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I

Objective: To collect data on the consultation frequency and demographic profile of victims of violence
attending an emergency department (ED) in Switzerland.
Methods: We undertook screening of all admitted adult patients (.16 years) in the ED of the CHUV,
Lausanne, Switzerland, over a 1 month period, using a modified version of the Partner Violence Screen
questionnaire. Exclusionary criteria were: life threatening injury (National Advisory Committee on
Aeronautics score >4), or inability to understand or speak French, to give oral informed consent, or to be
questioned without a family member or accompanying person being present. Data were collected on
history of physical and/or psychological violence during the previous 12 months, the type of violence
experienced by the patient, and if violence was the reason for the current consultation. Sociodemographic
data were obtained from the registration documents.
Results: The final sample consisted of 1602 patients (participation rate of 77.2%), with a refusal rate of
1.1%. Violence during the past 12 months was reported by 11.4% of patients. Of the total sample, 25%
stated that violence was the reason for the current consultation; of these, 95% of patients were confirmed
as victims of violence by the ED physicians. Patients reporting violence were more likely to be young and
separated from their partner. Men were more likely to be victims of public violence and women more
commonly victims of domestic violence.
Conclusions: Based on this monthly prevalence rate, we estimate that over 3000 adults affected by
violence consult our ED per annum. This underlines the importance of the problem and the need to address
it. Health services organisations should establish measures to improve quality of care for victims.
Guidelines and educational programmes for nurses and physicians should be developed in order to
enhance providers’ skills and basic knowledge of all types of violence, how to recognise and interact
appropriately with victims, and where to refer these patients for follow up care in their local networks.

nterpersonal violence has been the subject of much recent
interest as a public health issue in developed countries.1
According to the Swiss 2000 Health Inquiry, 1 in 10 people in
Switzerland admits having been a victim of violence during
the past year, and about 40 000 women could be considered
as having a serious health problem related to violence.2 3 A
study conducted in Switzerland in 1994 showed that 1 in 5
women had experienced domestic physical or sexual violence
at least once in their lifetime.4 5 These numbers are very
similar to those from many other countries.6
Being a victim of interpersonal violence may result in
physical injury or death. In addition, living in a violent
setting can affect health, including an increase in chronic
somatic diseases, alcohol and substance misuse, depression,
suicide, eating disorders, and non-compliance with medical
treatment, all of which lead to increased use of medical
services and resources.7 8 Violent settings also pose a risk for
children and elderly people.9 10
Of health services, emergency departments (ED) are most
frequently called upon to treat patients that are victims of
violence. Patients may consult an ED specifically because of
violence related injuries (regardless of their public or
domestic cause), to ask for treatment, and/or to make an
injury report. About 2.5 % of all patients consulting an ED in
the UK are victims of assaults or violent offence occurring in
the community, and this statistic is 3–10 times higher than
that found in police records.11 In addition, people living in a
violent situation may consult an ED, regardless of the motive
for consultation, more frequently than usual. Several studies
have shown the general prevalence of victims of domestic
violence among patients consulting an ED to be between 12

and 26%,8 12 with fewer than 1 in 25 being spontaneously
identified by health workers.13 23 One woman in four seeking
care in an ED, for any reason, is a victim of domestic
violence.9 Professionals working in ED are often poorly
equipped to manage such situations, and services do not
usually address this health problem.
More knowledge about frequency of consultation, characteristics of victims, and type of violence among people
attending an ED is needed in order to develop screening
policies and identification strategies for patients at risk, to
provide quality care, and to develop relevant educational
programmes. A study was therefore conducted in 2002 in the
ED of a Swiss university teaching hospital in order to collect
data about the ED point prevalence and the profile of people
who are victims of violence. More precisely, the study was
aimed at (a) determining the proportion and characteristics of
adults consulting the medical and surgical wards of the ED
who had a positive result on a brief violence screening
questionnaire; and (b) comparing the number of these patients
with the number of patients requesting an injury report. This
paper summarises the main findings of this study.

