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THE ROLE OF EMERGENCY DEPARTMENTS
IN COMMUNITY VIOLENCE PREVENTION

This is an update of a paper commissioned by the Department of Health in 2004.

Summary

Emergency Departments (EDs) can contribute distinctively and effectively to violence prevention by working with
Crime and Disorder Reduction Partnerships (CDRPs) and by sharing, electronically wherever possible, simple
anonymised data about precise location of violence, weapon use, assailants and day/time of violence. These data,
and the contributions of consultants in CDRP meetings, enhance effectiveness of targeted policing significantly,
reduce licensed premises and street violence, and reduce overall A&E violence related attendances - in Cardiff, by
40% since 2002. The city has moved from mid table to safest city it its Home Office family of 15 similar cities now, a
position which has been maintained for over three years. In the recent Reform study, Cardiff was 51st out of 55 towns
and cities with more than 100,000 population in terms of the incidence of all assault and robbery. Evaluations have
been published in the Emergency Medicine Journal and the Journal of the Royal College of Surgeons of Edinburgh.

This protocol for Emergency Medicine involvement in community violence prevention sets out the reasons for
contributing, how contributions can be made, what contributions have been found to be effective, who should
contribute and when contributions are best made. Misconceptions and barriers to working with local violence
reduction agencies are listed, together with ways of overcoming them which are consistent with ethical guidance to
doctors and data protection legislation.

Reasons for Emergency Medicine involvement in Community Violence Prevention

Large numbers of violent offences which result in
ED treatment are not detected by the police."?2
Information about location and time of assaults,
which can easily be collected in EDs can help
police and local authorities target their resources
much more effectively.®*

ED professionals, particularly senior doctors,
can be powerful and effective advocates for
community safety particularly when they work in
local crime prevention partnerships.3#

ED health professionals act from the patient/
victim perspective: most crime prevention activity
is orientated towards offenders/offending.
Burdens on EDs can be reduced, particularly
late at night at the weekend when services

are stretched and alcohol-related disorder is
commonplace, including in the ED itself.
Involvement can lead to improvements in local
transport services, pedestrian safety and alcohol
licensing all of which are important in violence
prevention.34

Involvement can help other agencies to realise
the seriousness of violence from a health

standpoint, particularly the numbers and
seriousness of injury sustained.

EDs are the only sources of information about
serial (repeat) injury: a recognised precursor to
homicide in the home and elsewhere.

This approach can identify trends in weapon
use: the use of glasses and bottles as weapons
was first recognised not by police but by ED
services.58

Even very serious violence, knife and gun crime,
may not be reported to the police, for example in
drug — related gang crime.”

Legislation includes the NHS as a statutory
partner in local crime prevention (e.g. Crime and
Disorder Act 1998): emergency medicine is able
to contribute a great deal in this context.

Data sharing provides a new objective measure
of community violence which helps the public, the
police, local government and the Home Office to
understand the true size of the problem.8°

ED staff can facilitate increased reporting of
violence to the police by those injured who are
not in a position to report.°
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ED doctors have an ethical responsibility, in the
public interest, to report serious violence if the
patient or other people are at continued risk,
for example with regard to knife and gun crime,
with regard to people who have been injured
previously at the hands of the same person
and with regard to locations of violence such as
particular nightclubs.

ED patients who have been injured in

violence support routine questioning about the
circumstances of injury, police reporting and
whether they need help to report or to prevent
future harm."3

How can Emergency Medicine contribute to
community violence prevention?

By leading EM efforts to contribute to local
violence prevention.

By ensuring the collection of information from
assault patients with regard to location, time and
other circumstances of assault.®#

By sharing anonymised information promptly
with the police and other local crime reduction
partners.3*

By working with public health and local crime
reduction/community safety partnerships to
measure community violence.®

By identifying serial (repeat) attenders and
referring them to agencies, for example to
womens’ safety units, who can intervene to
reduce the chances of further harm.

By providing EM representation at consultant
level to local crime reduction/community safety
partnerships.

By auditing hotspot locations for violence such as
particular bars and nightclubs.

By providing local clinical experts for drinks
license hearings in local courts, to make sure that
licensing takes account of safety/injury risk.

By being committed to decreasing community
violence as well as treating the injured.

By initiating and participating in local safety
campaigns, working with local media.

By providing facilities and encouragement —
leaflets and opportunities for patients to report to
the police without interference, in the safe haven
of an ED."°

Who in Emergency Medicine and NHS Hospital
Trusts can contribute to community violence
prevention?

Receptionists, who have been identified as in the
best position to record, electronically wherever
possible the necessary information.'? This
obviates the need for busy doctors and nurses to
carry out this task.

Managers and IT staff, who can anonymise
information, adjust local software and share data
electronically with analysts working in local crime
prevention partnerships.

Nurses, who can supplement information
collected by clerical staff, enquire routinely about
the circumstances of injury, and contribute to
secondary prevention, for example with regard to
alcohol brief interventions.

Consultants, who can contribute to local
prevention as persuasive advocates for
community safety acting as ambassadors in

this regard for their hospital Trusts. ED doctors
can be persuasive witnesses in alcohol license
hearings and can contribute effectively to
conferences with other agencies.

When can Emergency Medicine services
contribute to community violence prevention?

During contacts with assault patients.

At attendance of every serial (repeat) assault
patient/victim. Serial attendance should prompt
enquiries about police reporting, as well as
referral to other agencies. A further example is
when, during the night, several injured people
attend from the same night club, when this fact
should be promptly reported to the police.
When those who have been injured in very
serious violence attend: when patients are
brought in unconscious or have been injured in
gun or knife crime when the police should be
informed promptly whether or not the patient’s
consent can been obtained.

