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EDITORIAL

MANAGING FAMILY VIOLENCE

DrTan Tze Lee

SFP2011; 37(1): 4

Family violence, which includes spousal and intimate partner

violence, child abuse and elder abuse, has been defined by

the Singapore Women’s Charter (Chapter 323) Section 64

as the commission of any of the following acts:

e Wilfully or knowingly placing, or attempting to place,
a family member in fear of hurt;

* Causing hurt to a family member by such act which is
known or ought to have been known would result in
hurt;

*  Wrongfully confining or restraining a family member
against his will; or

* Causing continual harassment with intent to cause or
knowing that it is likely to cause anguish to a family

member.

In this context, a ‘family member’ is defined as ‘a
spouse or former spouse, a child (including adopted and
stepchildren), parents, parents-in-law, sibling or any other
relative or incapacitated person whom the Court regards as
a family member.’

Family violence remains a complex multifaceted problem.
Statistics show that in developed countries like Canada, the
USA and Switzerland, the rates of a women partner ever
been assaulted by their intimate partner is 29%, 22% and
21% respectively. The Singapore figures hopefully are lower,
with the institution of an integrated management strategy
of family violence, but there is no place for complacency. To
reduce family violence to the minimum, there is a need for
every one in the community to take an active role.

In this issue of the Singapore Family Physician, we bring
together the current knowledge and the various initiatives
available to prevent as well as to help victims of family

violence. Singapore’s strategy in tackling family violence is to

TAN TZE LEE, Honorary Editor, College of Family Physicians
Singapore

manage the victims, manage the abusers, and strengthen the
families affected by violence through a 4-pronged framework
of: (1) legislation, (2) the “Many Helping Hands” approach,
(3) care giver information update and training and (4) public
education.

Spousal violence is the most prevalent type of family
violence in Singapore as is elsewhere in the world. Children
are often the subject of abuse as well, whether as direct victims
of an abusive parent, or as silent witnesses of parental violence.
One consequence is the intergenerational transmission of
violence behaviour by such child witnesses. Reducing spousal
violence by educating the public on alternative ways of
dealing with family problems is a key goal.

The role of the police in the management of family
violence is set out in Unit 4. It is reassuring to know that we
have the law to help us resolve such cases of family violence,
and this section gives a clear review of how the GP can work
with the police and other related organizations to respond
to cases of spousal abuse and family violence.

As general practitioners and family physicians, we are
in a unique position to be able to help. With a high index
of suspicion, skills to be able to screen patients whom we
suspect could be the victims of family violence, we as family
caredoctors can be first on hand to render aid and advice.
Such early intervention can pre-empt more serious and at
times even mortal outcomes.

We may indeed encounter explicit cases of family violence
in our daily practice, and all too often are at our wits end as to
what further steps to take. Dr Wong Tien Hua has provided
us in Unit 5, an excellent outline on how the GP can assess
and respond to such cases of abuse.

The elderly amongst us are also often the subject of abuse
by their “loved” ones, and very often it is to their trusted
family doctor that they confide their situation. Unit 6 on
elder abuse highlights how we as primary care physicians can
recognize instances of elder abuse, and how to respond and
manage such cases of abuse.

I am confident that the contents of this issue will be
useful in increasing our awareness of family violence in our
society, and equip us with the tools and knowledge to tackle
these difficult problems.
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DisTANCE LEARNING COURSE ON
“MANAGEMENT OF FAMILY VIOLENCE”

Overview of “Management of Family Violence” Family Practice Skills Course
Unit 1: Overview of Management of Family Violence in Singapore

Unit 2: Management of Child Abuse in Singapore

Unit 3: Spousal Violence and Child Witnesses

Unit 4: Role of Police in the Management of Family Violence

Unit 5: Role of GPs In Responding to Family Violence Cases

Unit 6: Management of Elder Abuse and Neglect

THE SINGAPORE FAMILY PHYsiciaAN VoL37 Nol JAN-MAR 2011 :5



MANAGEMENT OF FAMILY VIOLENCE

OVERVIEW OF “MANAGEMENT OF FAMILY VIOLENCE”
FAMILY PRACTICE SKILLS COURSE

A/Prof Goh Lee Gan

SFP2011; 37(1): 6-7

INTRODUCTION

This Family Practice Skills Course is jointly organized by the
College with, and sponsored by the Ministry of Community
Development, Youth and Sports (MCYS) as part of the
Ministry’s mission of updating frontline workers, including
primary care doctors, on the understanding and management
of Family Violence in Singapore. As has been pointed out by
Mrs Yu-Foo Yee Shoon, Minister of State for Community
Development, Youth and Sports, in the foreword of the MCYS
publication Protecting Families from violence — the Singapore
Experience, 2009 -- “for years, many have perceived family
violence as a private family affair. However, the fact that the
violence occurs in the family, an environment expected to
be safe and protective, makes family violence particularly
distressing.” We should all contribute to reduce this to the
minimum.

Like many other social issues that we face, family violence
is a complex phenomenon that is multifaceted. It requires
responses from all sectors of society to co-operate and
collaborate in ensuring the safety and well-being of families.
Singapore’s strategy in tackling family violence is to manage
the victims, manage the abusers, and strengthen the families
affected by violence through (1) alegislative framework, (2) the
“helping hands” approach, (3) care giver information update
and training and (4) public education.

There are many useful publications on the subject of family
violence — spousal, child, and elderly violence. One of these
is the Integrated Management of Family Violence manual by
MCYS, first published in 1999. This has been recently updated
in 2009. Attendees at the forthcoming Family Practice Skills
Course will each receive a copy of this manual.

The College would like to encourage as many primary care
doctors as possible to participate in this course. You can choose
to participate in one or more, or all of the elements of this
course — distance learning, seminars and workshops. The dates
of the seminars and workshops are 29 & 30 January 2011. We
look forward to see you.

As a continuation of its training mission for primary care
doctors, MCYS will also be organizing regional workshops to
enhance the practical skills of consultation, assessment, and

GOH LEE GAN, Associate Professor, Head, Division of Family
Medicine, University Medicine Cluster, National University Health
System

Senior Consultant, Institute of Family Medicine, College of Family
Physicians Singapore

management of various aspects of family violence. There is also
an annual symposium on family violence organized by MCYS
as the lead agency.

COURSE OUTLINE AND CME POINTS

This Family Practice Skills Course is made up of the following
components. You can choose to participate in one or more
parts of it. The CME points that will be awarded are also
indicated below.

Components and CME Points

* Distance Learning Course — 6 units (6 CME points upon
completing the Distance Learning Online Assessment)

* 2 Seminars (2 CME points)

* 2 Workshops (max. of 2 CME points)

* 10 Readings — read 5 out of 10 recommended journals
(max. of 5 CME points for the whole CME year)

Distance Learning Course
Unit 1 : The Singapore Strategy in Management of Family
Violence

A/Prof Goh Lee Gan

Management of Child Abuse in Singapore

A/Prof Gob Lee Gan

Spousal Violence and Child Witnesses of Violence
AlProf Goh Lee Gan

Role of Police in the Management of Family

Unit 2
Unit 3 :

Unit 4
Violence
Dr Jonathan Pang
: Role of GPs in Management of Family Violence
Dr Wong Tien Hua
Management of Elder Abuse
Dr Jonathan Pang

Unit 5

Unit 6 :

COURSE TOPIC DETAILS

Unit 1: The Singapore Strategy in Management of Family
Violence

* Introduction

* Definition of Family Violence in Singapore and Family
Member

» Singapore Strategy

* Services and Programmes

* Some Figures on Prevalence and Trends

* Ongoing Challenges

¢ Conclusions
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OVERVIEW OF “MANAGEMENT OF FAMILY VIOLENCE” FAMILY PRACTICE SKILLS COURSE

Unit 2: Management of Child Abuse in Singapore

Introduction

Definition and types of child abuse

Singapore data on child abuse

Legislative framework on child protection in Singapore
MCYS’ Roles in child protection

Preventive measures

Reporting a case of suspected child abuse

Managing a case of suspected child abuse

Conclusions

Unit 3: Spousal Violence and Child Witnesses

Introduction

Spousal violence — most prevalent form of family violence
Causes, theories, and consequences of spousal violence
Index of suspicion and assessment of danger to the victim
Managing spousal violence

Managing child witnesses

Conclusions

Unit 4: Role of Police in the Management of Family Violence

Introduction

Principal considerations by the Police

Notifying the Police

Other avenues of help or referrals by the Police
Involvement in other organisations and workgroups
Conclusions

Unit 5: Role of GPs in Management of Family Violence

Introduction

Have a High Index of Suspicion for Family Violence
Create a Conducive Environment

Establish if There are Any Children at Home

Be Proactive in Identifying Victims of Abuse

Look for Signs of Abuse

Management — What to do if a Patient Discloses Domestic
Abuse

Conclusions

Unit 6: Management of Elder Abuse and Neglect

Introduction

Definitions and types of elder abuse and neglect

Causes, risk factors, characteristics, and theories of elder
abuse

Recognition of signs and symptoms

Interviewing the elder victim

Referral and support

Laws protecting the elderly

Conclusions

FACE-TO-FACE SESSIONS

Seminar |: 29 January 201 1|

2.00pm - 3.30pm

Unit 1: The Singapore Strategy in Management of Family
Violence

Unit 2: Management of Child Abuse in Singapore

Workshop I: 29 January 2011

4.00pm - 5.30pm

Unit 3: Spousal Violence and Child Witnesses

Workshop A: Demo/Skills/Role Play: Spousal violence and
child witnesses of violence

Seminar 2: 30 January 201 |

2.00pm - 3.30pm

Unit 4: Role of Police in the Management of Family Violence
Unit 5: Role of GPs in Management of Family Violence

Workshop 2: 30 January 2011

4.00pm - 5.30pm

Unit 6: Management of Elder Abuse and Neglect
Workshop B: Demo/Skills/Role Play: Elder abuse
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MANAGEMENT OF FAMILY VIOLENCE

UNIT NO. |

THE SINGAPORE STRATEGY IN MANAGING FAMILY VIOLENCE

A/Prof Goh Lee Gan

Extracted and summarised from “Protecting Families from Violence.
The Singapore Experience” MCYS, 2009

ABSTRACT

Family Violence has an injurious effect on the person
or persons violated and also on those who witness it,
especially the children in the family. These are the
“silent victims”. Like many other social issues that we
face, family violence is a complex phenomenon that is
multifaceted. It requires responses from all sectors of
society to co-operate and collaborate in ensuring the
safety and well-being of families. Singapore’s strategy
in tackling family violence is to manage the victims,
manage the abusers, and strengthen the families
affected by violence through (1) a legislative framework,
(2) the “Many Helping Hands” approach, (3) training
and professional competency and (4) public education.
Compiled statistics from the Subordinate Courts showed
an increasing trend of the number of PPO applications
since 1996 as more victims became aware and made
reports for personal protection. There has been a
general decline on the number of applications for PPOs
since 2001, falling 14.4% between 2001 and 2008. It is
postulated that this is due to the success in networking
and preventive education as families that seek help
earlier may not need to resort to taking the legal route.
There are still the ongoing challenges of strengthening the
system, sensitizing frontline providers, and educating the
public. There is also a need to encourage local research to
study the effectiveness of family violence management,
and new strategies.

SFP2011; 37(1): 8-16

INTRODUCTION
Family Violence has an injurious effect on the person or
persons violated and also on those who witness it, especially the
children in the family. These are the “silent victims”. Like many
other social issues that we face, family violence is a complex
phenomenon that is multifaceted. It requires responses from all
sectors of society to co-operate and collaborate in ensuring the
safety and well-being of families (MCYS: IMFVM, 2009)".
Since 1994, the work of the Ministry of Community
Development, Youth and Sports and the Singapore Police Force

GOH LEE GAN, Associate Professor, Head, Division of Family
Medicine, University Medicine Cluster, National University Health
System

Senior Consultant, Institute of Family Medicine, College of Family
Physicians Singapore

as the lead agencies and together with the following partners as
“Many Helping Hands”— Courts, Prisons department, Social
Service Agencies, Hospitals/Polyclinics, Schools — has succeeded
in implementing a strategy of integrated management of family
violence.

Singapore’s strategy in tackling family violence is to manage
the victims, manage the abusers, and strengthen the families
affected by violence through (1) a legislative framework, (2) the
“Many Helping Hands” approach, (3) training and professional
competency and (4) public education.

DEFINITION OF FAMILY VIOLENCE IN SINGAPORE

AND FAMILY MEMBER

The definition of the term “family violence” was expanded in

the 1996 amendments in the Women’s Charter. Section 64 of

the amended Women’s Charter defines family violence as the

commission of any of the following acts (MCYS: IMFVM,

2009)':

*  Willfully or knowingly placing or attempting to place a
family member in fear of hurt.

* Causing hurt to a family member by such act which is known
or ought to have been known would result in hurt.

*  Wrongfully confining or restraining a family member against
his will; and

* Causing continual harassment with intent to cause or knowing
that it is likely to cause anguish to a family member.

In the amended Women’s Charter, a ‘family member’ is defined
as ‘a spouse or former spouse, a child (including adopted and
step children), parents, parents-in-law, sibling or any other
relative or incapacitated person whom the Court regards as a

family member.” (MCYS: IMFVM, 2009)"

SINGAPORE STRATEGY

Singapore’s strategy in tackling family violence is through
(1) a legislative framework, (2) the “Many Helping Hands”
approach, (3) training and professional competency and (4)
public education.

(1) LEGISLATION FRAMEWORK

Several pieces of legislation undergird the protection against
family violence — Women’s Charter, Penal Code, Children and
Young Persons Act, Mental Capacity Act and Maintenance of
Parents Act. (MCYS: IMFVM, 2009)!

