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Abstract  

Introduction: Violence is a universal phenomenon and timely data is of paramount importance in prevention 

through community interventions.  

Objectives: To identify predispositions of interpersonal violence, injury characteristics, and outcomes of victims 

presented to the emergency department (ED) of Teaching Hospital, Karapitiya (THK). 

Methodology: A cross-sectional study was conducted among 385 victims of interpersonal violence admitted to ED, 

THK using an interviewer-administered questionnaire and medical documents which were analysed using SPSS. 

The mental state of victims was assessed using MMSE. 

Results: The majority was male (77%), aged 30-49 years (36%), and from lower social classes (77%). The 

commonest places of violence were home (28%) and community (26%). The majority reported physical/verbal 

violence (96%). Sexual violence was less common (2%) and significantly associated with female-gender 

(p=0.001). The frequent assailant was an acquaintance (65%). The commonest reasons were property (33%) and 

financial (31%). The commonest weapon was blunt objects (81%) and the least common was firearms (1%). 

Common predispositions were peer (49%) and alcohol (37%) related, while 27% had kids with criminal records. 

Contusions (40%) were the most prevalent injury followed by abrasions (33%). Head and face (41%) and upper 

limbs (38%) were common sites. The commonest category of hurt (COH) was non-grievous (61%) followed by 

grievous (24%), Fatal (FIOCN) (3%), and endangering (1%). Approximately, 45% underwent surgeries, 2% were 

admitted to ICU and 1% died. COH was significantly associated with the mental state (p<0.001) and smelling of 

alcohol (p=0.002). 

Conclusion: Physical/verbal-violence was common in males, whereas sexual-violence was strongly associated 

with females. A considerable proportion had grievous injuries which were significantly associated with mental 

state. 
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Introduction 

Interpersonal violence is simply the violence 

between individuals and is defined as ‘the intentional 

use of physical force or power, threatened or actual, 

against another person or against a group or 

community that results in or has a high likelihood of 

resulting in injury, death, psychological harm, mal-

development or deprivation’.[1] It could be among 

family, intimate partners, or community. Family 

violence includes child abuse, partner violence, and 

elderly abuse. Community violence can be divided 

into acquaintance and stranger violence. It includes 

youth violence, assault by strangers, violence related 
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to property crimes, and violence in the 

workplace/institution. [2] 

 

Violence causes more than 1.6 million deaths around 

the world each year.[3] Though quantification of the 

effect of non-fatal violence is not evident, as fatal 

injuries it does impose a significant impact on 

physical, psychological, economic, and social 

aspects. None of the communities do have the pride 

of claiming zero cases of violence, it being a 

universal phenomenon and inevitable.  

 

According to the literature, different patterns of 

interpersonal violence have been noted round the 

world emphasizing the fact that culture too is a 

contributory factor.[3] It is seen that youth violence 

is marked in Africa and Latin America. Incidence of 

child marriages and trafficking are reported higher in 

Africa and South Asia. However, violence against 

children or the elderly and intimate partner violence 

are commonly seen in almost all countries. [4.5] 

 

The predictors of violence are multifactorial as it has 

been described by the ecological model. Violence is 

the outcome of the reaction between these risk 

factors and protective factors. Four different levels 

are described, identifying factors related to the 

individual, relationships, community, and society. 

[6,7,8] Male gender, youth, substance abuse, early 

exposure to violence, history of violence, and 

personality disorders are risk factors associated with 

the individual.[9] Intimate partner violence, 

household members with criminal records, harsh, 

cold, or inconsistent parenting, and low 

socioeconomic status are the risk factors relating to 

relationships. Risk factors related to the community 

are high residential mobility, high unemployment, 

high population density, poverty, drug trade, and 

inadequate victim care services while economic and 

gender inequality, societal norms that support 

violence, poor rule of law, weak criminal justice 

system and availability of lethal means (e.g., 

firearms) are the societal factors associated with 

interpersonal violence.[9] 

 

Interpersonal violence also imposes a heavy burden 

directly on the cost of health care especially in 

developing countries which will invariably make it a 

public health priority. Concomitantly national as 

well as local economies will be threatened while 

draining the human capital which results in retarding 

the development of the country.[10] As a 
consequence, minimizing the inequality among the 

population will be unachievable which will again 

seeds violence.[11,12] This is the reason that the 

World Health Organization (WHO) identified 

violence as a public health priority in 1996 and they 

also did include specific targets to eliminate 

interpersonal violence in United Nations post-2015 

Action agenda for sustainable development.[12] 

 

Since the WHO recognised violence as a public 

health priority, studies looking into the gravity of this 

issue were designed worldwide. Several studies have 

been conducted in Sri Lanka also mainly on intimate 

partner violence rather than interpersonal violence. 