Frequency of information sharing with crime
reduction partnerships should be agreed locally.
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What can Emergency Medicine contribute to the
prevention of community violence?

Anonymised data/intelligence, with regard to
violence location, time, date, weapon, and
assailants.

Advocates for local prevention and safety:
particularly consultants contributing to
multiagency meetings.

Expert witnesses and witnesses of fact in court
hearings.

Safe havens for patients to report to the police
and explain to them what has happened.
Partners in local crime prevention: crime
reduction and community safety partnerships
want to work with EDs.

Evidence based attitudes. The evidence based
culture is more advanced in medicine than it is in
crime prevention: ED doctors can bring greater
objectivity to violence prevention effort.
Commitment to safety in the town/city served by
their ED.

Misconceptions and barriers to ED contributions

to community violence prevention

Patient confidentiality.

There are some misconceptions about
confidentiality: although it is, of course,
important to respect the confidential nature of
personal information, data protection and crime
prevention legislation and General Medical
Council guidance makes specific provision for
data sharing to detect, investigate and prevent
community violence, of which all violence which
results in A&E treatment can be considered
from a lay perspective to be a serious example.
Indeed, Hospital Trusts may be in breach of
data protection legislation by, for example, not
instituting processes through which doctors

and nurses can know when patients are repeat
attenders after injury in violence. Responsibility
with regard to data, a key principle underpinning
data protection legislation, means identifying
repeat attenders, and responsible sharing of data
with agencies able to increase community safety.
It is important to ensure that patients have
access to means of reporting violence to the
police whilst in the ED. In the context of recent

murder enquiries, public services have been
criticised for not sharing data when, potentially,
lives and serious injury may have been prevented
by so doing.

With regard to the most serious cases, the GMC
has advised that all firearm injuries should be
reported promptly with the patient’s knowledge
but, if necessary, without their consent.

A blinkered attitude to injury which

focuses only on treatment.

Prevention and wider issues of justice and safety
are also important. Involvement in community
prevention has in the past even been criticised,
wrongly, as ‘unacceptable medical paternalism’.
Hospital Trusts and EDs are of course, central in
local communities.

Unreasonable demands for evidence by

police officers.

Some antagonism on the part of ED staff towards
police officers has been generated as a result

of unreasonable demands for evidence. Police
approaches should take account of the rights

of the injured and responses by ED personnel
should, taking issues of confidentiality into
consideration, take account of the need to detect
and prevent serious violence so that further
violence can be prevented and offenders brought
to justice.

Over-regulation.

In the past, guidelines have been published
which recommend disclosure of information by
senior ED doctors to senior police officers. In
practice, most violence occurs late at night and
at weekends when senior staff in both services
may not be present. Appropriate disclosure of
information about the circumstances of violence
should take place promptly, with regard for
example to gun shot and knife wounds and all
ED doctors should be ready to contact the police
when appropriate. In the past, concern about
the consequences of a formal approach has led
junior doctors to provide police informally with
tip offs in relation for example to drug related
offences.
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Logistic barriers to collection of evidence.
These include lack of appropriate software

in ED reception and elsewhere, and lack of
electronic links with crime analysts working in
crime reduction partnerships. These barriers
can be overcome by receptionist training,
simple adjustments to software by Trust IT
staff, and establishment of formal links between
ED consultants and local crime reduction
partnerships.

Funding.

Relevant data collection, IT support and links with
crime reduction partnerships can be achieved at
no extra cost to local EDs.™ Unjustified concerns
about funding can get in the way of responsible
practice. Solutions are however available from
local crime reduction partnerships who are all
funded to facilitate data sharing.

Time constraints.
Evaluations indicate that whilst doctors and
nurses may be too busy to collect information
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THE CARDIFF MODEL FOR VIOLENCE
PREVENTION - A BRIEF SPECIFICATION

Objective: To prevent violence and to reduce burdens on emergency services.

Essential ingredients:

» Data collection system in EDs — preferably electronic.

* Hospital Trust IT capacity to anonymise and share ED data.

* Crime analyst in Crime and Disorder Reduction Partnership (CDRP) with the skills to integrate and summarise
information about violence from ED and police sources.

» Atleast one NHS ED consultant who is committed to injury prevention, and prepared to lead ED implementation
and attend CDRP task group meetings.

» Prioritisation of violence as a public health issue by the local public health service.

+ CDRP task group dedicated to continuous scientific violence prevention which includes senior police, local
authority and ED practitioners.

Data delivery chain:

Step One 24 hour electronic data collection by ED clerical staff when patients first attend.

Step Two Monthly anonymisation and sharing of data by Hospital Trust IT staff with CDRP analyst.

Step Three Monthly combination of police and ED data by CDRP analyst.

Step Four Summary (less than ten pages) of violence times, locations and weapons by CDRP analyst.
Step Five Continuous implementation and updating of prevention action plan by CDRP violence task group.
Step Six Continuous tracking of violence trends — overall trends and trends in violence hotspots.

Supplementary violence management:
Licensed premises traffic light system.

Menu of effective policing, situational and environmental interventions. For example:

» Targeted street patrols, CCTV, redeployment of police from suburbs into city centre at night.

» Plastic glassware, fast food outlet relocation.

» Pedestrianisation of entertainment streets, continuous night time street cleaning (fear of crime measure).

Performance measures:
 ED data.
» Police iQuanta city woundings data.

Patient/victim interventions:

+ Brief alcohol interventions in hospital trauma and maxillofacial out-patient clinics — delivered by wound care nurses
at the time of suture/plaster removal.