Women’s Charter and amendments in 1996

This legislation is the cornerstone of the legislative provisions
against family violence in Singapore. It was passed in 1961 to
protect the rights of women and gitls in Singapore and provides

THE SINGAPORE FAMILY PHYsiciAN VoL37 Nol JAN-MAR 2011 :8



the legal basis for equality between husband and wife (MCYS,

October 2005)2.

In 1996, several notable amendments were made to the
Women’s Charter (MCYS: IMFVM, 2009)!, IMCYS, October
2005)2, (MCYS, May 2005)*:

* Itexpanded the coverage of family members who can obtain
protection from family violence,

* The definition of family violence was expanded to include
emotional and psychological harm.

*  Within the Section 65 of the Charter, provision was made
that the Court could now issue a personal protection order
(PPO) on the principle of “balance of probability”, rather
than “beyond reasonable doubt”, that violence has occurred
or is likely to occur. This encouraged victims to come
forward for protection. (MCYS, October 2005)%, (MCYS,
May 2005)3.

The section 65(5)(b) of the Women’s Charter empowers the
Court to mandate perpetrators, victims and other family
members to attend counselling. The mandatory Counselling
Order (CGO) is often issued together with a PPO. This order
is meant to help the perpetrator stop his abusive behaviour. The
order can also be given to a victim and other family members
(including children) to support and protect them from violence.
Non-compliance with the order can constitute contempt of
the Court. Clients who are given CGOs will participate in
the Mandatory Counselling Programme run by various social
service agencies in the community. (MCYS: Protecting Families
from Violence, 2009)*

If a person is under 21 years old, or is unable to apply for a
Personal Protection Order due to mental or physical disability,
ill-health or old age, a guardian, relative, caregiver, or any other
person appointed by the Minister may apply for the PPO on his
behalf. (MCYS: Protecting Families from Violence, 2009)*

One of the options under the PPO is the Domestic
Exclusion Order (DEO), which grants the right of exclusive
occupation of the shared residence or a specific part of the
shared residence, to the protected person. (MCYS: Protecting
Families from Violence, 2009)*

If there is imminent danger of family violence against a
victim, the Court can also issue an Expedited Order (EO)
to be served on the perpetrator under Sections 66 and 67 of
the Women’s Charter. This is a temporary PPO granted in
the absence of the perpetrator. It is effective 28 days from the
date that it was served to the respondent or till the first court
hearing, whichever is earlier. (MCYS: Protecting Families from
Violence, 2009)*

The aim of the PPO is to restrain the perpetrator from
using family violence. Any person who willfully breaches the
Protection Order or Expedited Order is liable to be fined up
to $$2,000 or be imprisoned for up to 6 months, or both. In
the case of a second or subsequent conviction, the person is

liable to be fined up to S$5,000 or to be imprisoned up to 12

THE SINGAPORE STRATEGY IN MANAGING FAMILY VIOLENCE

months, or both. (MCYS: Protecting Families from Violence,
2009)4

Empowerment of victims and perpetrators
Empowerment of victims and perpetrators is done through
the mandatory Counselling Order (CGO). MCYS administers
and funds the Mandatory Counselling Programme. Under the
Programme, families are referred to social service agencies for
counselling. Attendance is compulsory and non-compliance
constitutes a contempt of Court.

The aim of the mandatory counselling programme is to
rehabilitate the perpetrators and give support to victims and
their children to ensure their safety and protection. Counselling
sessions cover topics such as anger and conflict management,
understanding the cycle of violence to help perpetrators,
victims and their children break that cycle. With mandatory
counselling, victims are also empowered as they learn how

to formulate safety plans for themselves and their children.
(MCYS, October 2005)2.

Penal Code

In cases where the perpetrator has caused substantial physical

hurt to the victim(s), charges may be brought against him under

the Penal Code and an arrest made based on those charges.

Under the Penal Code, the following constitute offences that

can lead to an arrest (MCYS: Protecting Families from Violence,

2009)%:

*  Voluntarily causing grievous hurt whereby grievous hurt
is defined by permanent privation or impairment of sight,
hearing, member or joint, permanent disfiguration of the
head or face, fracture or dislocation of a bone, emasculation,
or

* Any hurt which endangers life or which causes the sufferer
to be in severe bodily pain for 20 days or unable to follow
ordinary pursuits.

Children and Young Persons Act

Children can also be victims of family violence. The Children
and Young Persons Act (CYPA) has legal provisions for the
protection of children and young persons against abuse, neglect
and exploitation. The CYPA defines a child as one who is below
14 years of age and a young person as one who is aged from
14 to below 16 years old. (MCYS: Protecting Families from
Violence, 2009)*

Child abuse is “any act of omission or commission by a
parent or guardian which would endanger or impair the child’s
physical or emotional well-being, or that is judged by a mixture
of community values and professionals to be inappropriate.”
(MCYS: Protecting Families from Violence, 2009)*

Child abuse may be in the form of physical abuse,
neglect, sexual abuse, and emotional or psychological abuse.
Psychological abuse was legally recognised as a form of abuse
through amendments to the CYPA in 2001. (MCYS: Protecting
Families from Violence, 2009)*

THE SINGAPORE FAMILY PHYsiciaN VoL37 Nol JAN-MAR 2011 :9
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Under the CYPA, any act of child abuse or neglect, or
behaviours that potentially expose the child or young person
to abuse and neglect, are offences punishable under the law.
The penalties for such an offence include prison terms of up to
four years; fines not exceeding S$4000; or both imprisonment
and fines. In the event that the child or young person dies, the
penalties include imprisonment of up to seven years; fines not
exceeding $$20,000 or both imprisonment and fines. For more
information on protecting children in Singapore, please refer
to the publication on “Protecting Children in Singapore” by
the Ministry of Community Development, Youth and Sports,
October 2005. (MCYS: Protecting Families from Violence,
2009)

Mental Capacity Act

In cases involving persons who are mentally incapacitated, there
are provisions under the new Mental Capacity Act (MCA) for
the protection of persons who lack capacity.

Under Section 42 of the MCA, a person (“D”) ill-treats a
person who lack capacity (“P”) if D (a) subjects P to physical or
sexual abuse; (b) willfully or unreasonably does, or causes P to
do, any act which endangers or is likely to endanger the safety
of P or which causes or is likely to cause P (i) any unnecessary
physical pain, suffering or injury; (ii) any emotional injury; or
(iii) any injury to his health or development; (c) willfully or
unreasonably neglects, abandons or exposes P with full intention
of abandoning P or in circumstances that are likely to endanger
the safety of P or to cause P (i) any unnecessary physical pain,
suffering or injury; (ii) any emotional injury; or (iii) any injury
to his health or development. (MCYS: IMFVM, 2009)"

Any person guilty of the offence can be liable to a fine
and/or jail term, where, upon conviction (a) in the case where
death is caused by P, to a fine not exceeding $20,000 or to
imprisonment for a term not exceeding seven years or to both;
and (b) in any other case, to a fine not exceeding $4,000 or to
imprisonment for a term not exceeding four years or to both.
(MCYS: IMEVM, 2009)!

Under Section 43 of the MCA, any person who knows
or has reason to suspect that a person who lacks capacity is
in need of care or protection may make a notification to the
Public Guardian of the facts and circumstances on which his
knowledge or suspicion is based. (MCYS: IMFVM, 2009)*

The Maintenance of Parents Act

The Maintenance of Parents Act provides recourse to the
elderly who are unable to maintain themselves financially,
by obtaining financial maintenance from their children. The
Tribunal for the Maintenance of Parents has the jurisdiction
to hear and determine the outcomes of all applications made
under this Act. Any person domiciled and resident in Singapore,
60 years and above and unable to maintain himself adequately
can claim maintenance from their children, who are capable of

supporting him but are not doing so. A person below 60 years

may also apply if the Tribunal is satisfied that he is suffering
from infirmity of mind or body or for special reasons which
prevents him or makes it difficult for him to maintain himself.
(MCYS: Protecting Families from Violence, 2009)*

(2) “MANY HELPING HANDS” APPROACH

A “Many Helping Hands” approach is another cornerstone
in the management of family violence. The government,
multidisciplinary and multi-agencies, the community and
families work in concert to tackle issues. Participation is multi-

levels — policy, functional, community, and research levels.
(Jamil, 2006)% (MCYS, May 2005)%, (MCYS, Oct 2005)>.

Policy level

At the policy level is the Family Violence Dialogue Group
chaired by MCYS and the Singapore Police Force. The partners
at this level are the Family Court, Prisons Department, MOH,
MOE, National Council of Social Services & Social Service
Agencies (e.g. Family Service Centres (FSCs), and Family
Violence Specialist Centres such as Centre for PAVe (Centre
for Promoting Alternatives to Violence) and TRANS SAFE
Centre).

The partners jointly set strategic policy frameworks to
enhance services for families affected by violence, collaborate on
public education efforts, and facilitate work processes amongst
agencies through the National FV Networking System, the
National FV Networking Symposium, and the Regional FV
Working Groups.

Functional level

At the functional level is the National Family Violence
Networking System. This is a tight network of support and
assistance that links Police, prisons, hospitals, social service
agencies, Family Court and MCYS for closer collaboration
and networking. This island-wide networking system provides
multiple access points for victims to obtain help. This ensures
that victims receive the appropriate and timely help and advice
for their safety and protection.

Community level

At the community level are the regional family violence working
groups led by non-government agencies and comprise social
service agencies, hospitals, police, and crisis shelters. The
working groups harness community energy to participate in
publicity activities, conduct training, examine trends, and seek
new ways to help families. The working groups also serve as
channels to provide feedback to the Family Violence Dialogue
Group on service gaps.

Research level
At the research level is the National Family Violence Networking
Symposium. This is organized on an annual basis. Such
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symposia strengthen partnerships between agencies through
sharing best practices in policy, practice, and research.

(3) TRAINING AND PROFESSIONAL COMPETENCY
The effectiveness of Singapore’s family violence management
system lies in the competency of its service providers.
Connection of the various partners on information and
standard of care is achieved through the publication called
Networkz, and a manual on the “Integrated Management of
Family Violence Cases in Singapore”. A training framework
exists to ensure a high standard of trained family violence
frontline workers.

“Networkz — Agencies Uniting Against Family Violence” --
newsletter for partners that provides updates in the networking
system, shares challenges and successes, and strengthens links
between agencies.

Manual — Integrated Management of Family Violence Cases
in Singapore — The manual was first produced in 1999, it was
reviewed in 2003 and the latest revision was in October 2009.
The manual maps out the protocol, procedures, roles, and
responsibilities of each partner agency in the networking system.
The latest version includes new chapters by the Community
Court, Schools and Polyclinics as these are also important
partners of the Family Violence Networking System.

Training — training on management of family violence for
frontline workers is at 3 levels i.e., basic, intermediate and
specialized levels. There is also inter-agency joint training
between police and social service agencies. (Jamil, 2006)°.

(4) PUBLIC EDUCATION

Preventing Family Violence

One key area in the family violence management framework
is the prevention of family violence. This is achieved through
public education efforts on sources of help for victims and
perpetrators, as well as the education of the general public,
including children and youths on family violence prevention.

Promoting public awareness on family violence
To educate the public on the sources of help, MCYS together
with its partners, promote public awareness on family violence.
A listing of public education materials on family violence is
available on the MCYS website [URL: www.mcys.gov.sg].
The focus of the public education initiatives has largely been
preventive in nature, emphasising the identification of signs
of family violence and the need to seek help early. (MCYS:
Protecting Families from Violence, 2009)*

Public education is targeted at two levels - the professionals
and service providers, and the public in general. MCYS takes
a life-cycle approach in preventing family violence. This starts
from promoting healthy family relationships in premarital
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and marriage workshops to equipping parents to nurture
and protect their children. Funding is given to social service
agencies to run parent education and marriage enrichment
programmes and MCYS actively promotes these programmes
through advertisements, articles in the media, seminars and
popular personalities. (MCYS: Protecting Families from
Violence, 2009)*

Public education materials like pamphlets, posters and
collaterals have also been distributed widely through polyclinics,
social service agencies, police, libraries and schools to increase
public awareness of the availability of community resources.
(MCYS: Protecting Families from Violence, 2009)*

Annual public education drive

MCYS also supports an annual public education drive to
raise awareness on family violence. Over the last two years,
advertisements were placed in radios, buses and MRT trains.
To raise awareness on child abuse and men and family violence,

roadshows were organised to reach out to the local community.
(MCYS: IMFVM, 2009)'

Public perception studies in 2003 and 2007

To establish a baseline and understand the gaps in existing
public messaging, MCYS commissioned a study to gather public
perception on their awareness on family violence in Dec 2002
to Jan 2003. The study was aimed not only at understanding
public’s perception and attitudes towards violence, but also
to explore the level of awareness of avenues to seck help. In
2007, MCYS replicated the study to assess any shift in public
perceptions and the levels of awareness of the avenues of help
available for family violence. (MCYS: Protecting Families from
Violence, 2009)*

The 2007 study indicated that there were generally more
public awareness of family violence and there had been positive
shifts in the public perception of Singaporeans pertaining
to family violence. This indicated that the public education
initiatives generated following the 2003 study had been
effective. Community education efforts should continue to
inform the public on the avenues of help available and to
address the myths that are preventing the public from seeking
help. (MCYS: Protecting Families from Violence, 2009)*

More mass media publicity needed

The Public Perception Study on Family Violence 2003 and
2007 showed that more mass media publicity was needed
to increase awareness of family violence. Since 2003, greater
publicity through the mass media was generated such as using
advertisements and editorial write-ups in newspapers and
magazines. Information on the different types of abuse and
advice on where to get help is now available online at the family
and community development e-citizen website (www.family.
gov.sg/stopfamilyviolence). There are also games, quizzes and
stories to help children understand family violence. (MCYS:
Protecting Families from Violence, 2009)*
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Reaching out to children and youths

Besides mass media efforts, community education and early
prevention through reaching out to children and youths is
equally important. In 2007 and 2008, MCYS commissioned
a 45-minute assembly show for primary school students.
It comprised a 30-minute play performance followed by a
15-minute interactive quiz session, facilitated by social workers
from the Centre for Promoting Alternatives to Violence (PAVe).
Specifically written for children of school-going age, the play
informed children on what family violence is and the need
to seek help. It also taught students how to resolve conflicts
without resorting to violence. All students who watched the
play received a pen with helpline numbers. An exhibition on
family violence was also held in schools to further reinforce the
messages. (MCYS: IMFVM, 2009)"

Co-funding of public awareness projects
To encourage and incentivise social service agencies to raise
public awareness on family violence, MCYS started a Co-
Funding Scheme in 2003 where the government co-funds
public awareness projects organized at the community level.
This scheme has successfully harnessed grassroots energy and
creativity, fostered multi-agency collaboration and multiplied
our public education efforts. (MCYS: IMFVM, 2009)!
Co-funded projects in recent years included “Mentari”, a
docudrama on family violence broadcasted on Suria in 2007 and
2008 produced by AIN society; the Dating Violence Awareness
Week by PAVe; and the White Ribbon Campaign, targetted at
men to end violence against women, by AWARE.

