, allowing for repetition (and outcomes) to be 
identified. This can also be used to determine indicators of, 
and risk factors for, suicidal intent. 
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BOX 1: DATA SOURCES, CASE SELECTION 

Hospital admissions
Hospital admission data were extracted from the Victorian 
Admitted Episodes Dataset (VAED) for the years 2006/7 to 
2015/16 for patients aged 15 years or older. The VAED records 
all hospital admissions in public and private hospitals in the state 
of Victoria.

Assault related injury incident cases were selected if the 
admission was for a community injury (principal diagnosis code 
in range of S00-T75 or T79) with an external cause code in the 
range X85-Y0999. 

Intentional self-harm: records containing a first external cause 
indicating self-harm (X60-X84) and a principal diagnosis that was 
either an injury (S00-T98) or a mental or behavioural disorder 
(F00-F99) were extracted. 

Statistical admissions and transfers within and between hospitals 
were excluded to reduce over counting. Deaths were excluded 
as fatal cases are covered in the Suicide section of this edition 
of Hazard. When calculating estimates of hospital treatment 
costs and bed days, to provide a more accurate estimate of the 
burden of injury, statistical admissions and transfers were not 
excluded.

Emergency department (ED) presentations
ED presentations data were extracted for patients aged 15 
years or older from the Victorian Emergency Minimum Dataset 
(VEMD) for the years 2006/7 to 2015/16. The VEMD records 
all presentations to Victorian public hospitals with 24-hour 
emergency departments (currently 39 hospitals – 100% state-
wide coverage of these hospitals applies from 2004). 

Assault: ED presentations were selected if the presentation was 
for a community injury (primary diagnosis code in the range of 
S00-T75 or T79) with a human intent code equal to 3 (sexual 
assault) 5 (maltreatment, assault by domestic partner) or 7 
(assault not otherwise specified). 

Intentional self-harm: ED presentations were selected if the 
presentation had a human intent code equal to 2 (intentional 
self-harm). 

Pre-arranged admissions (through the ED) and return visits were 
excluded to avoid over-counting of incident injury presentations. 
When calculating estimates of hospital treatment costs, to 
provide a more accurate estimate of the burden of injury, pre-
arranged admissions and return visits were not excluded.

Deaths 
The data presented in this report was obtained by conducting a 
search of the National Coronial Information System (NCIS). The 
NCIS is an electronic database of coronial information containing 
case details from the coronial files of all Australian states and 
territories, except Queensland, dating back to 1st July 2000. 
Queensland data is contained from 1st January 2001. New 
Zealand data is available for deaths reported from 1st July 2007.

The data entered into the NCIS is collected from source material 
such as the police report of death, autopsy reports, toxicology 
reports and coronial findings from nine jurisdictions. It is 
acknowledged that quality and consistency of these documents 

may vary between and within each jurisdiction. There are also 
differences between jurisdictions as to legislation governing the 
reporting of a death to a coroner, which can impact on the type, 
quality and quantity of the information collected and reported 
by each jurisdiction. These differences will have an impact on 
the information available in the NCIS. It should also be noted 
the NCIS is the result of an administrative data set and data 
collection is the result of operational processes which differ 
between jurisdictions. Contributing data to the NCIS is not the 
primary purpose of the operational processes which can result in 
data limitations.

Only cases that are closed on the NCIS following coronial 
investigation are included in this dataset. Therefore it is possible 
cases of relevance may still be under coronial investigation and 
not included in this report. The data was extracted from the 
NCIS on 27/01/2017.

Cases were removed where the death occurred more than one 
year prior to the start date of the study period, irrespective of the 
date of notification. Cases were also removed where the age of 
the deceased was unknown.

Exact address matches are not always possible, in which event a 
street or suburb location may be the closest location which can 
be identified. A lack of address specificity may therefore cause 
some geocoded results to be allocated to a neighbouring region 
for example, when a suburb is split across two geographical 
boundary areas.

The relationship between the address and geographical 
boundaries is reliant on the MapData Sciences software used 
for the geocoding process. Boundary areas are assigned using 
the Australian Statistical Geographical Standard (ASGS) 2011. 
Geographic codes record the location of the residence of the 
deceased and the location of the fatal incident. Geocodes are 
not applied to the location of: ‘death’, ‘last seen alive’ or ‘body 
found’ codes.