»  Support and referral for multi-agency risk assessment of people injured in domestic violence.

References:

Shepherd JP. Preventing violence — caring for victims. Surgeon 2007;5:114-121.

Robinson AL. Reducing repeat victimisation among high risk victims of domestic violence. Violence Against Women
2006;12:761-788.
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IMPLEMENTATION OF ED- BASED VIOLENCE
PREVENTION: THE CARDIFF MODEL

SCOtIand: In Scotland, recognising the

benefits of managing violence as a public health as
well as a criminal justice issue, and recognising the
effectiveness of the innovative Emergency Department
(ED) initiative which is key to delivering prevention, the
Scottish Government Deputy First Minister and
Cabinet Secretary for Health and Well-being,

Nicola Sturgeon MSP, is leading this. Working

with a senior medical advisor in the Scottish
Government, Dr Padmini Mishra and the
Deputy CMO, Peter Donnelly, this initiative
is being rolled out throughout the
Lanarkshire Health Board, at

the Glasgow Royal Infirmary,

Edinburgh Royal Infirmary

and in Fife and Aberdeen.

Evidence of effectiveness

of this initiative is

influencing both

strategic and tactical

thinking and is seen as

key to understanding

violence and driving

prevention in the context that

only about 25% of violence which

leads to hospital treatment appears

in police records, including the

prevention of knife and gang crime.

Injury data is, following the Cardiff
evaluation, being used to develop a new performance
measure. The Scottish Government is developing
national electronic ED data collection facilitated by the
ED Information System (EDIS). Overall, in the words
of Karyn McCluskey, Strathclyde Police and the Violent
Crime Unit (VCU) for Scotland Principal Crime Analyst,
referring to information derived from A&E, ‘We could not

do without it’.

”

¢
3
v

Wales . Reflecting convincing evidence of the
benefits, the Cardiff Model has been adopted by Welsh
Assembly Government and leadership is being provided
by the Director of Community Safety for Wales, Gillian
Baranski, who established a strategic Crime-Health
Group in 2005 which is working
.&. with EDs in Wales in the context
of the Wales Emergency
Department Federation
(WEdFed). Implementation is
being taken forward in Merthyr
Tydfil, Bridgend, Neath Port
Talbot and Camarthen. The
National Public Health Service
for Wales, which has published a
framework for community safety
partnerships and local health
boards, ‘Community violence
and the NHS’ (NPHS ISBN: 0
9547446 6 7) has, through
road shows, in Wrexham
and Cardiff disseminated
information throughout
Wales. In Cardiff, after
10 years of refinement of
the initiative, the principal
active ingredients remain
the unique anonymised
NHS data about violence
location, time and weapon,
participation of ED consultants in crime reduction
partnership meetings and the evidence-based NHS
culture. Spin off innovations include the first UK university
police school (the Universities’ Police Science Institute),
opened by the Prince of Wales in June 2007, the
widespread use of plastic bottles and glasses in Cardiff
— a principal weapon type throughout the UK — and the
provision of confidential reception facilities in EDs making
for a more personal emergency service.
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EVIDENCE OF EFFECTIVENESS

The charts below demonstrate reductions in violence - related ED attendances in Cardiff for both men and women, a
sustained reduction in woundings in Cardiff compared with the other cities in the Home Office Cardiff family, the fall
of Cardiff to the bottom of the woundings league table and Cardiff’'s current (May 2007) position for woundings and all
violent crime
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Above: Chart showing the number of violence related A&E attendances Cardiff - 1999 to 2007
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Above: Chart showing trends in woundings recorded by the Police in Cardiff and in the other “most similar” cities in it’s
Home Office family
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Position of Cardiff in Home Office Family of "Most Similar” Cities - Woundings
(iQuanta Data)
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Above: Chart showing progress of Cardiff to safest city in it's Home Office family
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Below: Home Office iQuanta Police Wounding Data - charts showing Cardiff family May 2007
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Below: Home Office iQuanta Police All Violence Data - charts showing Cardiff family May 2007
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Summary of published evidence
Journal of The Royal Colleges of Surgeons of Edinburgh and Ireland - 2007
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Lecture

Preventing violence —
caring for victims

Part of the great tradition of surgery, exemplified by the Royal College precept, ‘From Here
Health', is that surgeons are committed to prevention as well as cure. King James IV and his able
contemporary in China, where this lecture was delivered, Emperor Hongzhi, would have approved
of it. This tradition has, perhaps, been neglected since the emergence of public health as a medical
specialty. However, opportunities and reasons for surgeons to contribute to prevention have never
been greater. Community violence prevention - increasing public safety in the towns and cities in
which surgeons work - is an example. Primary prevention of injury achieved by collecting and sharing
unique information about weapons and the locations of assault, secondary prevention achieved by
combining wound care with motivational interviewing to reduce alcohol misuse, and tertiary prevention
achieved by early referral to mental health professionals for treatment of post-traumatic stress, have
been integrated into a new care pathway which combines prevention with surgical care. Individuals
and communities would benefit substantially if every surgical specialty incorporated prevention - a

professionally highly-rewarding activity - into its training curriculum.