The second highest prevalence of intimate partner 

violence is seen in South Asia according to Devries 

et al. [13] 

 

There are several legal provisions in Sri Lanka which 

covers interpersonal violence. Article 12 of the 1978 

Constitution has guaranteed legal egalitarianism 

while Chapter three of 1987 Constitution has 

considered human rights as fundamental 

rights.[14,15] Moreover, the Penal Code of Sri 

Lanka considers sexual assault, rape, extortion, and 

intimidation as criminal offences.[16] In 1997, the 

Human Rights Commission of Sri Lanka was 

established by the Human Rights Commission Act 

No.21 of 1996.[17] A new act was passed in 2005 in 

order to prevent domestic violence as Prevention of 

Domestic Violence Act.[18] 

 

Thus, it is convincing that we need public health 

interventions in order to prevent interpersonal 

violence. This can be achieved by identifying and 

addressing the associated common risk factors and 

protective factors. Based on those findings specific 

violence prevention programmes and policies can be 

implemented. In order to do so targeting, identifying, 

monitoring, and evaluating those interventions are 

essential.[19] Therefore, it is evident that 

policymakers need a substantial amount of 

knowledge on violence. They should have the 

accessibility to accurate and timely data. Extensive 

analysis of reliable data is the cornerstone for such 

policies. Such research appreciating interpersonal 

violence in Sri Lanka are minimum and has mainly 

focused only on intimate partner violence which 

compelled the authors of this study to fill that gap in 

the literature. 

 

Methodology  

A descriptive cross-sectional design was used, and 

the study setting was the Emergency Department, 

Teaching Hospital, Karapitiya (THK). Study 

participants were the patients presented to the 

emergency department THK following interpersonal 
violence. Consecutive sampling was used, and the 

sample size was 385, calculated based on the formula 

for estimating a population proportion [N = Z² P (1-

P) / d²] considering a Z value of 1.96 and an absolute 

precision (d) of 5%. As multiple proportions were 
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estimated, the anticipated population proportion (P) 

of the characteristic of interest was considered as 

50% to achieve the maximum value for the minimum 

sample size. 

 

The study was conducted after obtaining ethical 

approval from the Ethical Review Committee, 

Faculty of Medicine, Galle (2020.P.136). The 

permission of the Director, Teaching Hospital 

Karapitiya was obtained prior to data collection. 

Patients who were admitted to the emergency 

department as a result of interpersonal violence were 

included in the study and those who were unable to 

effectively communicate were excluded. Once the 

eligible patients were identified, informed written 

consent was obtained from them on a printed consent 

form. In case of a patient less than 18 years of age, 

consent from the parents, as well as the patient, was 

obtained.  

Data collection was done using an interviewer-

administrated questionnaire and a data extraction 

sheet. The questionnaire was designed to identify the 

demographic profiles of victims, details of the 

incident of interpersonal violence, the injury 

characteristics and outcome along with the 

predisposing factors. Mini-Mental State 

Examination (MMSE) was used to assess the mental 

state of the victims of violence. Details were 

collected from the patients and the relevant findings 

were extracted from the medical records by the 

investigators. 

 

Data were analysed using SPSS statistical software 

and the Chi-square test was used to assess the 

associations between variables. A level of 

probability of 0.05 was used in all analyses. 

 

Results 

The majority of the study participants were males 

(n= 298, 77%), Sinhalese (n=357, 93%), and 

Buddhists (n=340, 88%). The mean age (SD) of the 

population was 38.8 years and the maximum number 

of patients were in the age group of 30 to 49 years 

(36%). Children represented 10% of the sample 

while 1% was above the age of 80 years.   

 

Most of the patients (77%) belonged to the lower 

social class (manual workers or unemployed). There 

were fewer patients from the semi-professional (6%) 

and professional (2%) social class categories and 

29% were unemployed. The majority had completed 

post-primary education (65%) and only 1% had no 
formal education.  

 

Those who had peers and family members with 

criminal records were 49% and 27% respectively. 

Most of the victims (85%) had admitted primarily 

because of the injuries sustained while the rest was 

for legal purposes. Half (50%) of the victims were 

admitted by family members and in 6 (2%) occasions 

by the assailant.  