METHODS
Study design and population
The ED of the university hospital where the study took place
registered 41 467 patients in 2001 for a population area of
Abbreviations: ED, emergency department; NACA, National Advisory
Committee on Aeronautics; PDNV, patients declaring having
experienced no violence during the previous 12 months; PDV, patients
declaring having experienced violence during the previous 12 months
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Résultats p
PVS –

PVS +

Etiquette collée ici

Suivi médical souhaité
OUI

NON

1. Avez-vous été frappé par quelqu'un, avez-vous reçu des coups de poing ou de pieds ou d'autres
coups durant l'année écoulée, y compris durant les dernières 24 h ? oui
non
2. Avez-vous été menacé ou contraint par quelqu'un durant l'année écoulée, y compris durant les
dernières 24 h ? oui
non
p Si 2 réponses négatives 4 arret du questionnaire = PVS –
p Si 1 ou 2 réponses positives poursuivre le questionnaire = PVS +
3. Si oui par qui ? (plusieurs réponses possibles)
conjoint/conjointe
tiers inconnu
tiers connus et/ou inconnus sur la voie publique
autre personne vivant dans le ménage
agression en bande
enfant/membre de la famille
amis/connaissances en privé
professionnel dans l'exercice de ses fonctions
autre, précisez............................................................................................................................
4. Vous sentez-vous en sécurité avec votre partenaire ou avec votre entourage ? oui

non

5. Y a-t-il un partenaire ou une personne de votre entourage, actuel ou passé, qui provoque en vous un
sentiment d'insécurité en ce moment ? oui
non
6. Ces circonstances sont-elles à l'origine de votre demande actuelle de consultation ? oui
7. Souhaitez-vous que le médecin aborde cette situation avec vous ? oui

non

non

8. Le questionnaire n'a pas pu etre rempli parce que : (plusieurs réponses possible)
refus de la personne
score NACA > 4
problème de langue et/ou de compréhension
oubli du team CIU
discordance évidente entre la réponse du patient et l'observation du soignant (= faux négatif)
incapacité du team du CIU, précisez : (par exemple un accompagnant s'oppose)

Figure 1 Modified PVS in French.

approximately 250 000 inhabitants.14 Monitoring was conducted between 1 and 31 March 2002. During that period, all
consecutively admitted adult patients (.16 years old),
regardless of the cause of admission, were eligible for the
study. Criteria for exclusion were: patients with life
threatening injuries (National Advisory Committee on
Aeronautics score >4), or inability to understand or speak
French, to give oral informed consent, or to be questioned
without the presence of a family member or accompanying
person. After providing oral informed consent, the patient
was asked the screening questions by the nurse in charge.
Patients received written information about the study and
were also provided local sources ofmedical, social, and legal
support in case of violence.
Study protocol
This study was submitted to and approved by the hospital’s
academic research ethics committee (positive pre-study
review by the institutional review board).
The screening questionnaire was the Partner Violence
Screen (PVS), developed and validated in Denver.15 16 For the
purpose of this study, the PVS was translated into French,
and minor modifications were made, namely, two questions
about feelings of insecurity were added to the initial
questionnaire on the recommendation of the ED researchers
in Denver. In addition, two other questions were added, one
concerning the relationship between violence and actual
consultation, and another concerning willingness to discuss
the problem with a medical doctor (see fig 1 for the modified,
translated questionnair). Nurses discreetly administered the
questionnaire while they settled the patient into the cubicle
and performed the routine examination. If the answer to the
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first two questions was "No", the screening test was
considered negative and was stopped. Conversely, if the
answer to one of the first two questions was "Yes", the test
was considered positive, and the other questions were
completed. When it was not possible to interview a patient,
the nurse wrote the main reason for this on the questionnaire. Completed questionnaires were then put into a special
box in the ED. Time to complete the questionnaire was about
20 seconds. Patients declaring having experienced violence
during the previous 12 months (PDV) were those with a
positive PVS whereas patients declaring having experienced
no violence during the previous 12 months (PDNV) were
those with a negative PVS.