Kevwords: prevention, injury, surgery, multi-agency, alcofol mivase

Surgean, 2 Apeil 2007 114-121

INTRODUCTION

Prevention of illness and injury has long
been of interest to surgeons. More than any
other health professionals, perhaps, surgeons
understand the burdens and risks of treatment
and that prevenlion 15 as important as cure.
Furthermore, commitment to prevention is
entirely consistent with the precept, ‘From
Here, Health” which is at the heart of the Roval
College of Surgeons of Edinburgh’s (RCSEd)
quincentenary celebrations.' Rightly of course,
specialisation in medicine and surgery has led
to the development of epidemiclogy and public
health as distinet disciplines with their own
training programmes and professional regula-
tion. At the same time, surgeons have made,
and can continue to make, enormous contri-
butioms to prevention, both as part of their
everyday practice and also, from time o fime,
by moving from surgery into public health.
For example, Dennis Burkitt, a distinguished
fellow of the RCSEd, while he was a lecwurer
in surgery at the Makerere University College
in Kampala, Uganda, through assiduous collec-
tion of case records, assembled the evidence
which links his eponymous lymphoma with an
infective agent later identified as Epstein-Barr
virus. Not content with this, he distinguished
himself in an entirely different field of public
health through his studies of the epidemiclogy

B 71 Royal Colleges of Surgeons of Edinburgh and Ireland

of cancer of the colon and rectum, linking
dietary [actors 1o gastro-intestinal neoplasia.’

Sir Kenneth Calman and Sir David
Carter, distinguished Chief Medical Officers
for Scotland, are more recent examples
of distinguished surgeons who have made
major contributions to prevention, and there
are many others in general surgery, dental
surgery, ophthalmology, dermatologic surgery
and in other specialtics of surgery who have
also contributed,

VIOLENCE AND SURGERY

Since the beginning of recorded medical

history, surgery and the development of

surgery, have been closely linked with injuries
caused in conflicts. Indeed, surngery owes a
great deal 1o its pionesrs who were surgeons
in wartime. Quantum leaps in  surgical
understanding and the organisation of trauma
services come from, for example, the work
of Baron Larrey, Napoleon's surgeon general
serving the Grande Armeé. War surgery has
increased knowledge and improved oulcomes
of the surgery of bums and limb injuries and
has developed understanding about the opti-
mum time o intervene as well as the best way
trauma services should be organised and the
principles of triage applied. Not surprisingly,
war surgery including the surgery of fircarm

2007 Surpeen § 2 11121
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and other wounds sustained in civil unrest; Northem lreland,
for example, has long been a draw for surgeons wishing 1o
improve their skills,

Imerpersonal  violence, defined by the World Health
Organisation as violence between individuals or small groups
of individuals, is an insidious and frequently deadly social
problem which includes child maltreatment, youth violence,
intimate partmer violence, sexual violence and elder abuse’
It takes place in the home, on the streets and in other public
settings, in the workplace and in institutions such as schools,
hospitals and residential care facilities, The direct and indirect
financial costs of this violence are enormous, guite apart from
the social and human costs that cawse untold damage 1o the
economic and social fabric of communitics and entire countries.
The World Health Organisation {(WHO) 2002 *World Report
on Violence and Health’, prompted by rescarch demonstrating
the substantial physical and psychological impact of violence,
has established violence as a public health issue globally. It has
been calculated that the worldwide age-adjusted death rate for
violence in 2000 was 28.8 per 100,000 population. However,
death rates from violence vary according o country income
levels. [n 2000, the rate of violent death in low to middle income
countries was 32 per 100,000 population, more than twice the
rate in high income countries (14.4 per 100,000 population).
There are also considerable regional differences in death rates
from violence. In Africa and the USA, homicide rates are nearly
three times greater than suicide rates whereas, in Europe and
South East Asia, suicide rates are more than double homicide
rates. Within regions there are also large differences between
countries. For example, the 1994 homicide rate among males in
Columbia was 147 per 100,000 while the cormesponding rates in
Cuba and Mexico were 12,6 and 32 per 100,000, respectively.
However, in all parts of the world, death represents the tip
of the iceberg as far as violenee is concemned. Importantly,
information about crime from criminal justice systems — the
police and courts for example - is very much less complete
than public health estimates of fatal and non-fatal injury.”

The anatomical distribution of injuries sustained in violence
also varies from country to country and injury severity depends
on weapon use, particularly the use of firearms. However, in
terms of frequency, the oro-facial region is most affected,
reflecting the commonplace use of fists and blunt weapons in
vielence. In the UK, for example, the majonty of fractures,
lacerations and haematomas caused by violence are facial.®

MEASURING VIOLENCE

Traditionally, measuring violence has been the remit of crime
statisticians using police records and information abtained from
national crime surveys — usually of large random samples of
householders surveyed in the British Crime Survey for exam-
ple, which is now an annual survey of 40,000 households
in England and Wales. However, such crime surveys do not
provide measures al community, lown or city levels because
of problems with sample size leaving, until recently, police
records as the only available measure. Furthermore, crime
surveys useally do not include violence towards children.”

A major problem with police records however, is their
incompleteness, International and national crime surveys in
Sweden, the UK and the USA all demonstrate low police
recording rates.® For example, the British Crime Survey
has found that three quaners of ‘moderately serious” violent
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offences do not appear in police records.” When it has been
studied, nowhere is this under-recording more obvious than in
trauma services: studies in Bristol, Cardift and Swansea, in the
UK, have all shown that between three quarters and four fifths
of assaults which result in hospital treatment do not appear in
police records. Furthermore, police recording is shown to vary
by patient age and gender and vielence location such that, for
example, violence in which older women are injured is much
more likely to find its way into police records than violence
in which young men are injured."™" A principal reason for
non-recording of vielence by the police is lack of reporting. The
injured may not report offences because they cannot identify
the assailant, because they are afraid of reprisals and because
of their hostile attitudes towards the police and reluctance to
have their own conduct serutinised too closely.” Intoxication
—usually with alcohol — and being in hospital also decrease the
chances or delay police reporting. Mot surprisingly, violence
associated with drug trafficking and violence inside bars and
nightclubs is unlikely to be reported to the police. One study
found that seven outl of eight assaults inside premises licensed
to sell alcohol which resulted in hospital treatment did not
appear in police records.” A study from Denmark suggests
that the extent of under-recording is similar across national
boundaries. Here, the overlap between the population of victims
known to the police and those known to a local hospital was
23% — remarkably similar to the extent of unrecorded violence
in the UK."