The NCIS Unit conducts a quality assessment of the coding 
associated with cases that have been closed. While every effort 
is made to quality review closed cases in a timely manner, 
there may be a delay between the case being closed and the 
completion of the quality review. At the time of writing, 74.5% of 
cases in the dataset had been quality assured by the NCIS. A 
further 25.4% of cases were yet to be reviewed.

Categories for mechanism of fatal injury were constructed 
based on a review of case information including cause of death, 
mechanism of injury and object or substance producing injury. 
In all instances, the primary contributor to the death dictated 
categorisation (e.g. a death from asphyxiation caused by hanging 
where the deceased also had knife-related injuries would still be 
classified as ‘Hanging’).

The reference manual containing definitions for location codes 
used on the NCIS is available at http://www.ncis.org.au/wp-
content/uploads/2014/06/DataDictionary-Version3b-revised.pdf

The data presented for the bodily site of injury was taken from 
the medical cause of death fields. It is important to note that 
practices in relation to assignment of causes of death and 
terminology used within the medical cause of death are based 
on forensic pathologists individual professional opinion about 
the factors involved in the death, and are not standardised. 
Reference to particular drugs, injuries or diseases within the 
medical cause of death are not standardised in terms of 
terminology or in terms of inclusion in a medical cause of death.
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BOX 2: VICTORIAN 
ADMISSION POLICY 
CHANGE 

Prior to July 2012, Emergency Department (ED) stays of 
longer than four hours could be categorised as a hospital 
admission in Victoria. In July 2012 the Victorian Hospital 
Admission Policy changed significantly so that episodes 
of care delivered entirely within a designated ED or 
urgent care centre could no longer be categorised as an 
admission regardless of the amount of time spent in the 
hospital. This has had an effect on observed trends in injury 
admissions. 

When examining trends in admissions, VISU’s approach to 
dealing with this change has been to identify and exclude 
any admissions that took place in the ED only (i.e. the 
patient received care in the ED only: these ‘admissions’ 
occurred prior to July 2012). However, subsequent to the 
Hospital Admissions Policy change in 2012, there has been 
a sharp increase in Short Stay Observation Unit admissions 
in Victoria. This suggests that patients who might have 
been ‘admitted’ during a long ED stay prior to the Hospital 
Admission Policy change are now admitted to Short Stay 
Observation Units. Due to the resulting fluctuations in 
admissions, VISU cannot accurately assess underlying 
trends in hospital-treated injury in the years following 
Hospital Admission Policy change. 

BOX 3:  
COSTS DATA

The Service and Funding Projects Branch of the Victorian 
Department of Health and Human Services (DHHS) 
supplied VISU with costs data sourced from the Victorian 
Cost Data Collection (VCDC). DH conducts an annual 
collection of cost data via the VCDC and this data forms 
the basis for the cost data which is submitted to the 
National Hospital Cost Data Collection (NHCDC) and 
managed by the Independent Hospital Pricing Authority 
(IHPA). 

Cost data collected through the VCDC can be broken 
by cost bucket components to understand resource 
consumption across health service areas (e.g. allied 
health, Emergency Department, critical care unit, 
intensive care unit, imaging, medical and surgical 
supplied, nursing, pathology, pharmacy, theatre). 

Australian Refined Diagnosis Related Groups (AR-DRGs) 
provide a clinically meaningful way of relating the types 
of patients treated in a hospital to the resources required 
by the hospital. DH supplied average costs per AR-DRG 
(inpatient episodes) to be applied to the VISU-held VAED 
and VEMD. The costs provided were stratified by age 
group and sex and include both direct and indirect costs 
of treating patients.



64       HAZARD Edition No. 83  \\\  December 2017       

BOX 4: ANALYSIS METHODS

Hospital admissions and ED presentations
Rates: Hospital treated injury rates (per 100,000) were calculated 
using ABS population data for Victorians in the corresponding 
years of injury. Population data were sourced from Australian 
Demographic Statistics, 2016 (Australian Bureau of Statistics, 
2016a). Crude rate and 95% confidence interval of the crude 
rates are shown, for ED presentation rates and hospital 
admission rates. Confidence intervals were calculated as:

Trend analysis: in the rates of Victorian hospital assault-related 
ED presentations were modelled using Poisson models, as trends 
in the annual number of events, with the log of the Victorian 
population as offset. All models were adjusted for age group 
and sex, where possible (i.e. unless the analysis was limited to 
a single age group or sex). The results are shown in figures as 
the observed rates over time as well as the fitted rates with 95% 
confidence intervals. The results are presented in a table as the 
modelled annual % change in rate, calculated as:

where α is the estimated value from the Poisson model. The 
analyses were conducted using the PROC GENMOD procedure 
in SAS V9.4. 