Data analysis
Based on an expected prevalence of about 10%, the duration
of the study needed to obtain the required sample size was
31 days. This period was also estimated to be optimum to
ensure sustained attention from the care providers—that is,
administering the questionnaire as part of their usual
activities. In addition to the information gathered by the
questionnaire, sociodemographic data, which are recorded
systematically for any admitted patient, were also collected.
Statistical analyses were conducted with SPSS for Windows
(version 11.0).17 x2 tests were performed where applicable
and p,0.05 considered statistically significant.

RESULTS
In total, 2454 adult patients were treated in the medical and
surgical wards of the ED during the study period. Completed
questionnaires were obtained from 1894 patients, resulting in
a participation rate of 77.2%. Non-participants differed on
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PVS positive (n = 183)
Male

Table 2 Prevalence of positive PVS according
to selected sociodemographic variables

PVS negative (n = 1419)

Female

Male

Variables

n

%

n

%

n

Sex
Age category (years)
16–34
35–54
>55
Marital status
Single
Divorced
Married
Separated
Widowed
Nationality
Swiss
Border*
Non-border
Unknown
Admitting unit
Medical ED
Surgical ED
Days of admission
Monday–Thursday
Friday–Sunday
Hour of admission
0800 to 1600
1600 to 2400
2400 to 0800

96

52.5

87

47.5

699 49.3

720 50.7

46
33
17

47.9
34.4
17.7

45
23
19

51.7
26.4
21.8

189 27.0
213 30.5
297 42.5

184 25.6
160 22.2
376 52.2

51
11
28
5
–

53.7
11.6
29.5
5.3
–

40
7
25
6
8

46.5
8.1
29.1
7.0
9.3

211 30.3
67 9.6
365 52.4
17 2.4
36 5.2

183
93
260
14
165

57
14
23
2

59.4
14.6
24.0
2.1

43
11
30
3

49.4
12.6
34.5
3.4

420 60.1
98 14.0
168 24.0
13 1.9

459 63.8
98 13.6
140 19.4
23 3.2

26
70

27.1
72.9

30
57

34.5
65.5

303 43.3
396 56.7

356 49.4
364 50.6

46
50

47.9
52.1

44
43

50.6
49.4

387 55.4
312 44.6

408 56.7
312 43.3

4
30
25

42.7
31.3
26.0

31
32
24

35.6
36.8
27.6

363 51.9
245 35.1
91 13.0

366 50.8
257 35.7
97 13.5

%

Prevalence
of positive
PVS (%)

Female

Variables

n

Sex
Male
Female
Age category (years)
16–34
35–54
>55
Marital status
Single
Divorced
Married
Separated
Widowed
Nationality
Swiss
Border*
Non-border
Unknown
Unit of admission
Medical ED
Surgical ED
Days of admission
Monday–Thursday
Friday–Sunday
Hours of admission
0800 to 1600
1600 to 2400
2400 to 0800

%

25.6
13.0
36.4
2.0
23.1

Mean (SD) ages were: male 36.5 (15.5) years; female, 40.0
(19.9)) years. *Border, countries bordering Switzerland; non-border,
countries not bordering Switzerland.