SERVICES AND PROGRAMMES
In protecting families from violence or recurrence of violence,
a host of services and programmes are provided by various

agencies. Figure 1 shows the flowchart on the management of
family violence. (MCYS: IMFVM, 2009)!

Police management of family violence cases

The police are a key partner in the management and prevention
of family violence. They are often the first point of contact
for victims and play the critical role of de-escalating violence,
investigating, monitoring and prosecuting perpetrators. When
dealing with reports of family violence, the police encourage
victims to seek help at Family Service Centres and refer victims
to doctors for medical attention and to the Family Court for
application of Personal Protection Orders. At the prevention
level, the police and the social service agencies undertake joint
projects to prevent and raise awareness of family violence.
(MCYS: IMFVM, 2009)'

The police regularly review and improve their management
of family violence cases. In March 2003, a new guideline
required police Investigation Officers to give notice to victims
or social workers on the release of a family violence perpetrator
from police custody, prior to the perpetrator’s actual release. This
guideline aims to prevent a recurrence of violence against the
victim by giving the victim or social worker more time to make
safety plans such as looking for alternative accommodation

plans where necessary.

Victim approaches Social Service Agency/Police

Work out safety plans

Conduct risk assessment of victim, children and other family members

Provide casework assistance and counselling
Refer victim to crisis shelter if necessary

!

!

Has victim made a Police report?

Does victim have a PPO?

Does victim need medical treatment?

!

!

Assist victim to make a Police report

Assist victim to apply for PPO

Assist victim to hospital if necessary

Case is followed-up and reviewed

Case is Closed

Figure 1: FLOW CHART ON MANAGEMENT OF FAMILY VIOLENCE
Source: MCYS. Protecting Families from Violence: The Singapore Experience 2009 pg 33.

THE SINGAPORE FAMILY PHYsiciaAN VoL37 Nol JAN-MAR 2011 : 12



Community Services

At the community level, social service agencies like the
neighbourhood-based Family Service Centres (FSCs) are the key
nodes of help, providing counselling and casework intervention,
financial assistance, and support groups for families affected by
violence. These centres also run the Mandatory Counselling
Programme. In addition, there are two social service agencies

centres specialising in family violence work.

Centre for Promoting Alternatives to Violence (PAVe)
One such centre is the Centre for Promoting Alternatives to
Violence (PAVe). Its primary goals are to end family violence
and provide alternatives to violent behaviours and to strengthen
family relationships. It provides a holistic and wide range of
services including preventive programmes for families and
children, remedial (casework and counselling) interventions,
training programmes for professionals, research, and evaluation.
As a one-stop service, it also provides facilities for the application
of PPOs through video-conferencing, medical services, legal
advice, casework management and counselling services. PAVe’s
strengths lie in their men’s recovery groups and support groups
for victims and perpetrators. (MCYS: Protecting Families from
Violence, 2009)*

TRANS SAFE Centre

Another centre is the TRANS SAFE Centre which specialises
in elder protection work. They too run a video-link service
with the Family Court, provide counselling and support for
victims of family violence and actively promote awareness of
family violence in their community. TRANS SAFE Centre
also spearheads the multi-disciplinary Elder Protection Team
to investigate and intervene in elder abuse cases. The aim of
their elder protection work is to protect the elderly from abuse
by their family members by investigating and arranging for
services to prevent further maltreatment. An important aspect
of their work is in empowering families to adopt more positive
coping strategies and linking elders and their families to the
necessary community resources. (MCYS: Protecting Families
from Violence, 2009)*

Crisis Shelters

For victims requiring temporary accommodation, crisis shelters
offer protection, practical assistance and emotional support to
help them overcome feelings of isolation, develop selfconfidence,
make decisions and take control of their lives. Crisis shelters
also help victims to work out plans for their future and assist

them to obtain alternative accommodation and employment

where necessary. (MCYS: IMFVM, 2009)!

Family Court
The Family Court plays a key role in managing family violence.
Cases of family violence are dealt with and managed in
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accordance with the Family Court’s Family Violence Policy. This

policy provides, inter alia, that (MCYS: IMFVM, 2009)":

* Applications for protection orders must be dealt with
expeditiously (such cases are fixed for the first mention in
court within 2 weeks);

* 'The safety of the parties in court must be assured (applicants
and respondents are segregated in court and applicants may
choose to testify by videoconferencing); and

* The court must enhance accessibility to justice for victims
of family violence (for example, applications for protection
orders may be made through remote videoconferencing
from the social service agencies that are located in housing
districts). In addition, the Court must be sensitive to the

possible imbalance of powers present in such cases.

The Family Court provides an array of services to help people
who are experiencing family violence. There is an intake section
at the Family Court to serve applicants of Protection Orders,
who would receive an assessment on their safety needs once
the application is filed. In some cases, the victims are referred
to crisis shelters. At the hearing of the family violence case,
the victims can also choose to testify via video-conferencing if
he or she fears confronting the perpetrators directly. (MCYS:
Protecting Families from Violence, 2009)*

The Family Court also runs a Volunteer Support Person
programme to offer assistance to victims of family violence. In
some cases, the applicants for protection orders may be fearful
even to be in the same room as the alleged perpetrators. In
other cases, children may be involved as witnesses to violence.
In both types of cases, the applicants or their children may be
assigned a Volunteer Support Person to help them through
the emotionally-trying court process, by accompanying them
during court hearings and giving them emotional (as opposed
to legal) support. (MCYS: Protecting Families from Violence,
2009)

The Family Court has also developed KIDSNet (Kids In
Diflicult Situation), an interactive website (heep://kidsnet.
subcourts.gov.sg/) to help children explore the issues of family
violence and divorce and to give them information on how
to get help and understand the feelings that surface in such
situations. It is used during group work sessions conducted
by teacher-counsellors for primary school children. (MCYS:
Protecting Families from Violence, 2009)*

Healthcare Facilities

Polyclinics and hospitals provide medical and psychiatric
treatment for victims and perpetrators while the National
Addictions Management Service (NAMS) based at the
Institute of Mental Health provides treatment for perpetrators
with addiction problems. They are another key link where
perpetrators can be identified early and referred for help.
(MCYS: Protecting Families from Violence, 2009)*
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Working with Schools

Schools are another key partner in identifying and helping
children and young persons experiencing violence. A Handbook
on Children at Risk was developed by MCYS, NCSS and the
Ministry of Education to provide teachers with a common
understanding on how to identify, support and help children
who are witnesses or victims of family violence. (MCYS:
IMFVM, 2009)"

SOME FIGURES ON PREVALENCE AND TRENDS
Several aspects of family violence have been studied locally in
the past and in recent years. The most salient ones are described
below.

(1) Number of Personal Protection and Domestic
Exclusion Orders over the years

Table 1 shows the compilation of figures by the Subordinate
Courts on the number of applications for Personal Protection
Order and Domestic Exclusion Order (PPO/ DEQO) over
the years. Since the Women’s Charter was amended in 1996
to give more protection to families, the number of such
applications showed an increasing trend which peaked at
2001. Itis postulated that during this period, with more public
awareness and better access to assistance, an increasing number
of victims of family violence had come forth to seek help and

protection.

Table 1 shows the trend of the number of PPO applications
started on a general decline since 2001, falling 14.4% between
2001 and 2008. The number of PPOs being issued has also seen
a similar decline. It is postulated that this is due to the success
in networking and preventive education as families that seek
help earlier may not need to resort to taking the legal route.
(MCYS, 2005 October)?, (MCYS: IMFVM, 2009)"

Table I: Personal Protection Order (PPO) and Domestic
Exclusion Order (DEO) Applications
(Source: The Subordinate Courts of Singapore)

Year 1996 1997 1998 1999 2000 2001 2002
PPOs 1306 2019 2730 2822 2861 2974 2944
applied

Year 2003 2004 2005 2006 2007 2008

PPOs 2783 2522 2692 2668 2554 2547

applied

(2) Prevalence of violence against women in 2009
The most recent research on the prevalence of violence against
women was conducted in 2009 by a research team in Singapore
from the National University of Singapore comprising A/P
Chan Wing Cheong, Benny Bong, and Suzanne Anderson.
(Chan, Bong and Anderson, 2010)°.

The authors did a survey on the prevalence of violence
against women using a survey instrument developed by the
International Violence Against Women Survey (IVAWYS). This
instrument was developed by the European Institute for Crime
Prevention and Control, United Nations Interregional Crime
and Justice Institute, and Statistics Canada.

This survey aimed to provide an assessment of the prevalence
of violence against women that could enable international
comparisons of data to be made. Eleven countries have
conducted the IVAWS to date: Australia, Costa Rica, Czech
Republic, Denmark, Greece, Hong Kong, Italy, Mozambique,
Philippines, Poland and Switzerland. Singapore became the
most recent country to have conducted the IVAWS in 2009.
The fieldwork was done between February and May 2009.

A total of 2006 women aged between 18 to 69 years old were
surveyed through a random sampling of Singapore households.
One woman in each household was identified for the survey
using the next birthday rule.

The survey questions were translated into Chinese and
Malay by the Nielsen Company. Only female interviewers were
used and the interviews were conducted face-to-face. The final
data was weighted to reflect the overall profile of residents in
Singapore.

The survey asked respondents specific questions about the
7 types of physical violence and 5 types of sexual violence
shown in Table 2.

Table 2. The seven types of physical violence and 5 types
of sexual violence as experienced in the last 12 months,
asked in the IVAWS

Physical violence Sexual violence

I. Threatened with hurt physically, I. Forced into sexual intercourse

2. Thrown something or hit with 2. Attempted to force into sexual
something; intercourse
3. Pushed or grabbed, having arm 3. Touched sexually

twisted or hair pulled;

4. Slapped, kicked, bitten or hit with 4. Forced or attempted to force into

a fist; sexual activity with someone else
5. Tried to strangle, suffocate, burn 5. Any other sexual violence
or scald;

6. Used or threatened to use a knife
or gun;

7. Any other physical violence

Key findings of this study

The types of violence are shown in Table 2. The prevalence
of types of violence, repeat victimiszation and violence
profile is shown in Table 3. Singapore had the lowest rate of
lifetime violence victimisation (9.2%) as compared to other
participating countries. Singapore also had the lowest rate
of lifetime physical violence victimisation (6.8%) and the
lowest rate of lifetime sexual violence victimisation (4.2%) as
compared to other participating countries.
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Table 3. Prevalence, Types of violence, Repeat
victimization and Violence profile

Lifetime experience of violence

* Lifetime violence victimisation rate = 9.2%.

» Lifetime physical violence victimisation rate = 6.8%
* Lifetime sexual violence victimisation rate = 4.2%

Types of violence

*  The most common form of physical violence was (1) being threatened with
hurt physically; followed by (2) being pushed or grabbed, having arm twisted
or hair pulled; and (3) being slapped, kicked, bitten or hit with a fist

*  The most common form of sexual violence was non-consensual sexual
contact

Repeat victimization

* Victims experienced repeated victimization = 58.8% :
o 35.7% experienced repeated victimisation of 2 to 4 times
o 9.7% experienced repeated victimisation of 5 to 9 times
o 13.4% experienced repeated victimisation of 10 times or more

* Repeated victimisation was higher for physical violence (64.0% of victims
who experienced physical violence) than for sexual violence (44.9% of
victims who experienced sexual violence)

Profile of those who experienced violence in last 12 months
*  47.2% were aged between 30 to 39 years old

* 18.9% were Malays; 7.5% were Indians; 73.6% were Chinese

* 17.0% lived in HDB | and 2 room flats

*  30.2% had university/postgraduate education

Incidents involving partner victimisation were more serious
than non-partner victimisation; but the former were less likely
to regard the incident as a crime or a wrong. See Table 4.

Table 4. Severity of incident

Severity and perception of incident
* Of the most recent incident involving a non-partner:
o 34.3% felt their life was in danger
o 26.5% were physically injured
o 22.2% of those physically injured needed medical care
o 19.6% considered incident “very serious”; 40.2% “somewhat serious”;
38.2% “not very serious”
o 44.1% considered incident “a crime”; 32.4% “a wrong but not a crime”;
21.6% “just something that happens”

¢ Of the most recent incident involving a partner:

o 42.4% felt their life was in danger

o 45.5% were physically injured

o 28.9% of those physically injured needed medical care

o 28.3% considered incident “very serious”; 32.3% “somewhat serious”;
35.4% “not very serious”

o 20.2% considered incident “a crime”; 43.4% “a wrong but not a crime;
34.3% “just something that happens”

*  6.9% of victims of non-partner incidents used alcohol and/or medication
to help them cope as compared to 15.2% of victims of partner incidents

* 1.0% of victims of non-partner incidents contacted a specialised agency for
help as compared to 13.1% of victims of partner incidents

Only the minority of incidents are reported to the police. See

Table 5.