 

The commonest places of violence were home (28%) 

and community (26%) followed by neighbourhood 

(22%), workplace (13%), and streets (12%). The 

majority has suffered physical and verbal violence 

(96%), while 3% suffered physical violence only. 

Sexual and physical violence were noted as 0.8% and 

1% had suffered multiple types of violence. Female 

gender was significantly associated with sexual 

violence (p=0.001).  

 

The majority of violence has taken place from noon 

to 6 p.m. (47%) and 6 p.m. to midnight (35%) while 

the least number of violence was recorded from 

midnight to 6 a.m. (3%).  The assailant was 

identified as an acquaintance (65%), partner (15%), 

family member (12%), stranger (7%) and law 

enforcement (2%). Figure 1 shows the frequency of 

the types of assailants. 

 

 
Figure.1. Types of Assailants  

 

The commonest reasons for violence were property 

disputes (33%) and financial matters (31%). Figure 

2 shows the reasons for violence. 

 

 
Figure.2. Reasons for violence 
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The most common weapon used was a blunt weapon 

(81%) and the least common was firearm (1%). The 

usage of sharp weapons was 12%. The most frequent 

blunt weapon was limb followed by wooden pole. 

The commonest sharp weapon was knife and the 

least was axe. Table 1 shows the frequency of the 

type of weapons used. 

 

Table.1. Types of blunt weapons used   

 
 

Victims who did not have injuries were 11% and 

56% had a single type of injury while the rest had 

more than one type of injury. The most prevalent 

injury was contusion (40%) followed by abrasion 

(33%), fracture (21%), laceration (18%), and cut 

(14%). Most of the injuries were seen over the head 

and face (41%) and upper limbs (38%) while the 

least number of injuries were seen over the genitals 

(0.3%).  

 

Table.2. Types of injuries 

 
 

Regarding the category of hurt 61% were non-

grievous, 24% were grievous, 3% were fatal in the 

ordinary course of nature and 1% were endangering. 

Regarding the fate of the victims, 46% underwent 

surgical interventions, 2% were admitted to ICU and 

1% died during the stay.   

 

The majority of the victims showed normal cognition 

(89%) and only 11% showed mild or moderate 

cognitive impairment according to MMSE. There 

was a significant association between the category of 

hurt of grievous and above with impairment of 

MMSE (p<0.001).  

 

Regards to risk factors 24% were smelling and 13% 

were under the influence of alcohol. Approximately 

60% of the victims were alcohol users, while 18% 

were recreational drug users. A significant 

association was observed between the category of 

hurt of above grievous with smelling of alcohol 

(p=0.002). Among the participants, 44% had at least 

one previous hospital admission due to violence and 

17% had at least one legal proceeding due to 

previous violence. Nearly 5% of the victims of 

violence carried a diagnosis of mental disease. While 

83% of victims showed their willingness for legal 

proceedings others refused legal action, the 

commonest reason being lack of interest (71%). The 

least common reason for avoiding legal proceedings 

was financial problems (3%).   

 

Discussion 

Interpersonal violence has not been studied 

extensively by Sri Lankan researchers though they 

have studied sub-sections of it such as intimate 

partner, domestic and elderly violence as well as 

child abuse.  

 

Interpersonal Violence was commonly observed 

among respondents from certain socio-demographic 

backgrounds in our study. Male predominance was 

noted among the victims, and it was more or less the 

same as in a study conducted in Denmark (78%).[20] 

The commonest age group was identified as 30-49 

years though the global figures show more violence 

among adults less than 30 years. It was interesting 

that 15% were admitted to the hospital not primarily 

because of the injuries but for initiating legal actions. 

It could be because of the idea that hospitalization 

adds gravity to the legal proceedings. It was revealed 

that most of the incidents of violence has taken place 

in home and community which might be attributed 

to the nature of the assailant.  

 

The majority of the victims had suffered physical 

and verbal violence (96%), while 3% suffered 

physical only which contrasts to a study conducted 

in Peradeniya, where physical violence only was 

found in 72% while physical and verbal violence was 
15%.[21] In contrast, the prevalence of multiple 

violence was fairly similar in both studies. Female 

gender was significantly associated with sexual 

violence which is in keeping with global 

statistics.[22]  
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It was found that the majority of the violence 

occurred between 12 p.m. to 6 p.m. followed by 6 

p.m. to 12 a.m. According to the statistics released 

by the Department of Justice, Federal Bureau of 

Investigation in the United States (2022), more than 

one-third of reported violence has occurred between 

12 p.m. to 5 p.m. followed by 5 p.m. to 11 p.m. which 

is compatible with our findings.[23] Reasons for 

such variation have to be studied further using 

appropriate research.  