Deaths
Rates: Crude and age-specific rates (per 100,000) were 
calculated using ABS Estimated Resident Population 
(ERP) figures for Victorians aged 15 years and older in the 
corresponding years of injury (Australian Bureau of Statistics, 
2016a). 

Trend Analysis: Population based trends in the rates of fatal 
assaults and suicides are shown in figures as the injury incidence 
rate over time. Crude rate and 95% confidence interval of 
the crude rates are shown, for fatal assaults and suicides. 
Confidence intervals were calculated as:

Australian Bureau of Statistics. (2016a). Australian demographic 
statistics, 2016. Cat. no. 3101.0. Canberra.
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Shopping trolleys 22,25,42 

Smoking-related 21,25,29,44 

Socio-economic status and injury 49, 70 

Sports - child sports, adult sports, surf sports, snow sports 8,9,44,15,51,56,66,74,76

Suicide - motor vehicle exhaust gas 11,20,25,41 

Trade and service areas 76 

Trail bikes 31

Trampolines 13,42,61,75 

Vapouriser units 43 

Venomous bites and stings 35 

VISS: How it works, progress, A decade of Victorian injury surveillance 1,26,40 

VISAR: Celebration of VISAR achievements, VISAR name change to VISU 50,61 

Work-related 17,18,58,76,82
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Contact VISU at: 
MUARC - Monash University Accident Research Centre 
(formerly MIRI) 
Building 70, 21 Alliance Lane 
Monash University 
Clayton Campus 
Victoria, 3800 

Phone: (03) 9905 1805 
Email: visu.enquire@monash.edu 

All issues of Hazard and other information and publications of the 
Monash University Accident Research Centre can be found on 
our internet home page: 

www.monash.edu/muarc/visu 

VAED includes all Victorian public  
and private hospitals

VEMD Participating hospitals 
From October 1995
Austin & Repatriation Medical Centre 
Ballarat Base Hospital 
The Bendigo Hospital Campus 
Box Hill Hospital 
Echuca Base Hospital 
The Geelong Hospital 
Goulburn Valley Base Hospital 
Maroondah Hospital 
Mildura Base Hospital 
The Northern Hospital 
Royal Children’s Hospital 
St Vincent’s Public Hospital 
Wangaratta Base Hospital 
Warrnambool & District Base Hospital 
Western Hospital - Footscray 
Western Hospital - Sunshine Williamstown Hospital 
Wimmera Base Hospital 

From November 1995 
Dandenong Hospital 

From December 1995 
Royal Victorian Eye & Ear Hospital 
Frankston Hospital 

From January 1996 
Latrobe Regional Hospital 

From July 1996 
Alfred Hospital 
Monash Medical Centre 

From September 1996 
Angliss Hospital 

From January 1997 
Royal Melbourne Hospital 

From January 1999 
Werribee Mercy Hospital 

From December 2000 
Rosebud Hospital 

From January 2004 
Bairnsdale Hospital 
Central Gippsland Health Service (Sale) 
Hamilton Base Hospital 
Royal Women’s Hospital 
Sandringham & District Hospital 
Swan Hill Hospital 
West Gippsland Hospital (Warragul) 
Wodonga Regional Health Group 

From January 2005 
Mercy Hospital for Women 

From April 2005 
Casey Hospital 

From July 2011 
Bass Coast Regional Health 
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How to access VISU data 
VISU collects and analyses information on injury problems to underpin the 
development of prevention strategies and their implementation. VISU analyses are 
publicly available for teaching, research and prevention purposes. Requests for 
information can be lodged via the data request form on the VISU website or by 
contacting the VISU office by phone.

VISU Staff 
Director: Dr Janneke Berecki-Gisolf 
Research Fellow: Angela Clapperton 
Senior Research Officer: Voula Stathakis 
Data Analyst: Tharanga Fernando
Data Analyst: Dr Jane Hayman
Research Assistant: Adrian Laughlin 
Statistical Advisor: Angelo D’Elia 
Administration Officer: Samantha Bailey
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