(3) Family violence as seen in A&E attendances - a
ten year comparison between the case profile in
1992 and 2002

Foo and Seow reported in 2005 of a study of 163 female victims
of domestic violence presenting to the emergency department
in Tan Tock Seng Hospital which was conducted in 2002. The
aim was to investigate whether the profile of female victims
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Table 5. Involvement of police in the incident

*  77.5%and 71.7% of those involved in non-partner and partner victimisation
respectively did not report incident to the police

*  Most common reasons for not reporting to the police are: (1) dealt with
it myself / involved a friend or family member; (2) too minor / not serious
enough; and (3) did not want anyone to know

* Most common action taken by the police (if police were notified of incident)
was that they “took a report”

* Assessment of police action by those who reported incident:
o Those involved in non-partner victimisation: 13.6% ‘“very satisfied”;
27.3% “satisfied”; 27.3% “dissatisfied”; 22.7% “very dissatisfied”
o Those involved in partner victimisation: 12.0% “very satisfied”; 64.0%
“satisfied”; 8.0% “dissatisfied”; 16.0% “very dissatisfied”

of domestic violence in Singapore has changed over the past
ten years by comparing with a similar study done in 1992 of
233 victims. The survey included information on the victims’
demographics, assault characteristics and knowledge of help
services. (Foo & Seow, 2005)°.

The results showed that the proportion of victims with
an awareness of community and legal help services had more
than doubled over the ten years between 1992 and 2002. (50.9
percent versus 20.6 percent, p-value is less than 0.0001). The
profile of victims, however, have remained largely unchanged
in the racial composition, marital status, weapon use and
admission rates of victims ten years on. Among victims who
had decided to seek help, more than 70% admitted that there
had been prior assaults that had gone unreported. (Foo &
Seow, 2005)°.

(4) Men who are victims of domestic violence - a
study in 2002 to 2003

A small study of 14 victims, the first of its kind in Singapore,
was conducted in Singapore to obtain a profile of the male
victims of domestic violence was conducted in the Emergency
Department (ED), Tan Tock Seng Hospital. The study ran from
October 2002 to March 2003. During the study period, this ED
attended to an average of 350 patients per day. Male victims who
volunteered, or who admitted on questioning by ED staff that
they had been assaulted by an intimate partner were identified.
These patients were interviewed by the attending ED doctor
using a structured questionnaire. Information was gathered about
the demographics, characteristics of the assaults and knowledge
of social and legal services. (Seow and Foo, 2006)’.

The youngest was 29 and the oldest 63 years of age. None
of the victims were single, 12 were married and 2 divorced. The
victim’s and the assailant’s educational levels were: most of the
victims had a secondary education or higher and in 10 out of
the 14 victims, their educational level was higher than or equal
to their assailants. Weapons were used in half of the assaults but
injuries were superficial. The majority of the victims revealed
that they had been abused previously, although most knew
about helplines, family court and personal protection orders.
The authors hoped that this study will raise awareness amongst
healthcare workers of the existence of this problem of male
domestic violence victims.
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(5) Suspected elderly mistreatment

A study over 12 months, from June 2005 to May 2006, was
conducted by doctors of the A&E Department in Tan Tock
Seng Hospital by doctors at the Department who were trained
to look for clinical features of mistreatment in patients aged
65 years and above. A specially-developed evaluation form was
used to help the staff in assessing suspected cases; these were
then referred to medical social workers for further evaluation.
Forty-two cases of suspected mistreatment were detected, with
almost three times more female than male patients. The average
age of suspected victims was 78.8 years. There were 27 cases of
possible physical mistreatment, 25 of possible neglect, six of
possible psychological mistreatment, two of possible financial
mistreatment, one of possible abandonment and one of possible
self-neglect. Most suspected perpetrators were family members,
and more than half were the victims’ sons. Of the 42 cases,
37 suspected victims had to be warded after ED consultation
and eight died within six months of presentation. Increased
awareness of this problem in the community is therefore

needed. (Phua, Ng, and Seow, 2008)°.

ONGOING CHALLENGES

Much progress has been made in terms of reduction of the
number of cases of family violence reported and the number of
PPOs issued over the years. There is evidence that the Singapore
strategy has helped to reduce the number of family violence
cases. There are of course still the challenges of strengthening
the system, sensitizing frontline providers, and educating the
public which are ongoing. There is also a need to encourage
local research to study the effectiveness of family violence
management, and new strategies. (MCYS: IMFVM, 2009)".

CONCLUSIONS

Since 1994, Singapore has developed an integrated approach
to the management of family violence. Singapore’s strategy
in tackling family violence is to manage the victims, manage
the abusers, and strengthen the families affected by violence
through (1) a legislative framework, (2) the “helping hands”

approach, (3) care giver information update and training
and (4) public education. Trends as measured by the number
of applications for personal protection orders (PPOs) have
declined since 2001 by 14.4% between 2001 and 2008. There
are still the ongoing challenges of strengthening the system,
sensitizing frontline providers, and educating the public.
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LEARNING POINTS

Family Violence has an injurious effect on the person or persons violated and also on those
who witness especially the children in the family.

Family violence is a complex phenomenon that is multifaceted and it requires responses from
all sectors of society to co-operate and collaborate in ensuring the safety and well-being of
families.

Singapore’s strategy in tackling family violence is to manage the victims, manage the abusers,
and strengthen the families affected by violence through (1) a legislative framework, (2) the
“Many Helping Hands” approach, (3) care giver information update and training and (4) public
education.

There has been a general decline on the number of applications for PPOs since 2001, falling
14.4% between 2001 and 2008.

With regards to family violence, there are still the challenges of strengthening the system,
sensitizing frontline providers, and educating the public which are ongoing.

There is also a need to encourage local research to study the effectiveness of family violence
management, and new strategies.
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MANAGEMENT OF FAMILY VIOLENCE

UNIT NO. 2

MANAGEMENT OF CHILD ABUSE IN SINGAPORE

A/Prof Goh Lee Gan

Extracted and summarised from “Protecting Children in Singapore”
MCYS, 2005

ABSTRACT

Child abuse and neglect happens across all social, economic
and cultural groups. All of us including government,
community and public need to play a part in ensuring
that children are protected from harm. Suspected child
abuse cases are reported to the Child Protection Service
or the Police. Inquiry to confirm the report is indeed
child abuse and the level of protection required will be
activated. The lead agency in child protection in Singapore
is the Child Protection Service (CPS) under the Ministry
of Community Development, Youth and Sports (MCYS)
and the duties are spelt out in the Children and Young
Persons Act. MCYS protects children from ill-treatment
through effective detection, incisive investigations, and
rehabilitation of perpetrators. Abused or neglected
children are placed under a care programme to help
them through the trauma of their experience. Wherever
possible, the family unit is assisted to provide a more
positive and caring setting for the continued upbringing
of the child.

SFP2011; 37(1): 17-24

INTRODUCTION
Child abuse and neglect happens across all social, economic and
cultural groups. All of us including government, community
and public need to play a part in ensuring that children are
protected from harm.

The lead agency in child protection in Singapore is
the Child Protection Service (CPS) under the Ministry of
Community Development, Youth and Sports (MCYS) and
the duties are spelt out in the Children and Young Persons
Act. MCYS protects children from ill-treatment through
effective detection, incisive investigations, and rehabilitation
of perpetrators. Abused or neglected children are placed under
a care programme to help them through the trauma of their
experience. Wherever possible, the family unit is assisted to
provide a more positive and caring setting for the continued
upbringing of the child.

In this background paper, the definition and types of abuse,
Singapore data, legislative framework on child protection
in Singapore, MCYS’ roles in child protection, preventive

GOH LEE GAN, Associate Professor, Head, Division of Family
Medicine, University Medicine Cluster, National University Health
System

Senior Consultant, Institute of Family Medicine, College of Family
Physicians Singapore

measures, reporting a case of suspected child abuse, and
managing a case of suspected child abuse will be described.

DEFINITION AND TYPES OF CHILD ABUSE

Child abuse is defined as any act of omission or commission
by a parent or guardian which would endanger or impair the
child’s physical or emotional well being, or that is judged

by a mixture of community values and professionals to be
inappropriate (MCYS, 2005)".

There are 4 main types of child abuse:
e DPhysical Abuse.

¢ Sexual Abuse.

* Emotional/Psychological Abuse.

*  Neglect.

Physical abuse

Physical abuse occurs when a child or young person is physically
injured by non-accidental means. Examples are:

*  Excessive discipline or physical punishment.

* Forceful shaking.

* Burning or tying up the child.

* Attempted suffocation.

Physical signs that increase the suspicion of possible abuse are:
* Injuries to the head, genitalia or eyes.

* Abrasions and bruises of varying ages.

*  Broken bones and sprains that cannot be easily explained.
*  Burns and scalds.

Sexual abuse

Note that sexual abuse is not confined to girls. Boys can also be

victims of sexual abuse by members of the same sex or opposite

sex. Sexual abuse includes:

* The exploitation of a child or young person for sexual
gratification or any sexual activity between an adult and a
child.

* Exposing a child to forms of sexual acts e.g., fondling of
the genitalia, or pornographic materials.

Emotional/psychological abuse

Research has shown that emotional/psychological abuse often

exists where there is physical and/or sexual abuse. Emotional/

psychological abuse refers to:

* The significant impairment of a child’s social, emotional
and intellectual development; and/or

* Disturbances in the child’s behaviour resulting from the
adult’s persistent hostility, ignoring, blaming, discrimination
or blatant rejection of the child.
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Neglect

This form of child abuse includes:

* Deliberate denial of a child or young person’s basic needs.

* Failure to provide adequate food, shelter, clothing medical
care and supervision by parents or caregivers.

* Forcing the child or young person to undertake duties
inappropriate to his /her physical strength or age to the
extent that injury or impairment to normal development
is sustained.

Effects of child abuse

Abused children suffer physical, emotional and psychological
pain. They may become physically or intellectually disabled.
Abused children may become maladjusted adults later in life

and may even become abusive parents themselves.

SINGAPORE DATA ON CHILD ABUSE

The starting point in the investigation of suspected child abuse
is the report to the Child Protection Service or Police. Care
and Protection orders may be issued and this number gives
an idea of the size of the child abuse problem in Singapore.
Between 2000 and 2004, 206 Care and Protection Orders were
issued and this was 22% of the total number of alleged child
abuse cases in these 5 years. It should be noted that Care and
Protection Orders may be issued to multiple children within
the same household. As such, the number of Orders issued will
be smaller than the children protected with such Orders.

Family structure

About half of the child abuse cases across the 5 years from
2000 to 2004 came from nuclear two-parent families (51%),
as compared to nuclear one-parent families (18%) or other
types of family structures.

Income strata

At the first point of contact with Child Protection Service
(CPS), about 50% of victims’ biological fathers, and 36% of
biological mothers were reported to be gainfully employed.
The remaining parents were either transiting between odd
jobs, unemployed, homemakers, completing National Service,
schooling or were unfit for work. Child abuse cases are spread
across all income ranges. However, slightly more than 50% of
the families are in the income group of less than $2,000 per
month. The remaining percentage of families are equally split
between those earning between $2,000 and $4,000 per month,
and those earning more than $4,000 per month.

Gender of victim

There are slightly more female victims of abuse (57%) than
males (43%). Girls are generally more highly represented when
sexual abuse is implicated. Boys on the other hand, are more

highly represented where physical abuse is involved. There are
no significant gender differences for emotional/psychological
abuse and neglect cases.

Type of abuse
Physical abuse is the dominant type of abuse, accounting for
55% of the total number of child abuse cases in 2004. While
other forms of abuse have showed an upward trend, physical
neglect cases have reduced over the period 2000 to 2004.

Sexual abuse figures have increased gradually over the 5
years from 2000 to 2004, making up 29% of the total number
of cases. In relation especially to sexual abuse, it needs to be
noted that it is not possible to measure any trend of greater
openness, or willingness to report. An increase in the number
cases, therefore, does not necessarily reflect an increase in the
number of child sexual abuse offences committed.

Cases of emotional abuse showed an increase from 1 in 2000
to 11 in 2004, although in proportion this makes for only 5%
of the total. It is a challenge to detect and gain evidence on
emotional abuse.

Profile of perpetrator(s) involved in the case
Over the 5 years from 2000 to 2004, 54% of perpetrators in
child abuse cases were biological parents, while the remaining
perpetrators comprised step-parents, grandparents, parents’
partners outside marriage and other relatives. 59% of the
perpetrators also tended to be male. Most of the perpetrators
were between 30 and 39 years old (38%).

Factors associated with child abuse

Data gathered on child protection cases indicate that poor
management of children was often inherent in such families.
For the abused child, ill-treatment began as a reaction by the
caregiver to the child’s difficult behaviour.

Factors such as poor understanding of the child’s
developmental needs, feeling overwhelmed and unable to
cope with the child’s challenging behaviour and unrealistic
expectations of the child on the part of the caregiver served
to weaken the parent-child relationship and escalate the
ill-treatment. In a number of cases, “parents’ unrealistic
expectations of the child’s performance in school” was a key
factor of abuse.

Family crisis was often noted as a factor in abuse cases.
Others included superstitious or cultural beliefs that resulted
in emotional rejection of the child and propensity to ill-treat
the child. These beliefs usually served as justification, although
some other source of tension was apparent. Factors such as
financial stressors, marital conflicts, social isolation, substance
abuse or mental health concerns also served to precipitate the
abuse.

Source of referral
Typically, the top 3 sources that refer suspected child abuse
cases to CPS are the agencies involved in the inter-agency
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network - the Police, Healthcare services and Schools. In some
cases, these referring agencies may have received referrals from
other sources.

LEGISLATIVE FRAMEWORK OF CHILD
PROTECTION IN SINGAPORE

The Children and Young Persons Act (CPYA)

The Children and Young Persons Act is the key legislation in
the protection of children in Singapore. The CPYA provides
legal protection for children below the age of 14 years, as well
as for young persons aged 14 and below 16 years.