Mot surprisingly, given these findings, it is not even safe
to assume that the most serious viclence will necessarily be
detected by the police, For example, a study in Bristol showed
that police recording was not related stnistically o injury sever-
ity scores, and a study in the USA found that 13% of firearm
violence idemtified in Atlanta emergency departments (EDs)
did not appear in city wide police records.'*"*

These findings raise an important justice issue. Unless
trauma surgeons and emergency physicians judge - which
they are not in a position to do — that all assault injuries are
the fault of the injured patient, can it be right that week in,
week out, injured people are admitted to hospital for surgical
intervention when the cause of the injury — the assailant — is
not even investigated let alone brought to book? Clearly, this

applies 1o a large minorly, even a majorly of some Kinds of

violence, This sense of injustice has been a major motivation for
surgeons 10 collaborate with local authorities and the police 1o
try to prevent violence and, by all ethical means, to ensure that
violent people are prevented from causing repeat injury.''™'®
Other motivations for surgeons and public health specialists to
become involved include the enormous morbidity and mortality
arising from violence — the motivation for the WHO *Repont
on Violence and Health'*

In some countries, such as the UK, these findings have
prompted legislative change — the 1998 Crime and Disorder
Act, for example, which imposes responsibility on health
services, local government and the police to work together o
audit and prevent crime.” A elause of the 2002 Police Reform
Act brought Primary Care Trusts and Local Health Boards (in
Scotland and Wales) formally into these local partnerships.
Importantly, this legislation sets the scene for local communi-
ties to combine information from all principal sources in order
to target finite prevention resources accurately.

These developments fit with the realisation that primary care

The Royal Colleges of Surgeons of Edinburgh and Iretand || IEEENN

EFFECTIVE NHS CONTRIBUTIONS TO VIOLENCE PREVENTION - THE CARDIFF MODEL . OCTOBER 2007

14



data have great potential to guide both national understanding
and lead activity in preventing injury and illness, "™

CORE DATA FOR PREVENTION
Since the principal responsibility of trauma surgeons is the
effective and efficient care of trouma patients, processes {or
the collection and sharing of data which will help prevention
need 1o be compatible with, and sustainable in, busy everyday
surgical practice. Evaluations have found that the best way to do
this 15 for emergency department reception stafl 1o collect data
electronically from assault patients and those who accompany
them when they first arrive,™ This means that busy clinical
stafl are not diverted from their core clinical tasks, However,
leadership from senior emerzency and trauma service staff is
essential o ensure that the necessary processes are established
in their departments and that efTeetive working relationships are
forged with local authorities and the police so that data are used
to best effect. In the UK, a core violence dataset has been agreed
with the Home (MTice and comprises six questions about the
precise circumstances of violence: which street; which licensed
premises or other location; which weapon was used — fist,
feet, glass, bottle, knife, firearm or other weapon; how many
assailants there were; and whether the incident was reported 1o
the police and, if not, whether the patient would like hospital
staff 1o report on their behalf™

Once the data have been collected, it is a straightforward
task for NHS IT stafl 1o anonymise and share it regularly with
local authorities and the police so that this information can
be combined with police intelligence 1o identify particular
locations where violence is concentrated, and to identify
frequency of use of particular weapons, which can be the
subject of prevention initiatives.™

Evaluations of the invelvement of surgeons in this way have
found that disclosure of these unique data to city authorities,
the police, and local media enhance prevention by drawing
substantial attention and crime prevention resources (o the
locations of violence.”” This data sharing and local advocacy
on the part of trouma surgeons has prompled the formation
of local police task forces responsible for targeting city street
crime, and overt and covert police inlerventions, targeted al
violence hotspots such as particular licensed premises, and
the use of injury data o oppose dnnks/entertainment license
applications by the alcohol industry.'” These unique injury data,
combined with police intelligence have also prompied changes
to late night transport arrangements, changes in the routes of
police patrols, transfer of police resources away from sale
city suburbs to city centres, relocation of fast food outlets in
city centres and the pedesinanisation of enlertainment areas,
Ome evaluation showed that the effectiveness of this violence
prevention work was signilicantly enhanced when emergency
physicians, in the context of a local crime prevention pariner-
ship activity, confronted nightclub management with injury
images and data and told them that injuries in their premises
were being andited in the local trauma service and that audit
results would be published in the local media.”

Implementation of these pioneering measures in Cardif has
been followed by an overall decrease of 35% in numbers of
assault patients secking ED treatment (2000-5), compared with
an overall 18% decrease in England and Wales over the same
period; and a 31% decrease in assaults inside licensed premises
in Cardifl city centre (19992001}, Furthermore, according to
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Home Office data, by 2005, with the exception of Cambridge,
Colehester, Southend and York, Cardill was experiencing lower
levels of vielence (*all violence’ and robbery combined) than all
55 wowns and cities in England and Wales with a population of
greater than 100,000 In its Home Office “family” of 15 similar
cities (based on socio-economic and demographic variables)
it has been the safest city according to these criteria for three
vears (2003-6). These findings show that it is not just data
which are important, but also the contributions of emergency
and trauma surgeons in their local communities working with
key local agencies. Partnerships of all kinds work best if each
of the partners contributes their unique information, expertise
and capability to joint tasks and are committed 1o question and
debate policy and resolve controversy.