 

Analysis of assailants in our study showed that the 

commonest assailant is an acquaintance (65%), and 

the prevalence of intimate partner violence was 15%. 

According to a study done in South Africa, the 

commonest assailant was an unknown person (32%) 

and acquaintance was only 13%.[24] Intimate 

partner violence in their study was 28% which is 

higher than our observations. Interestingly, both 

studies could identify law enforcement as assailants 

and the percentage was 2%. According to a study 

done in Batticaloa regarding family violence, it was 

found that the common reasons which lead to 

violence were arguments (68%) and financial 

problems (17%), whereas in our study they were 

property disputes (33%) and financial matters (31%).  

 

The most prevalent injury in our study was contusion 

(40%) followed by abrasion (33%), fracture (21%), 

laceration (18%), and cut (14%). In the above said 

study, it was contusion (64%) followed by fracture 

(19%), abrasion (15%) and stab (2%).[25] Most 

common weapon used was blunt (81%) and the least 

common was firearm (1%) in our study. In a study 

conducted in Queen Elizabeth Central Hospital, 

which is a tertiary care facility in Malawi, it was 

found that 55% and 25% of victims had suffered 

blunt trauma and sharp force trauma respectively, 

while only a single case of the forearm was 

reported.[26]   

 

Regarding the category of hurt 61% were non-

grievous, 24% were grievous, 3% were fatal in the 

ordinary course of nature and 1% were endangering. 

In the study at Queen Elizabeth Central Hospital, 

74% had non-grievous injuries while 9% had 

grievous injuries. Regarding the fate of the victims 

46% underwent surgical interventions, 2% were 

admitted to ICU and 1% died during the stay whereas 

in their study only 11% were warranted in ward care 

and 0.1% expired.[26] 
 

In our study, we assessed the mental state of the 

victims which has not been discussed in previous 

studies. The majority of the victims showed normal 

cognition (89%) and only 11% showed mild or 

moderate cognitive impairment. The significant 

association noted between the category of hurt and 

MMSE score pointed towards deteriorating mental 

state with the higher categories of hurt.  

 

Our study revealed that low levels of education, 

unemployed and manual workers, hence consistent 

with known risk factors. Though greater proportion 

of victims were from lower socio-economic classes 

it could be a result of limiting our study to a public 

health service facility which offers free health care, 

may have attracted financially disadvantaged 

groups. Therefore, the lack of a comparative sample 

with no exposure to violence from a conclusion is a 

limitation in our study. Nearly half of the population 

had peers with criminal records which also appears 

to be a significant pre-disposing factor.  

 

We could also identify smelling and being under the 

influence of alcohol as already defined risk factors 

for violence among the victims. It was important to 

highlight that almost three-fifths of the victims were 

alcohol users while 18% were recreational drug 

users. There is well known reciprocal relationship 

with alcohol and recreational drug usage with 

violence.[27] Apart from that we could elicit a 

significant association between the category of hurt 

and the smelling of alcohol, higher category of hurt 

being reported among those smelling of alcohol.  

 

It was found that more than four-fifth of our victims 

wanted to proceed with legal actions regards to the 

incidents of violence they had experienced, and it 

may reflect that they have faith and knowledge about 

the prevailing law in Sri Lanka. However, the exact 

reasons for not proceeding or proceeding with legal 

actions are yet to be studied in future studies. 

 

Limitations of the study 

There would be selection bias, which arises from 

limiting the sample to a public sector healthcare 

facility instead of community-based study. Probably 

a number of victims belonging to higher category of 

hurt were not included in the study since we had to 

exclude patients who cannot effectively 

communicate.   

 

Conclusion 

Interpersonal violence was common in males, aged 

between 30 to 49 years from lower social classes. 

Physical and verbal violence was common in males 

whereas sexual violence was strongly associated 
with the female gender. The frequent assailant was 

an acquaintance and had used blunt weapons 

commonly. Contusions were the most prevalent 

injury and most of the injuries were over the head 

and face. A considerable proportion of victims had 
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grievous injuries which were significantly associated 

with impaired mental state. Nearly a quarter of the 

victims were positive for alcohol smell on 

admission, which was significantly associated with 

the category of hurt. 
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