Under the Act, a person “shall be guilty of an offence if,
being a person who has the custody, charge or care of a child or
young person, he ill-treats the child or young person or causes,
procures or knowingly permits the child or young person to be
ill-treated by any other person”.

Key Amendments to the CYPA in 2001

Amendments to the CYPA enacted in October 2001 has

enhanced child protection in Singapore. (MCYS, 2005):

* Scope of child abuse widened to include emotional/
psychological abuse.

* The Protector is empowered to remove and send the child
for medical treatment where parental consent cannot be
obtained. Under Section 2(1) of the CYPA, a “Protector”
refers to “the Director (of Social Welfare) and includes
any public officer or other person who is appointed or
authorised by the Director... to exercise the powers and
perform the duties of a protector.

* Darents or guardians may be mandated by the Court to
attend counselling, psychotherapy, assessment and other
treatment programmes. (Section 51)

* DPrint and broadcast media are prohibited from disclosing
any picture or particulars of the child or young person who
has been involved in any court proceedings, not just within
the Juvenile Court. (Section 35)

*  The Protector also has the authority to require the assistance
of parents and other significant persons to provide
information regarding the circumstances of abuse.

*  The Act protects MCYS welfare officers and Police officers
from civil and criminal liability if they are acting in good
faith as well as an informant of suspected child abuse from
personal liability.

Child Care Centres Act

The Child Care Centres Act, which safeguards the well-being
of children by providing for the licensing, inspection and
control of child care centres, also requires all child care centre
operators to report immediately to the Director of Social
Welfare (Regulation 21), whenever they have reasonable cause
to suspect any case of child abuse.

MANAGEMENT OF CHILD ABUSE IN SINGAPORE

MCYS’ ROLES IN CHILD PROTECTION

Key roles

The MCYS is the lead agency in child protection. Its key roles

are:

* Care and protection of children who are suspected of
abuse -- The family is the basic building block of society.
Recognising this, MCYS uses a systems approach in all
issues relating to the care and protection of children in
Singapore. In working with the family, kinship care is always
a preferred option as opposed to foster care. Nevertheless,
the security and safety of the child or young person is
of highest priority. Institutional care of a child or young
person will be considered where needed albeit only as a last
resort.

* Helping the family to address problems -- An equally
important aspect is to address the problems within the
family which lie behind the negative behaviours and
mindsets of the perpetrators. The goal of this aspect of
protection work is to ensure for the child a safe and caring
family environment, conducive for his or her well-being

and healthy development.

Partnership work

In the “Many Helping Hands approach”, MCYS works in
partnership with multi-agencies through the Inter-Agency
Network, and Inter-Ministry Working Group on the
Management of Child Abuse. (MCYS, 2005)

Inter-Agency Network -- MCYS works in partnership with
government and non-government agencies in the prevention of
ill-creatment of children and the care of child victims of abuse.
Others active in the field include the Singapore Police Force,
Ministry of Education, Ministry of Health, Ministry of Home
Affairs, the Subordinate Courts, as well as professionals both

in social service agencies and in private practice.

Inter-Ministry Working Group on the Management
of Child Abuse -- The Inter-Ministry Working Group on the
Management of Child Abuse was set up in 1997 to monitor,
review and improve inter-ministry procedures on the protection
of children and to determine actions to close the gap between
policy and practice.

Other activities

Child Abuse Register -- In September 1998, the Child Abuse
Register was introduced to facilitate investigations by agencies
involved in the management of child abuse cases. The Register
serves as an alert system for police and healthcare personnel
dealing with suspected cases of child abuse. Through the system,
the police and healthcare personnel can screen for known and
previously reported cases with MCYS. This has enhanced our

response to child protection concerns in the community.
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Manual -- The Manual for the Management of Child Abuse
in Singapore was launched in 1999 and later revised in 2003,
to set the intervention framework for all partners. The manual
outlines the different roles and responsibilities of each partner,
and serves as a guide for their intervention. Partners include
child care centres, voluntary welfare organisations, schools,
health care services and the police.

National Standards for Protection of Children -- In addition,
the National Standards for Protection of Children was launched
in February 2002. These Standards lend transparency to the

processes of inter-agency work in Singapore.

PREVENTIVE MEASURES

Advising a parent with difficulty in managing his/

her children

Children with challenging behaviours are a risk factor to

parental child abuse. Advice that would help the parent are

the following parenting tips:

¢ To establish firm and clear rules with the child.

¢ Give clear and calm instructions.

* Be consistent.

* Back up instructions with logical consequences.

*  Seck assistance on child management from social workers
at Family Service Centres (FSCs), or Counselling centres,
school counsellor, or child psychiatrist.

Teaching children to prevent sexual abuse

Parents, teachers, and care providers can help to prevent sexual

abuse in children by teaching children the following:

* Help children learn about parts of their bodies.

* Letchildren know that some parts of their bodies are private
and no one else should touch them (except by the carer in
the course of toileting or washing).

e Tell children that they have a right to refuse anybody’s
unfriendly touch.

* Tell children that they can refuse sexual contact by various
means such as shaking their heads, saying “No” firmly,
screaming or running away.

* Let children know that they should seek help by telling
an adult whom they trust of any sexual touching by any
adult.

* Teach children that sexual abuse should not be kept
secret.

REPORTING A CASE OF SUSPECTED CHILD
ABUSE
To report a case of suspected child abuse, a call can be made
to either:
e Child Protection Service helpline (1800-777 0000) —

MCYS - Monday to Friday 8.30 am to 5.00 pm, and
Saturday 8.30 am to 1.00 pm, or

* Dolice Divisional HQ, Neighborhood Police Post/Centre
or call 999.

To accompany the report, it would be helpful to the service if

the following information is made available as well:

* Child’s name, gender, age, school, contact number and
address if available.

*  What happened to the child and when.

*  Who were the persons involved in the reported incident.

* The names and addresses of the parents or caregivers, and

* Any other information that may be helpful.

MANAGEMENT OF REPORTED CHILD ABUSE

A flowchart depicting the management of reported child abuse
cases is shown in Figure 1. Upon receipt of a report, an inquiry
will be conducted.

The child protection process

The Protector initiates an investigation as soon as a case of
suspected child abuse is reported to the Child Protection Service
(CPS) of MCYS. The immediate objective is to ascertain if a
child is indeed a victim of abuse. An assessment is made to
decide on the level of protection required for the child and the
Police may also be called upon for criminal investigation, where
this appears to be justified. Alternative care arrangements are
made for the child to ensure his safety and well being where
deemed necessary. Assistance and support will also be rendered
to the family.

Child Protection Service (CPS)

The safety and welfare needs of the child are assessed initially

by the CPS, and these issues are subsequently brought before a

multi-disciplinary team of professionals. This team, otherwise

known as the Child Abuse Protection Team (CAPT) provides a

collective, professional view to arrive at the best approach and

management of each child protection case. Following initial

investigation, the case could be transferred to the Supervision

Unit of CPS for further monitoring and intervention. The

objectives of the supervision process are to:

* DPrevent recurrence of abuse.

*  Work with the family on their problems with an aim to
reconcile the child with the parents, without compromising
the safety and interest of the child.

The Child Abuse Protection Team (CAPT)

The Child Abuse Protection Team (CAPT) comprises
senior Child Protection Officers, Psychologists, Consultant
Paediatricians and other professionals. Relevant agencies
working with the family are also invited to CAPT. Together,

the team meets to discuss the nature of abuse, assess the degree

THE SINGAPORE FAMILY PHYsiciaN VoL37 Nol JAN-MAR 2011 :20



MANAGEMENT OF CHILD ABUSE IN SINGAPORE

Figure 1: Management of Child Protection in Singapore
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of risk, and work together to decide on a care and protection

plan for the child. This is done to ensure that the child’s best

interest is safeguarded.

* DProvide support and assistance to the family, so as to
improve the family’s functioning in caring for the child.

* Tap relevant resources in assisting the child/family; and

* Ensure that the parents/significant others maintain regular
contact with the child, if the child is placed temporarily in
residential or alternative care.

The CPS is supported by two specialist in-house teams - the
Clinical and Forensic Psychological Branch and the Counselling
and Intervention Unit. The Clinical and Forensic Psychological
Branch provides assessment of cases, offers support where crisis
intervention is required, and conducts specialised treatment
for both victims and perpetrators. The list of programme
run by the Unit is shown in Table 1. The team of specialist
counsellors from the Counselling and Intervention Unit

provides additional treatment for families where there has been
a history of abuse.

Generally, CPS adopts a partnership approach and works
with families on a voluntary basis. However, when it is evident
that parents are unwilling to work with CPS in safeguarding
their children’s interest, a court order would be taken up to
mandate the parents to take the necessary actions to ensure that
their children’s well- being is provided for. In such situations, a
Care and Protection Order is issued by the Juvenile Court.

The case management process, services and programmes that
may be activated are given below:

(a) Case Management. Child Protection Officers from
MCYS provide case management services to victims and their
families. Where necessary, cases will be referred to specialised
in-house programmes or various community resources to better

support the family for the longer term.
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(b) Specialised Counselling and Intervention
Programmes. The Counselling and Intervention Unit within
MCYS provides specialised counselling services and in-depth
therapeutic programmes for children and families. Programmes
include counselling on family violence, parenting and marital
issues. Programmes are also organised for children to help
them overcome the trauma of abuse and build their resilience.
The Unit has also embarked on Family Group Conferencing
as a platform to empower families to find alternative ways of
ensuring the safety of the children.

(c) Programmes by Psychologists. The Clinical and
Forensic Psychological Branch within MCYS offers a range of
specialised individual and group programmes for victims, non-
offending carers as well as perpetrators of child abuse. These
programmes include the Positive Parenting Programme (Triple
P), Recovery for Kids, Recovery & Empowerment for Survivors
of Sexual Abuse, Carer’s Recovery and Support, treatment
programme for adult perpetrators of sexual abuse, Positive
Adolescent Sexuality Treatment Programme, and Programme
for Optimistic, Well-Equipped and Resilient Kids. Further
details on these programmes described in Protecting Children
in Singapore (MCYS, 2005)" are given below:

(i) Positive Parenting Programme (Triple P) -- Parents
are taught a variety of child management skills including
systematic ways of observing problem behaviour; providing
brief contingent attention following desirable behaviour;
engaging activities to be used in high risk situations; using
directed discussion and planned ignoring for minor problem
behaviour; giving clear and calm instructions; backing up
instructions with logical consequences; and using quiet time
and time out. It teaches parents to apply parenting skills to a
broad range of target behaviours in both home and community
settings with the target child and siblings.

() Recovery for Kids -- This is a systematic group programme
for children aged 6 to 12 years who have experienced sexual
abuse. The programme approach is cognitive-behavioural,
with an emphasis on complex cognitions such as false beliefs,
attributions, decision making processes and how these may
influence the child’s behaviours. Treatment components
comprise of sex education, coping skills training and strategies
to prevent future episodes of sexual abuse. Parents’ sessions are
conducted with non-offending parents with the intention of
increasing their level of understanding and support for their
children. Psychometric testing is conducted at pre-test, post-
test and three-month follow-up to evaluate the effectiveness of
the programme as well as to assess the therapeutic gains of the
children who participate in the programme. The ideal group

size is between eight to ten participants.

(iii) Recovery & Empowerment for Survivors of Sexual Abuse
-- This is a specialised group programme for adolescents with
a history of sexual abuse. It is based on cognitive-behavioural
treatment model with strong psycho-educational and skills
training components to address abuse issues. Adolescents are
taught ways to manage abuse-related emotions, thoughts and
behaviours, and overcome their negative sexual abuse experience.
Parent sessions are conducted with non-offending parents with
the intention of increasing their level of understanding and
support for their adolescents. Psychometric testing is conducted
at pre-test, post-test and three-month follow-up to evaluate the
effectiveness of the programme as well as to assess the therapeutic
gains of the adolescents who participate in the programme. The

ideal group size is between eight to ten participants.

(iv) Carer’s Recovery and Support Programme -- This is a
structured group programme for non-offending parents and
caregivers of children and adolescents who have experienced
sexual abuse. The programme is best suited for carers whose
children are concurrently participating in one of the two
previous programmes mentioned. The sessions are designed
to provide the carers with the necessary understanding of their
children’s traumatic experience. Essential skills on helping the
children, as well as enabling the carers to cope with the abuse-
related emotions, thoughts and behaviours are taught. They are
also equipped with knowledge and practical skills to prevent
future episodes of sexual abuse. Psychometric testing is conducted
at pre-test, post-test and three-month follow-up to evaluate the
effectiveness of the programme as well as to assess the therapeutic
gains of the carers who participate in the programme. The ideal

group size is between five to ten participants.

(v) Treatment Programme for Adult Perpetrators of Sexual
Abuse and the Positive Adolescent Sexuality Treatment
Programme -- Treatment programmes are available for intra-
familial adult perpetrators of sexual abuse and adolescent sex
offenders. They could be seen either individually or in a group
setting. Depending on the age of the client, the client is referred
to either an adult group or an adolescent group treatment
programme. The primary objectives of the programmes are
to provide a comprehensive and specialized treatment to
reduce re-offending by the perpetrators. The programmes are
based on a cognitive-behavioural/relapse prevention model of
treatment, and aims to develop the essential skills, knowledge,
and awareness needed to change the perpetrator’s sexual
offending behaviour. The programmes are also designed to help
the perpetrators work on changing offence-related thinking,
attitudes and feelings. During the programme, participants are
expected to take responsibility for their offending behaviour,
examine victim issues, identify their offence cycle and develop
a detailed relapse prevention plan.
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(vi) Programme for Optimistic, Well-Equipped and Resilient
Kids -- This is a group programme for children aged between
8 to 12 years old who have a parent or sibling experiencing
a mental health problem (specifically schizophrenia, anxiety
or depression). It is a three-day programme designed to: -
1) provide age-appropriate education about mental illness
and coping skills to manage their own feelings; 2) improve
resiliency; 3) improve self-expression and creativity; 4) increase
self-esteem; and 5) reduce feelings of isolation.

