
�� � Volume 30 Number 5, October 2003 313

Dr Clark is to be lauded for the en-
ergy and commitment she brings to
the topic of recognition and detec-
tion of partner abuse.1 However, in
her eagerness to address the problem,
it is important that emotionally
charged topics such as domestic vio-
lence are not over-stated. While there
is no doubt that partner abuse is a
serious problem with significant se-
quelae for a subset of our population,
statistics that inflate this problem serve
to diminish credibility to the cause.

For example, Dr Clark writes that
a conservative estimate of the cost
of domestic violence to Vote Health
was $140 million in 1994, with the
total cost to the country between $1.2
and $3.4 billion. However this claim
is based on one study which is any-
thing but conservative – it has se-
vere methodological flaws with gross
over-estimates of many parameters
used in its calculations.2

It assumes an annual prevalence
of one out of every seven women and
one out of every seven children re-
quiring medical intervention as a
result of domestic violence (301 700
people in 1994). The costing is based
on the assumption that each person
required an average of two GP visits
per year; that half of them also
needed an accident and emergency
consultation; that 5.5% (16 895 peo-
ple) of these abused people required
hospital admission at an average cost
of $17 000 per admission; and that

one in eight victims of domestic vio-
lence sustained dental injuries re-
quiring an average of $200 per den-
tal treatment. The costs were calcu-
lated from the assumed annual preva-
lence not from actual clinical records.
Examination of clinical data demon-
strates flagrant over-inflation.

For example, the study figures
suggest that in 1994, about 28 300
women and girls needed dental care
following domestic abuse. However
in the year 2002/2003 there were
2175 ACC female claims for dental
injuries from being ‘struck by a per-
son or animal’. This adjusts to about
2050 female claims in 1994. Not all
of these will be due to domestic vio-
lence – some will have sustained in-
juries from other causes,
for example, from sport-
ing contacts or kicks
from horses. Similar
critical appraisal of the
other parameters dem-
onstrates that these costs
are wildly exaggerated.

Dr Clark advocates
annual routine question-
ing of women for partner abuse. A sys-
tematic review concluded that ‘about
half to three quarters of women pa-
tients in primary care’ found domes-
tic violence screening acceptable
(three or four out of every ten object
to being asked).3 In the Auckland
study to which Dr Clark refers, involv-
ing a convenience sample of 56

abused women at a women’s refuge,
11 (19%) said they would not have
liked their GP to ask them about do-
mestic violence.4 GPs will be reluc-
tant to ask these questions even if
only 10% of women are offended.

Dr Clark says that partner violence
‘occurs with little regard for race, age,
income or education level’. However
partner violence has been shown to
be strongly linked to cohabitation at
an early age; a variety of mental ill-
nesses; a background of family ad-
versity; early school leaving and ju-
venile aggression; conviction for other
types of crime, especially violent
crime; drug abuse; long-term unem-
ployment; and motherhood at an early
age.5 The 1996 NZ National Survey

of Crime Victims re-
ported a life-time
prevalence of ever ex-
periencing at least one
act of physical or
sexual abuse from a
partner as 14.6% and
6.8% for NZ European
women and men re-
spectively, and 26.9%

and 11.9% for Maori women and men.6

The report highlights an extremely
uneven distribution of violent vic-
timisation. A small percentage of the
population are victims of significant
recurrent violence – the vast major-
ity of people have little exposure to
violence or threats. However for a tiny
percentage of the population violent
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Over the past century or so the major strategy used by
doctors to manage the huge increase in medical knowl-
edge and interventions has been to develop speciality
medicine. This has worked well to enable the specialist
doctors to be able to keep up with knowledge in their
own field. The major problem with this strategy is that
care of a person is more than just the sum of the
specialties, which is, of course, where we generalists
come in.

How GPs manage the biomedical knowledge part
of their job is complex enough. We also have to know
large numbers of rules and regulations relating to drugs,
benefits, ACC and how to get care from other health
professionals. Many of us run our own businesses.

At the heart of our work is the fascinating but difficult
job of relating to our patients, and how to integrate all
this information to their greatest benefit.

This conference will look at the strategies we have
developed to do the brilliant job that we do.

For the first time, we will have a day dedicated to
General Practice Research on Wednesday 14 July, pre-
ceding the conference; a chance for all those doing
research into and relating to general practice to meet
for a concentrated day of presentation and discussion.

During the main body of the conference we will look at:

• Complexity theory and complex adaptive systems
and how these concepts apply to health;

• Management of complex patients; those with co-
morbidity, personality issues, elderly;

• The complex systems we work in, managing ad-
verse outcomes, Primary Health Organisations;

• Strategies for facing complexity; risk assessment and
prioritisation, self-care, teamwork;

• Practical sessions to add skills to manage complex
problems.

A lot of other people try to tell us how to do our job; the
Health and Disability Commissioner, Privacy Commis-
sioner, Ministry Of Health, ACC, lawyers, specialists (lots
of guidelines). Whilst each of these individual pieces of
advice might make sense in isolation, collectively they
become impossible. We are the experts on how to do
the best for our patients with the time and resources
available.

Come celebrate our skills and learn new strategies.

Ben Gray
Programme Convenor

events are nearly commonplace. ‘Only
0.5% of the sample (or 6% of those
who had been victimised) had been
victims of a violent offence five or more
times, but they accounted for a mas-
sive 68% of such offending. Among
such victims, the average number of
violent and sexual offences was

twelve.’ The report recommends fo-
cusing prevention efforts on those
small pockets of the population who
are particularly at risk of multiple vic-
timisation. These data suggest a case
could be made for targeted screening
of high-risk adults, for example from
low socio-economic and socially de-

prived backgrounds, rather than the
routine questioning of every woman
every year.
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