This is familiar territory Tor public health specialists. In
his elassic epidemiological study which paved the way for the
construction of London sewers 1o prevent cholera outbreaks,
John Snow - an anaesthetist — painstakingly mapped cholera
hotspots — the watering holes of Victorian London.™ In the
same way, similar prevention skills should be deployed now to
identify and eliminate violence hotspol nightclubs and public
houses — the 21st century watering holes of today.'®

As with any worthwhile study, measurement methods, in
this case of violence, need to be objective. Measurement, using
injury records, is possible because all software systems in UK
accident and emergency depantments differentiate between
accidental and intentional injury. This has facilitated study
of several hundred thousand assaults, idemtified by means of
trauma service data.” Reassuringly, selling these data alongside
measures of unemployment, deprivation and other measures of
ceonomic activity, has demonstrated that this injury measure is
indeed both valid and reliable.® Furthermore, these studies have
demonstrated that the nsk of assault injury is strongly inversely
related 1o economic activity — high rates of assault injury are
associated with low economie activity reflected in house prices
and youth unemployment rates, for example. These validation
studies have also identified previously unrecognised correla-
tions, for example between the size of the ethnic minority
population and violence, suggesting that trauma services may
be a new opportunity to develop an early warning system for
racist tension and violence.™

Alcohol consumption has long been associated with violence
and disorder. Trauma service rescarch has contributed to
understanding the mechanisms by which alcohol consumption
increases risk. It is now known that aleohol increases risk of
imjury through reducing physical competence, through poor
decision making, through isolation in risky urban situations
and by reducing the capability of the injured o identify their
assailants or report offences.” An inverse relationship has also
been found between aleohol prices and hospital treatment for
injuries sustained in violence — lower beer prices are associated
with higher chances of trauma service treatment.™ This finding
has prompted attempis to eradicate cheap drinks promotions
and re-evaluation of alcohol axation policy,

TRENDS IN VIOLENCE

Official crime statistics published by governments - police data
and the results of crime surveys — have often generated more
heat than light since trends derived from the two sources ol
data have often conflicted with each other.” Typically, over the
period 19992005, police data have suggested steady increases
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Trends in Violence in England and Wales

Annual Viclent Incidents per 100 Populatior
{Police & BCS data)
o

: ’M,ﬂr"’ﬂ’ﬁ 02

09

0.8

- 0.7

0.6

0.5

0.4

0.3

Annual Viclent incidents per 100 Population
(Hospital Data)

& =y
1 0.1
0 0
1899 2000 2001 2002 2003 2004 2005
Year
—w— British Crime Survey —#— Police —a— Hospital Data

Figure 1: Trends in wiokance in England and Wales accovding fo pofice, crime sunvey and injury data,

in violent crime in England and Wales, whercas crime survey
data have suggested steady decreases, Injury data denved
from trauma services have brought clarity (o these trends:
findings from the National Violence Surveillance Project in
England and Wales, in which trends are derived from ED
data, demonsirate a significant reduction in violence over the
same period (see Figure 1).% This is nol to say that measuring
violence from injury records 15 without limitations — no method
of measurement is perfect — but this evidence does indicate
that crime survey data are objective, that police data are not
a reliable measure of violence and that rates of violence in
England and Wales have fallen since 1999, This is reassuring
for a confused public who, in the absence of clear information
and often influenced by lurid media reporting, are increasingly
fearful of violent crime.”

An evaluation of the effectiveness of closed circuit television
(CCTV) in city centres has also shed light on vielent crime
trends.” A comparison of five large towns without urban
centre CCTVY with five with town centre CCTV showed that
this surveillance system increased police detection rates for
violence and disorder, compared with control towns with no
CCTY surveillance. In contrast, trauma services in the towns
with CCTV experienced a decrease in the mumbers of assault
patients seeking treatment in EDs, in contrast to control towns
where an increase in assault patients was observed. This
differential effect was interpreted as follows, CCTY, which
is characterised by continuous radio links between those who
watch CCTV monitors and police patrols on the ground, results
in rapid detection of antisocial behaviour and violence and
prompts rapid deployment of police patrols to these incidents
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limiting violence so that less harm {injury sustained) is caused.™
An illustration from the school playground is helpful here
— if a teacher gets to a fight early then an incident has still
cceurred but no one has been hurt. Since most UK violence
is concentrated in and around public houses and nightclubs in
towns and city centres, this differential effect - increased police
detection but decreased assault patients seeking treatment — was
looked for in national data (Figure 1). This comparison showed
that opposite trends according to police and injury data almost
mirrored each other over six years demonstrating the injury
prevention elfectiveness of accurately and comprehensively
targeted police activity. At the same time, this demonstrates
the unreliability of police data as a measure of community
violence,” In turn, this evidence from trauma scrvices is
prompting a review of the use of official crime statistics and
al the time of writing, it seems likely that the UK Home Office
will recommend the use of injury data to measure and prevent
community violence,

COMBINING PATIENT CARE WITH PRACTICAL
PREVENTION

A care pathway for the management of people injured in
violence has been developed which combines  treatment
with prevention al every level of care, based on a senies of
randomised controlled trials and the evaluations summarised
above (Figure 2).°* Traditionally, the management of trauma
patients has focused on physical injuries o the exclusion of
almaost all other violence risk factors and outcomes. The care
pathway described here was designed to target risk factors
such as the precise locations where injury was sustained, the
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PREVENTING COMMUNITY VIOLENCE

l_ + Physical injury treated

+ Core assault data —
(location, time, weapon etc.)
recorded and anonymised

+ Victim advised on police
reporting, Victim Support,
iraumatic stress, Women's
Safety Unit, Women's Ad

Victim contacted to identify.