(d) Psychiatric Programmes. In instances of severe
psychopathology, referrals are made to the Child Guidance
Clinic for psychiatric treatment.

(e) Enable A Family Volunteer Scheme. This Scheme
started in 2003 and engages volunteers to ensure the safety
of children and young persons who have been abused, or are
at risk of abuse, so that they can continue to live with their
families instead of being placed in alternative care. Volunteers
also encourage and help the family to better cope with parenting
roles and crisis situations, as well as assist families in utilizing

community resources.

(f) Practical and Financial Assistance. Financial and
social assistance schemes from the Community Development
Councils and other donated funds can be tapped to help low
income families. Within the Child Protection Service, case
managers also assist the families to meet such needs such as
childcare, before and-after-school student care, as well as job

placement for unemployed family members.

(g) Fostering Service. Under this scheme, foster mothers
provide temporary alternative home-based care for children
whose family environments have been assessed to be unstable
and not conducive for the child’s safety and wellbeing. Foster
parents take on the role of surrogate parents to these children
and provide a safe, nurturing family environment for the growth
and development of the children placed under their care.

Foster care is the preferred choice for a child who needs
to be removed from his/her own home. Caring for children
who have been subject to damaging experiences can be very
challenging. In recognition of this fact, the Fostering Service
runs a 24-hour hotline that provides emotional and practical
support for foster parents in their caregiving roles.

(h) Kinship Care and Family Care Programmes.
The FamCare Scheme taps on kinship support to provide care
for child abuse victims when alternative care arrangements
need to be made. Care provided by relatives can often reduce
the fear and anxiety of the child as the child is usually more
familiar with relatives than with an unrelated family. Like foster
parents, relatives who are willing to provide care for the child

will be assessed based on the standard criteria for selection of

MANAGEMENT OF CHILD ABUSE IN SINGAPORE

alternative caregivers. Relatives are also supervised and supported
by the Child Protection Officers, and have access to the hotline

mentioned above.

(i) Placement in Residential Care. Placing a victim
of abuse in a Children’s Home run by a voluntary welfare
organisation is the last resort. With the availability and
preference for foster care and kinship care, the number of new
admissions into residential facilities has gradually decreased.
Residential care may be the most suitable and necessary option
where other options fail to effectively ensure the safety and
security of victims of abuse. This might be true, for example,
where a child is so damaged by his/her experiences that even
a loving foster home is unlikely to be able to cope with the
child’s challenging behaviour. The security of good residential
care may be preferable to the risk of repeated rejection by foster
families who are unable to tolerate the disruptions to family
life caused by excessively disturbed behaviours. Where children
are placed in alternative care, appropriate arrangements are also
made to ensure the child maintains links with his/her family
of origin. This is done through supervised access, or outings
and home leave. Through such arrangements, the suitability of
reintegrating the child back to the family of origin on a more
permanent basis is also assessed.

In-house, the CPS is supported by the Counselling and
Intervention Unit, the Clinical and Forensic Psychological
Branch, the Volunteer and Fostering Service, all of which are
part of the Rehabilitation, Protection and Residential Services
Division of MCYS. This arrangement allows for speedy cross-
service discussions and intra-divisional referrals, ensuring better

outcomes for children and families.

CONCLUSIONS

Child abuse and neglect happens across all social, economic and
cultural groups. All of us including government, community
and public need to play a part in ensuring that children are
protected from harm. Suspected child abuse cases are reported
to the Child Protection Service or the Police. Inquiry to confirm
the report is indeed child abuse and the level of protection
required will be activated.
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LEARNING POINTS

Child abuse and neglect happens across all social, economic and cultural groups. All of us including
government, community and public need to play a part in ensuring that children are protected
from harm.

Suspected child abuse cases are reported to the Child Protection Service or the Police. Inquiry to
confirm the report is indeed child abuse and the level of protection required will be activated.

The lead agency in child protection in Singapore is the Ministry of Community Development, Youth
and Sports (MCYS) and the duties are spelt out in the Children and Young Persons Act.

MCYS protects children from ill treatment through effective detection, incisive investigations, and
rehabilitation of perpetrators.

Abused or neglected children are placed under a care programme to help them through the trauma
of their experience.

Wherever possible, the family unit is assisted to provide a more positive and caring setting for the
continued upbringing of the child.
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MANAGEMENT OF FAMILY VIOLENCE

UNIT NO. 3

SPOUSAL VIOLENCE AND CHILD WITNESSES

A/Prof Goh Lee Gan

ABSTRACT

Spousal abuse is the most prevalent form of family
violence in Singapore. The term can be taken to be
similar in meaning to intimate partner violence. The
introduction of an integrated approach to management
which includes amendments to the Women’s Charter
to provide protection for abused women has led to
a decrease in the number of cases of spousal abuse.
Understanding the causes, spousal abuse theories, and
consequences form the first step of action. A high index
of suspicion, assessment of danger, and appropriate
management of the victim and aggressor are key pointers
to take note of. Primary and secondary prevention efforts
in child witnesses to intimate partner abuse will help to
reduce the intergenerational transmission of intimate
partner abuse. An intervention programme for child
witnesses immediately and ongoing creates awareness
that intimate partner abuse is not their fault and that
they have a safety plan in case of recurrent episodes of
violence exposure.

SFP2011; 37(1): 25-29

INTRODUCTION

Spousal abuse is the most prevalent form of family violence
in Singapore. The set up of the integrated management of
family violence strategy beginning in 1994 with MCYS
and the Singapore Police Force as the lead agencies, and the
amendments to the Women’s Charter in 1996 are key events
in reducing the number of spousal abuse cases. Figure 1 shows
the number of spousal abuse cases in Singapore to be decreasing
since 1996. (MCYS Website)'.

There is no place for complacency however, and there is
a need to understand the issues surrounding spousal abuse
and work in concert with various partners to reduce such
violence to the minimum. An ongoing process of quality
improvement, training of frontline providers, and public
education is needed.

The four pronged Singapore strategy of dealing with family
violence -- legislative framework, “Many Helping Hands”
approach, training of frontline service providers, and public
education -- forms the strategy in reducing spousal violence
too.

GOH LEE GAN, Associate Professor, Head, Division of Family
Medicine, University Medicine Cluster, National University Health
System

Senior Consultant, Institute of Family Medicine, College of Family
Physicians Singapore

Children are silent witnesses to such events. They suffer
from emotional and psychological trauma. One long term
consequence is the intergenerational transmission of violence
behaviour. There is a need to teach alternatives to violence
behaviour.

From the medical practitioners’ perspective, an understanding
of the issues and consequences of spousal violence to the
victim, children and family is the first step. Armed with this
understanding, we would be more prepared to look out for
adults, children, and other family members who have been
exposed to such experience and take steps to help the affected
individuals and family.

SPOUSAL VIOLENCE -- THE MOST PREVALENT
FORM OF FAMILY VIOLENCE

Under the Women’s Charter, victims of family violence —
including spousal violence -- can apply for the Personal
Protection Order (PPO) to restrain the abuser from using
violence. Victims can also obtain a Domestic Exclusive Order
(DEO) to obtain rights to exclusive occupation of the shared
residence or a specific part of the shared residence. The number
of PPOs applied is an indication of the prevalence of such
abuse.

The number of applications for PPOs and DEOs has
decreased from 2691 persons in 2005, 2,667 persons in 2006
to 2,554 persons in 2007. Statistics over the three years from
2005 to 2007 indicated that spousal violence was the most
widespread form of family violence with wives comprising
60% and husbands comprising 11% of total PPO applicants.
(MCYS, 2009)". Spousal abuse cuts across all social, economic,
and cultural groups.

Types of abuse

The types of spousal violence can be categorized as follows:

* Physical abuse -- Hurt caused by punching, kicking,
pushing, choking, slapping or hitting with objects;
deprivation of food or water, sleep, shelter or medicine.

* DPsychological/emotional abuse — Use of insults,
humiliation or name-calling to damage the spouse’s self-
worth; puts the spouse in fear by screaming, making threats,
harassing or destroying property; deliberately misusing the
emotional factors in a relationship in order to manipulate
and intimidate the spouse.

* Social abuse — Controls the flow of information in and out
of the house; demeans the spouse in front of the children
or in public places; monitors and restricts the spouse’s
activities, outings, family ties, and friendships.

* Sexual abuse — Any form of unwanted or disrespectful
touching or any non-consenting sexual act or behaviour
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Figure 1. Number of reported cases of spousal violence
(violence against women) 1998 - 2006
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such as physically attacking parts of the victim’s body or
forcing sexual activity when the victim refuses to consent
or is too afraid to refuse.

*  Wrongful confinement — Restrains the spouse in such a
manner as to prevent the victim from proceeding beyond
certain circumscribing limits.

CAUSES, THEORIES, AND CONSEQUENCES OF
SPOUSAL VIOLENCE

Root causes

The reasons for family violence are multi-factorial and range
from matters concerning children to arguments over money,
affairs, and alcohol abuse, and the lack of ability to use
alternative ways to deal with problems.

Cross country marriages

With the increase of cross-country marriages, a new dimension
of spousal abuse has arisen in Singapore. Of the nearly 300
spousal violence cases that PAVe handled in 2009, one in five
involved those who were not born here - almost double the
figure in 2008. (New Paper, 2010)2.

There is also a reluctance of abused spouses who are

immigrants to seek help. Of the 85 new cases involving
immigrants in abusive marriages PAVe handled over the last
two years, only 20 per cent had sought help on their own. The
rest were referred to PAVe by the police, the hospitals or the
Ministry of Community Development, Youth and Sports.
This is in sharp contrast to the cases PAVe has seen in recent
years involving Singaporean victims who have voluntarily
sought help because of domestic violence. With more marriages
between citizens and non-citizens, making up almost 41 per
cent of all marriages in 2009, there is a need by care providers
to be aware of immigrants who may be abused spouses. Public
education for such people is the key. There is a need to bring
the message home that putting a stop to spousal violence is not
the same as breaking up a marriage. Some victims think that,
by speaking up, it will cause even more problems. But with
counselling, it may actually save the marital relationship.

Social theories of spousal abuse

Several theories have been put forward to explain spousal abuse.

They are described in the Manual on “Integrated Management

of Family Violence Cases in Singapore” Chapter 4 pages

2-3. (MCYS:IMFVM, 2009)*. These help us understand the

mechanisms underlying the actions. For a given situation, one

theory may be more plausible than others. Also more than one
theory may explain the situation.

* Social learning theory (Moores, 1975; Gelles, 1995) — This
theory postulates that spousal violence is learned. Abusers
are more likely to have experienced violence or witnessed
violence between their parents when they were young. These
individuals also learned to justify being violent, taking it as
an effective method of resolving conflict.

* Stress and coping theory (Gelles 1995; Prescott & Lekto,
1975) — This theory posits that spousal abuse occurs due to
lack of coping resources in a family. Economic deprivation
imposes a strain on a marriage, not only because it is
more difficult to live without money, but also because
an inadequate income represents, for many couples, the
husband’s failure to perform satisfactorily as a provider.
Thus, when men feel threatened in their role as a provider and
perceive themselves as powerless, they may resort to violence
as a means of expressing their authority in the family.

*  Marital power theory (Allen, 2007; Chibucos, Leite & Weis,
2004) — This theory posits that marriage continues to be a
structurally unequal relationship as a consequence of both the
differential opportunities open to men and women. Spousal
abuse happens when the husband wishes to maintain the
power imbalance and exert his dominance in the relationship.
This is more likely to occur when the husband has lictle
education and has a job low in prestige and income.

* Resource theory (Goode, 1971) — This theory posits that
women who are dependent on their spouse for economic
maintenance may be the most vulnerable to spousal abuse.
The inability to attain their own resources leaves them very
reliant on their husbands and have fewer options to abandon
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the abusive relationship. Furthermore, having children to
take care of, increases the financial burden and makes it
more difficult for them to leave the marriage.

* Exchange/social control theory (Gelles, 1995) — This
theory posits that spousal abuse occurs because it achieves
a certain goal and that benefit outweighs the cost. This
occurs when there is a reluctance of social institutions and
agencies to intervene and when one’s culture approves of
violence as being an expressive and instrumental behaviour,
thus encouraging the perpetuation of spousal abuse.

* Transitional socialisation theory (Gelles, 1995) — This
theory posits that the prescription of a male-dominant and
female submissive role in a relationship is a potent force
to spousal abuse. The sex role polarization can be used as a
form of justification by men in their acts of abuse to assert
their authority in the relationship.

Consequences

Spousal violence affects not only the women, but also other
family members and the community at large. Female victims
suffer from physical, emotional or psychological injury and in
severe abuse cases, face the threat of losing their lives. Over time,
abused women become fearful, helpless, confused, anxious and
tend to develop a low self esteem. (MCYS, May 2005)°.

Spousal violence also undermines the safety and stability of
the family unit. Violence compromises the ability of the family
to provide comfort and love to its members. The breakdown
of the family as a functioning unit has negative consequences
on children who need stability in the family environment for
healthy development.

The scars of spousal violence stay with the family members.
Children who witness such violence are the invisible victims.
These children tend to be aggressive and antisocial. They can
either act up or be withdrawn, fearful, depressed, anxious, and
have low self-esteem. Children exposed to domestic violence
are also found to be less socially competent, have difficulty in
school and show less ability to empathize with others’ feelings.
Finkelstein and Yates (2001) report that children from violent
families are at a 30% to 40% higher risk fo psychothopathology
compared with those from nonviolent familes. (Horner,
2005)5.

The roles and rights of women can also be distorted in male
children who experience witnessing violence against female
family members. Knapp, (1999) reports that boys who observe
their fathers battering their mothers have a 10 times increased
risk of abusing their future spouses compared to those who did
not observe such violence as children. Doumas D., Margolin
GS & John RS(1994), in a study of family violence spanning
three generations, found witnessing family violence to be
predictive of aggression toward women or children across all
three generations but only for males. (Horner, 2005)°.