almost all variables (excluding civil status and nationality).
They were more likely to have been young, male, treated in
the surgery ward, and admitted Wednesday to Sunday night
between 1600 and 2400 hours. Of the 1894 patients who
completed the questionnaire, 270 were ineligible and 22
refused to participate in the study (11 women and 11 men).
The refusal rate was thus 1.1% and the final sample consisted
of 1602 patients.
The main characteristics of the patients based upon the
results of the PVS screen are presented in table 1. The general
prevalence of PDV was 11.4% (n = 183). Of these, 42% of
cases reported only psychological violence, 18% only physical
violence, and 40% both types of violence (data not shown). In
PDV group, the proportion of men was slightly higher, and
they tended to be younger and single. The majority of the
women were non-Swiss nationals, more often admitted to
the surgical ward (because of trauma), and seen slightly
more often during nights (from 2400 to 0800 hours) and the
weekend.
The prevalence of PDV according to the sociodemographic
characteristics of the patients is shown in table 2. There was a
significantly higher prevalence of PDV among people aged
16–34 years (19.6%), among those admitted to the surgical
(14.3%) rather than to the medical ward (7.8%), and among
those consulting between 2400 and 0800 hours (20.7%). The
highest prevalence of PDV was found among those who were
separated from their partners (26.2%). The lowest prevalence
(3%) was found among people aged >64 years. No significant differences in sex or nationality were found.
The main type of violence occurred in public places
(table 3), with men more frequently involved than women.
Conversely, domestic violence, the second most reported type
of violence, more commonly involved women as victims.
Violence occurring in the workplace was more prevalent
among men.

95% CI

12.1
10.8

9.8 to 14.4
8.7 to 12.9

19.6
13.1
5.1

16.0 to 23.2
9.9 to 16.3
3.5 to 6.7

18.8
10.1
7.8
26.2
3.8

15.3
5.7
5.8
11.1
1.2

to
to
to
to
to

22.3
14.5
9.8
41.3
6.4

10.2
11.3
14.7
12.2

8.3
7.1
11.0
23.1

to
to
to
to

12.1
15.5
18.4
27.5

7.8
14.3

5.8 to 9.8
12.0 to 16.6

10.2
13.0

8.2 to 12.2
10.5 to 15.5

9.0
11.0
20.7

7.0 to 11.0
8.5 to 13.7
15.5 to 25.9

*Border, countries bordering Switzerland; non-border,
countries not bordering Switzerland. CI, confidence interval.

More than half of the PDV group were aged 16–34 years.
Only 16 patients (8.7%) .65 years of age reported violence
on the PVS, and no-one aged over 94 years screened
positively.
Of the 183 PDV, 46 (25%) declared that violence was the
reason for the current consultation (giving an overall
incidence rate of 2.8%), and of these, 25 patients received
an injury report, 19 had violence mentioned in their medical
records, and 2 had neither. Overall, violence was identified in
the medical record or by the establishment of an injury report
in 95% of PDV declaring violence to be their reason for the
current consultation.
Table 3 Type of reported violence according to age
category and gender
Age category and
type of violence
16–34 years
Public
Domestic
Workplace related
Other*
Total
35–54 years
Public
Domestic
Workplace related
Other*
Total
.55 years
Public
Domestic
Workplace related
Other*
Total

Number

Proportion (%)