Traumatic needs

« Circumstances —
of assault
(anonymised)

Figure 2: Care pathway for assaut patients attending trauma senvices.

weapons which were instrumental in causing injury and also
a major risk factor for injury in violence — alcohol misuse. It
also takes account of the mental health outcomes of violence
— anxiety, depression and post-traumatic stress disorder and the
need for mental health intervention.” Clearly, as cost-effective
prevention interventions emerge, they should be incorporated
into patient care to limit physical and psychiatric morhidity, to
reduce risk of repeat injury and to develop safer communities.
In this care pathway, in addition to the prevention initiatives
deseribed above, primary prevention is exemplified by the
introduction of toughened and plastic beer glasses, secondary
prevention is exemplified by trauma clinic and magistrale court
briel” alcohol misuse interventions (motivational interviews)
and tertiary prevention is exemplified by cognitive behavioural
therapy to prevent posi-traumaltic stress disorder™,

PREVENTING GLASS INJURY

Trauma surgery research in the 1980s identified bar glasses
and bottles as weapons for the first time.® The principal
glass types — one pint capacity, straight sided lager glasses
- were then identified together with the obwvious morbidity
which these assaults cause.™ It was found that 75% of injuries
were of the face, that eye injuries were infrequent but often
serious and that, in the opinion of treating trauma surgeons,
75% of mjuries were likely to result in very noticeable or
noticeable scarring a year later.™ Laboratory rescarch then
concluded that glasses typically used as weapons in vielence
which were tempered (toughened) in the manufacturing process
had two potential injury prevention qualities — first, they were
much more resistant 1o breakage and, second, when they did
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break they disintegrated into relatively harmless (sugar lump)
pieces with comparatively blunt edges compared to the more
acute, sharp edges of non-toughened glass fragments™ A
community randomised controlled trial was then carried out
in which 57 public houses in the West Midlands and South
Wales were restocked on a random basis either with toughened
or non-toughened one pint capacity glasses. Injury data were
provided by 1229 bar workers over the course of the trial *
Surprisingly, it was found that the injury rate was 60% higher
in the intervention group — in those licensed premises which
had been restocked with toughened glass (relative risk: 1.5
95% CI: 1.1-2.3). However, in laboratory testing it was found
that the “oughened” glasses had, in fact, been rendered less
resistant 1o breakage in the toughening process and that the
control glassware was more resistant o breakage, In this trial
therefore, which turned oul 1o be double blind, it was concluded
that increasing the impact resistance of glassware was indeed
associated with lower injury risk.”

These findings prompted the UK glass and alcohol retail
industries w0 switch o toughened glassware.” Not surprisingly,
ong of the recommendations in the trial report was that a
manufacturing standard was needed to regulate the toughening
process: this has yet to be developed. Encouragingly, successive
British Crime Surveys, in the year before and the year after the
switch from non-toughened to toughened glass, demonstrated
that, in the year before the switch, 13% of violence between
strangers involved the use of glasses or bottles as weapons and
that, in the year after the switch, this h ad reduced o0 4%, It
has been estimated that this equates with an annual reduction
of 81,000 (95% CI: 47,000 — 115,000) in the number of vielent
ncidents involving the use of plasses and botiles as weapons®,
With the knowledgze that increasing impact resistance of drinking
vessels decreases injury risk, it is elear that the use of altermative
materials — particularly plastic materials — can reduce the risks
even further.™ This remains a priority area for prevention since
reductions in glass injury have not been maintained — probably
reflecting availability and use of poorly toughened glass and
increased availability of bottled drinks,

REDUCING ALCOHOL MISUSE

Substantial reductions in road traffic injury as the result of
drink drive legislation and law enforcement prompts optimism
that changing behaviour with regard to alcohol consumption is
achievable in other contexts.™ A practical way to achieve this
has emerged from research on briefaleohol interventions which
are motivational interviews designed to link aleohol misuse
with risky behaviour in the minds of drinkers and, based on
this, to prompt them to decide 1o reduce alcohol intake. This
aims o capitalise on “teachable moments’, represented, for
example, by an aleohol misuse-related admission to hospital
or the aftermath of an alcohol-related injury.™ Several meta-
analyses of brief interventions have been published and there is
no doubt that they are effective in a range of healtheare settings
including trauma services " These brief interventions have
been found to be *,..as effective as more expensive specialist
treatment’, and to ‘double chances of consumption modification
at 6-12 months’. "™

Trauma clinics provide an excellent opportunity to deliver
these motivational brief interventions.™ Furthermaore, this is
the opportunity for a particularly cost-effective intervention,
since trauma clinic nurses can be trained to deliver the brief
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intervention concurrent with standard wound care (removing
sutures, for example). A randomised controlled trial of this
approach in maxillofacial clinics, which paticnts usually attend
five to seven days afler their injury when they are sober, has
demonstrated effectiveness. One year later, for males aged
between 15 and 35 who had consumed seven units of aleohol
or more in the six hours prior to their face injury, the marginal
benefit of this intervention was 22%, This means that, in addition
to the alechol consumption reduction prompted by the injury
itsell, the brief intervention converted a further one in five at-risk
patients to safe drinking levels,™ The results of a randomised trial
of a similar intervention delivered 1o offenders, those who cause
injury, immediately following sentencing in magistrates” courts
has also demonstrated a significant reduction in injury sustained
in the first year after the intervention but no significant effect
on aleohol misuse or violent or other offending. In sum, this
evidence suggests that reducing alcohol misuse reduces the risk
of injury more than the propensity 1o be violent and, therefore,
that reducing vulnerability to imjury 15 a better option than
reducing aggression by this means,