At the community level, weakening family relations may
affect the social cohesion within the community and necessitate
the devotion of greater resources to remedial care.

SPOUSAL VIOLENCE AND CHILD WITNESSES

Health, social and economic costs

Women and children protection and welfare programmes
require expenses to cover the costs of running early intervention
programmes for children at risk of abuse, mandatory counselling
programmes, crisis shelters, public education and training.

Abused women may be in need of help and support.
These may take the form of physical help including care from
hospitals, doctors and nurses; emotional help including the
utilization of services of social service providers. Victims of
abuse often times also become detached from the community,
which poses additional economic costs through opportunity
costs in terms of reduced work productivity.

Downstream social problems include broken and/or
dysfunctional families, poor physical/psychological health,
juvenile and adult criminal behaviour and imprisonment.
Having to tackle these social problems would take a toll on
society’s resources, not counting the costs associated with
suffering experienced by the victims, medical costs and the
loss of lives in fatal cases.

INDEX OF SUSPICION AND ASSESSMENT OF
DANGER TO THE VICTIM

Index of suspicion

The presence of the following features will raise suspicion of

abuse:

* Dhysical indicators e.g., unusual injuries that are not likely
to be inflicted accidentally e,g, strangulation marks, burns
and scalds, head and facial injuries, bruising around the eye,
arm, finger, leg injuries, and abdominal injuries especially
if pregnant.

* DPsychological indicators e.g., depression, anxiety,
apprehension, restlessness, agitation, appearing aloof, quiet
or withdrawn at the consultation.

* Features in the history e.g. withholding certain facts in the
history, or refusal to answer questions. More details are
given in Unit 6 of this Family Practice Skills Course.

Suggested statements to introduce the topic of
spousal violence

The following are statements suggested by Thackeray et al
(Thackeray et al, 2010)¢ to introduce the topic of spousal
violence:

“We all have disagreements at home. What happens when you
and your partner disagree?”

“Is there shouting, pushing, or shoving? Does anyone get
hure?”

“Has your partner ever threatened to hurt you or your
children?”

“Do you ever feel afraid of your partner?”

“Has anyone forced you to have sex in the last few years?”
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Assessment of danger to the victim

There are three factors that communicate danger that should
be noted: injuries, social constraints placed on the patient, and
fear. Details should be sought from such a patient.

MANAGING SPOUSAL VIOLENCE

The details are covered in Chapter 3 of the Manual on “Integrated

Management of Family Violence Cases in Singapore”, 2009 and

also in Unit 6 of this Family Practice Skills Course. The following

summarises the key points in managing spousal violence:

*  General principles — safety considerations of the victim
and other vulnerable family members, respect patient
confidentiality and right to self determination, understand the
dynamics of family violence, arrange for services to eradicate
violence at the appropriate time e.g., during mandatory
counselling sessions, and proper documentation.

* Responding quickly to victims of family violence because
violence can lead to permanent disability or even death
without prompt intervention.

* Handle family members with aggressive behavior or violent
behavior by treating such people with empathy, attention,
respect, and encourage them to express themselves in
an acceptable non-violent way and inform them of the
complaint system and the avenues that are open to appeal.
Speak calmly and get the agitated person to sit down.

*  Bealert to signs of impending physical attacks e.g. provocative
conduct, rising tension in face and limbs, raised voice, and
getting physically close.

MANAGING CHILD WITNESSES

Primary prevention efforts include parent training and family
conflict management training, conflict resolution training in
schools, and relationship skills training and education about
healthy intimate relationships in schools. (Cannon et al,
2009)".

For children who have witnessed spousal violence, target
interventions should be enacted to build skills that will reverse
detrimental learned behaviors. These prevention strategies may
help curb the damaging and cyclical effects of witnessing spousal
violence during childhood. (Cannon et al, 2009)".

Ernstetal (Ernstetal, 2008)' reports the positive outcomes
from an immediate and ongoing intervention programme
for child witnesses of spousal violence. This intervention
programme for children who have witnessed adult intimate
partner violence is provided by a local non-profit group in a city
0f 500,000 in New Mexico. The programme is unique in that
intervention for child advocacy starts immediately when police
visit the home site of an intimate partner violencecall; social
workers are called at the discretion of the police department
at the scene of an intimate partner violence call.

Interventions are immediate and ongoing. The overall goal
of therapy is to teach children that violence in their family is

not their fault or responsibility, that this is not okay, and that
they can end the cycle of perpetuating or becoming a victim
of intimate partner violence in their own lives by learning
healthy behaviours and coping skills, and also to improve self-
esteem. Equally important is learning safety factors, such as
what to do if more violence occurs and where and how to seek
assistance if it were to recur. With traumatized children, the
goal is to allow the child to process the traumatic event, give
it appropriate and realistic meaning, and be able to store it as
a more tolerable memory.

The treatment includes children’s play therapy, art and sand
tray therapy, and a unique coloring book called Sammy the
Safety Dinosaur that is provided as a tool to establish a child
safety plan. Art (children’s art therapy), play, sand tray, and pet
therapies provide a medium for communication, a mechanism
for uncovering concerns and pent up feelings.

CONCLUSIONS

Spousal violence is the most prevalent form of family violence.
A high index of suspicion, assessment of danger to the victim,
and appropriate management of the victim and aggressive
family member are key pointers to note. Child witnesses also
need to be managed.
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LEARNING POINTS

* Spousal abuse is the most prevalent form of family violence in Singapore.

¢ The introduction of an integrated approach to management which includes amendments of the
Women’s Charter to provide protection of abused women has led to a decrease in the number
of cases of spousal abuse.

¢ Understanding the causes, spousal abuse theories, and consequences form the first step of
action.

¢ A high index of suspicion, assessment of danger, and appropriate management of the victim
and aggressor are key pointers to take note of.

¢ Primary and secondary prevention efforts in child witnesses to intimate partner abuse will
help to reduce the intergenerational transmission of intimate partner abuse.

¢ An intervention programme for child withesses immediately and ongoing creates awareness that
intimate partner abuse is not their fault and that they have a safety plan in case of recurrent
episodes of violence exposure.
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UNIT NO. 4

ROLE OF POLICE IN MANAGEMENT OF FAMILY VIOLENCE

Dr Jonathan Pang

ABSTRACT

The Police are often the first point of contact for victims of
Family Violence. In some cases, the General Practitioner
may call the Police on behalf of the victim if the doctor
detects family violence or if the victim requests the
doctor to do so on his or her behalf. Calling the police
is especially crucial if there is risk of injury, immediate
threat to life or bodily harm. The Police Officer will
assess each incident and ensure that the situation is
under control and that further escalation of violence
is prevented. If there is immediate need of medical
attention, then it would be requested immediately by
the Police Officer handling the case. If no urgent need is
required, then the Police Officer at the scene will refer
the victim to Government medical institutions for the
necessary medical examination. The Singapore Police
Force and the Ministry of Community Development,
Youth and Sports (MCYS), jointly head the Family
Violence Dialogue Group. This is the key platform for
the “Many Helping Hands” approach to family Violence
that is multi-disciplinary and multi-agency.

Key words: Police, family violence, bodily harm
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INTRODUCTION

Singapore has in place the Police and the Legal framework to
help in cases of Family Violence"?. Several pieces of legislation
underlie the management of Family Violence in Singapore.
The cornerstone of these are the Women’s Charter, the Penal
Code, Children and Young Persons Act and the Miscellaneous
Offences (Public Order and Nuisance) Act.

The Police are often the first point of contact for victims of
Family Violence. In some cases, the General Practitioner may
call the Police on behalf of the victim if the doctor detects family
violence or if the victim requests the doctor to do so on his or
her behalf. Calling the police is especially crucial if there is risk
of injury, immediate threat to life or bodily harm.

PRINCIPAL CONSIDERATIONS BY THE POLICE
In responding to incident of reported family violence, the Police
will take note of the following:

1. Ensure the safety of the victim.

2. Prevent any further escalation of violence.

JONATHAN PANG, Family Physician in Private Practice; Honorary
Secretary, College of Family Physicians Singapore

3. Manage the incident swiftly and effectively.
Investigate into possible offences committed; and
5. Provide the parties involved an avenue of conflict resolution

or mediation by means of referral to other agencies.

Police Officers need to be mindful of their behaviour and be
particularly sensitive and sympathetic to victims, as some of
them may have suffered long periods of considerable physical
and psychological trauma before stepping forward and asking
for help. Their choice of words, tone and body language are
very important in their contact with the victim. It may make
the difference, allowing the victim to be more forthcoming and
hence enable the officer to be able to get greater details and
better understanding of the situation.

NOTIFYING THE POLICE

The Police can be notified of an incident of family violence

through:

e 999 calls from the victim, relative or friend of the
victim.

* Reports lodged at police establishments such as Police
Division Headquarters, Neighbourhood Police Centres/
Posts and Police Posts at government or restructured
hospitals.

* Reports by medical officer of a hospital.

* Referrals by a social service agency; or

* Reports lodged via Electronic Police Centre.

The Police Officer will assess each incident and ensure that the
situation is under control and that further escalation of violence
is prevented. If there is immediate need of medical attention,
then it would be requested immediately by the Police Officer
handling the case. If no urgent need is required, then the Police
Officer at the scene will refer the victim to Government medical
institutions for the necessary medical examination.

The Police Officer will gather the facts of the case and
determine if any arrestable or non-arrestable offence has
been committed. The Police Officer will also ascertain if any
Expedited Orders (EO), Personal Protection Orders (PPO) or
Domestic Exclusion Orders (DEO) is in the possession of the
victim, i.e. the victim has applied before for such orders. The
officer will act on the instructions of the order accordingly.

For non-arrestable offences, the Police Officer may also
advise the victim to file a Magistrates’ complaint with the
Subordinate Courts. This will enable the Police to exercise
the special powers of investigation provided by the Criminal
Procedure Code to initiate investigations. Examples of non-
arrestable offences include verbal threat, slapping, punching
and kicking the victim causing pain and bruises.
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For arrestable offences such as voluntarily causing hurt by
dangerous weapons or means, voluntarily causing grievous hurt
or voluntarily causing grievous hurt by dangerous weapons
or means, the Police Officer may arrest the alleged offender
without a warrant of arrest.

The Police Officer may sometimes need to consult with the
investigating officer for further actions or even liaise with other
agencies for further remedial actions. If the alleged offender
was arrested and Police decide to release the alleged offender
on bail from Police custody, the Police would attempt to
inform the victim or if the victim cannot be contactable after
reasonable actempt by the Police, Police would attempt to
inform the victim’s kin / social worker from the family service
centre handling the case of the alleged offender’s release on bail
from Police custody.

OTHER AVENUES OF HELP OR REFERRALS BY
THE POLICE

The Police Officer may, depending on the need, advise the victim
on options available for additional assistance to them. The victim
may be advised to file an application of a Protection Order to
be done at the Family Court. A Counselling Order (compulsory
counselling programme for all parties involved in family violence)
may be made by the Family Court when it issues the protection
Order under Section 65 of the Women’s Charter, Cap 353.

For victims who are unable to go back to their home for
safety reasons, temporary accommodation at a Crisis Shelter/
Sheltered Home can be arranged. If it is a child abuse case,
then the approved Children’s Homes may be an option. These
are usually kept confidential.

The Police will also advise the victim on available assistance
at the various social services agencies (e.g family services
centres). However, the decision to seek referral rest entirely on
the victim. For reported cases of family violence, the Police will

monitor the case for a certain period of time.

INVOLVEMENT IN OTHER ORGANISATIONS
AND WORKGROUPS

The Singapore Police Force and the Ministry of Community
Development, Youth and Sports (MCYYS), jointly head the

ROLE OF POLICE IN MANAGEMENT OF FAMILY VIOLENCE

Family Violence Dialogue Group. This is the key platform for
the “Many Helping Hands” approach to family violence that
is multi-disciplinary and multi-agency.

In 1996, the National Family Violence Networking System
was established to puta light network of support and assistance
into place. It links the Police, hospitals, social service agencies,
the courts and MCYS into 6 geographical regions for closer
collaboration and networking. Since 2003, the Regional Family
Violence Working Groups (which includes the Police, hospitals,
social service agencies and crisis shelters) were set up to work
with the community to raise awareness on family violence,

examine regional trends and enhance service delivery.

CONCLUSIONS

The Police are a key partner in the management and prevention
of family violence. They are often the first point of contact for
victims and play the critical role of de-escalating the violence,
investigating, monitoring and prosecuting the offenders or
perpetrators of family violence.

They can also encourage the victims to seek help at the
Family Service Centres, refer victims for medical attention
and advise victims on the option of applying for protection
orders at the Family Court. The Police are also involved with
other agencies in the raising of awareness and public education

regarding family violence.
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LEARNING POINTS

¢ Victims of family violence can call the Police directly or the GPs whom they are consulting can also

do so on their behalf.

* The Police have several roles to play in family violence, the most important of which is to ensure
the safety of the victim and prevent further escalation of violence.

* The Police works with other agencies to help promote public awareness and education against

family violence.
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UNIT NO. 5

ROLE OF GPS IN MANAGEMENT OF FAMILY VIOLENCE

Dr Wong Tien Hua

ABSTRACT

Family violence is often left undetected and unreported
in the community and the General Practitioner has an
important role the play in identifying and handling such
cases. The article provides pointers on how to identify,
manage such cases as they arise, and the methods we can
employ to achieve a better outcome for these victims.

Key words: Family violence, General Practitioner, Role
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INTRODUCTION

As the health professional involved in primary care, the
General Practitioner (GP) plays a vital role in recognizing
and identifying cases of family violence and abuse. A high
index of suspicion during history taking, and recognizing
the common signs of abuse are necessary. It is critical for the
GP to exercise vigilance in detecting a suspected child abuse
case. Children who are vulnerable to abuse, would require the
necessary professional intervention and assistance to protect
their interests.