PVS positive

Men Women Men

Women

n

%

37
4
6
2
49

23
19
3
1
46

61.7
17.4
66.7
66.7
51.6

38.3
82.6
33.3
33.3
48.4

60
23
9
3
95

63.2
24.2
9.5
3.2
100.0

19
6
5
1
31

9
9
3
1
22

67.9
40.0
62.5
50.0
58.5

32.1
60.0
37.5
50.0
41.5

28
15
8
2
53

52.8
28.3
15.1
3.8
100.0

11
2
2
1
16

11
6
0
2
19

50.0
25.0
100.0
33.3
45.7

50.0
75.0
0.0
66.7
54.3

22
8
2
3
35

62.9
22.9
5.7
8.6
100.0

*Other: by another patient, by a sports partner, etc.
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Table 1 Main sociodemographic characteristics of PVS
positive and negative participants
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Approximately 1 in 10 adult patients attending the surgical or
medical units of the ED of this university hospital declared
having experienced physical and/or psychological violence
during the previous 12 months, resulting in an overall
prevalence of reported violence of 11.4%. Of these patients,
25% declared violence as their reason for the current
consultation, which was confirmed by the emergency
physicians, but only half completed an injury report. Even
if immediate physical violence is usually identified by
emergency physicians, it is evident that injury report rates
reflect neither the true prevalence of victims of violence
among patients nor the incidence of immediate physical
violence.
A comparison with prevalence rates obtained in other
studies is difficult, owing to factors such as variations in
methodology, categories of patients studied, definition and
type of violence, and setting.18 For example, in our study, the
PVS screen showed that 34 of 807 women (4.2%) and 12 of
195 men (1.5%) declared having experienced domestic
violence, whereas in the Denver study, the overall prevalence
for female victims of domestic violence admitted to a general
ED ward was 29.5%.15 Our prevalence rate does not include
sexual violence because women seen in the emergency
gynaecology/obstetric ward were not included in our study
population. Similar issues arose when we analysed the
prevalence rate of PDV among elderly patients. Despite
numerous reports, including from Switzerland, that violence
and related behaviours are frequently encountered among
the elderly, it is striking to note that in this sample, the PVS
was rarely positive among patients aged >65 years and never
in those .95 years. This observation may indicate low
sensitivity of the PVS in this specific population.
In terms of external validity, the national health survey in
Switzerland shows an overall prevalence of 9% of reported
violence during the previous 12 months among people aged
15–75 years and over (10% of men and 8% of women). This
includes three types of violence: psychological, physical, and
offence against property.2 In the present study, the prevalence
of physical and/or psychological violence only was 12.1% for
men and 10.8% for women, which is a higher rate than in the
general population.
The majority of patients admitted to the ED agreed to be
questioned about violence, with a refusal rate of only 1.1%.
This is in accordance with previous studies showing patients’
readiness to be asked about violence.19 Interestingly, there
was no difference in refusal rates between men and women.
Despite the barriers to asking patients about violence that are
cited in the literature and that were mentioned by nurses and
physicians during the pre-test period, the number of
questionnaires completed was relatively high (22.8% missing). This confirms the results of several studies, which
showed differences between the representations and beliefs
of health professionals and the willingness of patients to be
asked about violent behaviour.20 21 When nurses have the sole
responsibility of distributing and collecting a self administered questionnaire, response rates in ED screening studies
are about 70–80%.13 In our study, a response rate of 77.2%
was achieved despite a demanding study design. Early
involvement of ED nurses in the design of the study and
regular presence in the ED of the researchers may explain our
high response rate.
There are some limitations to this study. A full 22.8% of
patients admitted to the medical or surgical wards during the
survey period were not included in our sample. They differed
from participants on all main sociodemographic factors. Nonparticipation by these individuals is explained by increased
activity and reduced staffing in the surgery ward at night and
during weekends. Patient overload may have made it difficult
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for nurses to enrol patients systematically in an ongoing
manner during those times. The sociodemographic characteristics of non-questioned patients (young men, treated in
surgery ward, admitted from Wednesday to Sunday night)
and the increased rate of public violence in this population
suggests that we may have underestimated our overall public
violence rate.
The original Denver study using the PVS screening
questionnaire included only women and focused exclusively
on domestic violence. In our study, the PVS questionnaire
was used to screen both women and men for all types of
interpersonal violence. To accomplish this, we made some
slight modifications to the original questionnaire. We also
translated it into French to adapt it to the study population.
These modifications may have decreased the questionnaire validity, possibly diminishing the strength of our
observations.
This short, well accepted, and easily administered PVS
questionnaire established a high prevalence of reported
violence by patients admitted to an emergency department
of a general hospital (11.4%). Despite its limitations, our
study clearly demonstrates that a large number of victims
seeking treatment for recent violence do not receive an injury
report even though immediate physical violence is generally
identified by emergency staff.22 This discrepancy indicates the
usefulness of this type of questionnaire.
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