PREVENTING POST-TRAUMATIC STRESS

Any traumatic event, including violence, may precipitate an
acute psychological response. Charactenistic leatures of this
are fear, anger, recumrent distressing thoughis, guilt, depression,
anxiety, bad dreams, irritability and generalised hyper-arousal
{jumpiness). Such responses should be considered normal.”!
Most research on mental health outcomes of violent crime
has focused on the psychological effects on women of sexual
assaults, For example, Rothbaum e af { 1992) studied 95 female
rape vietims prospectively and found that 47% had developed
post-traumatic stress disorder (PTSI2) by three months.* The
prevalence of PTSD after physical injury of other kinds 15 lower
but, according to most studies, around 30% develop PTSDLY
Long-term psychological responses are more common after
violence than afier accidemt - a study of patients with jaw
fractures Tound that, although levels of anxiety and depression
were similar after one week, by three months levels had only
reduced in the accident group.”

Perceived threat to life, physical injury, completed rape,
high levels of emotional shock (acute stress) immediately
following trauma, a psychiatric history, family psychiatric
history, lack of social support and high neuroticism are all
predictors of PTS[.Y

Attempts have been made to prevent PTSD and other
psychiatric disorders by providing psychological interventions
shortly after major rraumatic events, Very importantly, however,
a Cochrane systematic review of randomised controlled trials of
carly single session psvchological interventions that involved
some reliving of the traumatic experience, compared with no
iniervention, found a negative effect on subsequent psycho-
logical distress, despite being well received by a majority
of participants,® Complex, early psychological imerventions
using cognitive behavioural methods are more effective. ™
These findings and the effectiveness of exposure therapy for
established PTSD led to the development of a four-session
inmtervention that included elements of exposure therapy
and cognitive restructuring.”™" Owverall, however, universal
as opposed 1o targetied briel psychological interventions
- ‘debricfing’ — do more harm than good.* Mental health
interventions which include straightforward explanations of
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the stress experienced and in which patients are encouraged
1o describe the assault in detml including their thoughts, feel-
ings, sights, smells, noises, emotions and physical reactions,
are most elTective.” Challenging erroneous but perhaps natural
beliefs that the violence is the patient’s fault also seems to be
impaortant, as is ‘image habituation” training where the traumatic
image is kept repeatedly in mind.™ Trauma patients often avoid
the locations and circumstances in which injury took place
for the rest of their lives — this avoidance behaviowr can now
be treated. Owverall, interventions such as these significantly
decrease the symptoms of post-fraumatic stress.™ For trauma
surgeons, long-term psychological outcome is associated with
higher levels of initial pain, emphasising the need for effec-
tive analgesia during surgical treatment.* Importantly, mental
health sequelae other than PTSD, anxiety and depression, in
particular, need 1o be identified and trented early.

Overall therefore, there is benefit in initial sereening and
referring patients with acute stress 1o mental health profes-
sionals for further screening and treatment. However, the
prevalence of post-traumatic siress decreases in the months
following injury, the effects of psychological interventions,
though significant, are not large and there are cost-effective-
ness challenges associated with multi-session mental health
interventions. This is, therefore, an area where more research
is needed to develop cost-effective combined surgical-mental
health interventions.,

CONCLUSIONS

What does all this mean for busy surgeons and dental surgeons
responsible for treating those injured in violence? First, it means
that injuries sustained in the cities and wwns in which surgeons
work can be prevented. Second, trauma surgeons can contribute
distinetively and effectively to prevention by ensuring that data
about the circumstances of injury are collected and shared.
Third, surgeons can contribute to safety by working with
colleagues in local government and the police particularly in
the context of, now statulory, community safety parinerships.
Here, the same lessons as those learned by surgeons in multi-
disciplinary teams apply: joint approaches work well in the
context of active, fronk debate where there is mutual trust
and commitment 1o the task in hand — in this case prevention
rather than cure. Surgeons don't need to become qualified in,
or switch to, a carcer in public health to contribute,

Prevention in terms of the narrow confines of medical
specialisation is now oflen considered 1o be the purview
of public health but this attitude needs 1o change. Surgeons
with long-term appointments are of course authoritative
senior citizens in the towns and cities in which they live.
Legislation and guidance such as the European Directive on
Human Rights, the 1998 Human Rights Act, data protection
legislation and crime prevention legislation all encourage and
make provision for collaboration to prevent, investigate and
detect community violence. Regulatory bodies already encour-
age and expect prompt collaboration with the police and other
agencies responsible for the prevention of domestic violence
and child protection. The Uk General Medical Council has
recently advised prompt reporting of all gun shot wounds by
emergency physicians.

The development of effective mental health interventions,
whether aleohol bricf interventions or interventions to prevent
posi-traumatic anxiety, depression and other stress disorders

The Royal Colleges of Surgeons of Edinburgh and Ireland

EFFECTIVE NHS CONTRIBUTIONS TO VIOLENCE PREVENTION - THE CARDIFF MODEL . OCTOBER 2007

18



mean that all trauma teams should develop strong links with
mental health services so that care pathways such as the one
described in this article can be instituted. This is a challenge
for all surgeons who treal trauma patients. Communities, lowns
and cities can be made safer and the burdens of trauma on
health services and, most importanily patients can be reduced
il surgeons are committed to prevention as well as cure,
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