Once a case of abuse is identified and the victim has made
disclosure, the GP needs to know how to respond. He must
acknowledge the disclosure, as it is a very difficult step for
the victim, and provide support and assurance in a conducive
environment. Detailed medical record-keeping with a focus
on patient safety is critical. The GP must then make use of his
available resources and know when to refer the patient to the
appropriate agencies.

HAVE A HIGH INDEX OF SUSPICION FOR FAMILY
VIOLENCE

The GP needs to maintain a high index of suspicion in order
to identify cases of family violence and abuse. He needs to
be sensitive to the patient and know how to ask the “right”
questions.

CREATE A CONDUCIVE ENVIRONMENT
The GP needs to set up his consultation room to ensure a quiet
environment, and free from distractions i.e., telephone calls.

WONG TIEN HUA, Family Physician In Private Practice; Editor Of
The College Mirror, College Of Family Physicians Singapore

Such a conducive environment is a necessity in order for the
victim to be willing to talk and “open up”.

It is important to only raise the issue of domestic abuse when
the person is alone. Any accompanying person may interfere
with communication

Be patient. Do not rush, as it may make it difficult for the
victim to talk about the problem. Some victims are just not
ready to talk about it; if that is the case, we should respect their
choice. If we are able to make the patient feel comfortable, it
will encourage him/her to return to see you again. It helps to
make our contact details available to the victim.

We should give the patient a choice if he/she would rather
talk to a doctor of specified gender or some other colleague
he/she may be more comfortable with. We should not make
assumptions that they want to talk to someone of the same
race as some may feel shame speaking to another member of
the same community. Do not assume, always ask.

We should listen attentively to the patient, treating him/
her with respect, empathize and try to see the situation from
his/her perspective.

ESTABLISH IF THERE ARE ANY CHILDREN AT
HOME

We need to establish whether there are any children at home as
there is a close link between domestic abuse and child abuse/
neglect. If you suspect a victim is being abused, think of the
implications to his/her children and whether the children are
also suffering from abuse. It is important to note that child
witnesses of violence are also subjected to emotional trauma
which also constitutes family violence.

BE PROACTIVE IN IDENTIFYING VICTIMS OF
ABUSE

Be proactive and take the initiative to identify victims at risk
of domestic abuse. Some victims minimize the effects and deny
abuse as a way of coping and may find the subject too diflicult
to raise themselves. Rather than assuming that the response
will be hostile; victims who have been abused often report
that they were very glad when somebody asked them about
their relationships.

We should show concern if a patient’s injury is inconsistent with
his/her explanation, and work towards finding the underlying
reason for this injury.

Direct questions are sometimes necessary:
“Has your partner ever hit you?”,
“Are you ever afraid at home?”
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LOOK FOR SIGNS OF ABUSE
We need to be aware of signs that indicate domestic abuse,
and should not have preconceived ideas as any woman (man)

be a victim.

Possible signs of domestic abuse

* Frequent appointments for vague symptoms.

* Injuries inconsistent with explanation of cause.

*  Victims try to hide injuries or minimise their extent.

* Dartner always attends unnecessarily.

* DPadient is reluctant to speak in front of partner/family
member.

* Suicide attempts.

* History of repeated miscarriages, terminations, still births
or pre-term labour.

* Repeat presentation with depression, anxiety, self-harm or
psychosomatic symptoms.

*  Non-compliance with treatment.

*  Multiple injuries at different stages of healing.

* Patient appears frightened, overly anxious or depressed.

* Dadient is submissive or afraid to speak in front of her
partner.

* Partner is aggressive or dominant, talks for the victim or
refuses to leave the room.

* Injuries to the breasts or abdomen.

* Recurring sexually transmitted infections or urinary tract
infections.

Provide information

Be aware of support services available and keep printed
information/pamphlets. Consider posters and pamphlets in
waiting areas. Consider printing small cards with information
and helplines and leave in toilets or cubicles.

MANAGEMENT - WHAT TO DO IF A PATIENT
DISCLOSES DOMESTIC ABUSE

Keep detailed and accurate records

Document all discussions and record what was reported by
the victim, including the time, place and how it happened.
Document your suspicions even if the victim has not disclosed.
Clearly indicate any physical injury resulting from domestic
abuse, and note if the injury is consistent with what was
reported. Use drawings, body maps, and photographs if
possible. Finally, record what advice was given and what action
taken.

Focus on safety
Ascertain whether the patient is in imminent danger and needs
to be further treated in a hospital. If so, refer to hospital A&E

ROLE OF GPS IN MANAGEMENT OF FAMILY VIOLENCE

department immediately. If there is no imminent danger and
no further medical treatment is required, ask if the patient
would like to see the Medical Social Worker or Family Service
Centre.

Adpvise the patient to make a police report if one has not
been made. In the event where a seizable offence has been
committed, doctors are legally required and professionally
obligated to lodge the report on behalf of the patient (if the
offence falls under the mandatory reporting of Section 22 of
the Criminal Procedure Code). This is unless the doctor has
reasonable grounds not to do so.

Remember to attend to the victim’s other health needs.
Attend to any physical injuries, and referral to the Medical
Social Worker or psychiatrist if required.

If there are any concerns or suspicions of non-accidental
injuries on a child or young person (CYP) or the CYDP’s
explanation is inconsistent to the injury sustained, or the
allegation is made by the CYD, the GP should refer the case
immediately to the Children’s Emergency Department of
KK Women and Children’s Hospital or National University
Hospital for a detailed examination and follow-up.

For suspected child sexual abuse cases, the GP should alert
Child Protection Service immediately. The GP should keep
the interview and medical examination to a minimum so as
not to contaminate evidence and traumatize the child. The
detailed interview and examination should be undertaken by
the hospital medical professionals.

Provide support and reassurance
Let the patient know that you believe him/her and acknowledge
that the disclosure was a difficult but courageous step.
Emphasize that the abuse is not his/her fault. Tell the patient
that abuse is unacceptable and he/she has the right to safety.
This is essential and is in itself the first therapeutic step. Let the
victim know that he/she is not alone, and there is hope that he/
she can escape from the cycle of an abusive relationship.

Maintain confidentiality

Emphasize that patient confidentiality will be maintained
within limits, unless there are grave concerns on the patient’s
safety. There should be no attempt to raise the issue with
the perpetrator without the victim’s permission. Breaking
confidentiality, even if driven by concern about the patient,
can result in further harm.

Be non-judgmental

Do not make decisions for the victim as she needs to decide
for herself, unless she is assessed to lack mental capacity, what
she wants to do next. You can discuss the options available.
These could include:

* Secking advice from a helpline.

*  Getting support from appropriate agencies (e.g. a Social
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Service Agency or crisis shelter - refer to the list of Social
Service Agencies).

*  Making a police report.

* Getting legal advice on obtaining protection order or
expedited order.

Being non-judgmental also means that doctors need to be
aware of their own attitudes and beliefs about the victim and
perpetrators, based on their religion, culture, class or gender.
The victim may choose to stay or return to his/her partner
despite the abuse. Continue to support the victim whatever
decision he/she makes, even if you do not understand his/her

decision.

Adyvise patient to take safety measures at home
There are many measures that can be taken with adequate
planning to minimize harm in the event of violence in the
household. Asking for help from a close relative, friend or
neighbour is important.

The victim can keep some items and important documents
packed in case he/she needs to leave the home under emergency
circumstances. However the GP should not encourage the
victim to leave the spouse immediately (unless he/she is in
imminent danger), as this could lead to problems or even
increase the danger. Evidence suggests that women are at
high risk of injury or even death when they leave their violent
partners. Assess if there is any immediate danger and provide
support, and refer her to the necessary agencies.

Referral
Do not attempt to act as a mediator between the victim and
his/her partner. Keep the victim’s particulars confidential and

do not help the partner to locate him/her if the former has
left him/her.

Do not offer counselling to the couple in a GP setting. An
abused partner can never be perfectly honest or unafraid when
the abusive person is present. Refer the couple for counselling

by specialist counsellors.

CONCLUSIONS

The GP plays a critical role in identifying and detecting family
violence. GPs are often the first contact that victims have with
health care professionals. GPs therefore cannot assume that
someone else will ask about domestic abuse. In the management
of family violence, always be guided by the need to keep the
victim and/or her children safe.
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LEARNING POINTS

¢ Have a high index of suspicion for family violence and know the possible signs of abuse

¢ Create a conducive environment for the patient to talk about what has happened.

¢ Keep detailed records and maintain confidentiality

* Adyvise patient to take safety measures at home

¢ Do not act as a mediator and do not offer to counsel the couple - refer to a specialist counsellor.
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UNIT NO. 6

MANAGEMENT OF ELDER ABUSE AND NEGLECT

Dr Jonathan Pang

Extracted and summarized from “Understanding Abuse and
Neglect-Detecting and Helping”, Second Edition, MCYS, 2004.

ABSTRACT

Caring for an older person can be especially stressful
if the elderly person suffers from physical and mental
impairment. When the burden of looking after them
becomes intolerable, elder abuse may take place out of
sheer frustration. Research has also shown that caregiver
stress is one of the causes of elder abuse. Elderly
abuse can thus be found not only in families but also in
institutions like nursing homes. It is important for family
doctors to have a high index of suspicion and call upon
supporting resources to help the elderly abused patient.
If necessary, the Police should also be involved besides
the counsellors. Several help lines are available for both
the elderly abuse patient as well as the doctors looking
after such patients. The details are in the Integrated
Management of Family Violence manual.

Key words: elderly, abuse, caregiver, stress

SFP2011; 37(1): 35-39

INTRODUCTION

By 2030, one in five residents in Singapore will be a senior
citizen. Those aged 65 and above will leap from the current
300,000 to 900,000, increasing the potential pool of vulnerable
adults.

As our population ages, it is anticipated that more cases of
elder abuse and neglect will surface. Research shows that age-
related disorders such as dementia will rise with the growing
number of elderly. It is projected that there will be a threefold
increase in the number of people with dementia by 2030.
While we expect the majority of the elderly to be healthier and
physically independent, they will also be living longer. The
ambulatory status of the elderly aged between 65 to 74 years
old is 93% and the percentage falls to 78% when the elderly
reach 75 years old and above. This group of elderly is more
likely to be frail, have disabilities, be socially isolated, and be
financially, physically and emotionally dependent on their
children — factors which gravely increase their vulnerability
to abuse.

JONATHAN PANG, Family Physician in Private Practice; Honorary
Secretary, College of Family Physicians Singapore

Caring for an older person can be especially stressful if the
elderly person suffers from physical and mental impairment
When the burden of looking after them becomes intolerable,
elder abuse may take place out of sheer frustration. Elderly
abuse can thus be found not only in families but also in
institutions like nursing homes.

DEFINITION AND TYPES OF ELDER ABUSE AND
NEGLECT

Definition

Elder abuse and neglect has been defined as any action or
inaction, perpetrated by a person in a position of trust, which
jeopardizes the health or well being of an elderly person. This
includes the infliction of physical, emotional, psychological and
sexual harm to an elderly adult. It can also take the form of
financial exploitation, abandonment, neglect and medication

abuse by the caregiver. Both abuse and neglect can lead to death.
(MCYS, Elderly Booklet)'.

Types of elder abuse and neglect

The five main types of elder mistreatment may be broadly

classified as follows:

*  Physical -- Infliction of physical pain and injury. This
includes direct, aggressive behaviours such as bodily assault,
torture, physical confinement and sexual abuse.

*  Psychological -- Verbal aggression such as intimidation,
humiliation, making unreasonable demands and deliberate
ignoring. This includes actions that cause fear of violence,
isolation or deprivation, feelings of shame, harassment,
threat and insults.

* Financial -- Exploitation and/or misuse of funds or
resources. It includes misappropriation of money, valuables
or property.

*  Neglect -- Deliberate refusal to meet basic needs, i.e. failure
to provide food, shelter, clothing, medical care and financial
support.

*  Sexual -- May also be considered as part of physical abuse.
It includes, but not limited to, unwanted touching and all
types of sexual assault or battery.

CAUSES, RISK FACTORS, CHARACTERISTICS,
AND THEORIES OF ELDERLY ABUSE

Causes

Elder abuse is usually a reflection of frustration felt by the
abuser (as well as the abused) due to the reversal of dependency
roles, stresses related to the burden placed on the caregiver and
financial needs or dependency by the offenders or victim. Also
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seen as a factor in elder abuse is the older person’s weakening of

power and influence in decision making within the family.

Elder-related Risk Factors

Elderly who exhibit these factors are at higher risk of abuse:

*  Progressive disabling illnesses -- Those with chronic
progressive disabling illnesses that impair function and
create care needs that exceed or will exceed their caregiver’s
ability to meet them, such as dementia, Parkinson’s disease,
severe arthritis (osteopathic and rheumatoid), severe cardiac
disease, severe chronic obstructive pulmonary disease (e.g.
chronic bronchitis or emphysema), and recurrent strokes.

* Lack of informal support -- Those with progressive
impairments who are without informal support from
family or neighbours, or whose caregivers manifest signs
of ‘burnour’.

»  Psychiatric ill health -- Those with a personal history of
substance abuse or violent behaviour, or a family member
with the same history.

»  Financial dependence on the elderly person -- Those with
family members who are financially dependent on them.

*  Caregiver with increased stressors -- Those whose
caregivers are under sudden increased stress due, for

example, to loss of a job, health or beloved ones.

Characteristics of Elder Abuse Victims

Many victims of elder abuse and neglect tend to minimise or
deny the mistreatment they are suffering. Some do this out
of fear of rejection and disruption of their lives; some out of
pride, embarrassment or shame; some out of concern about
their family’s privacy and some out of concern that legal action
might be taken against the alleged abuser. Others feel that they
deserve the mistreatment and resign to it fatalistically. For the
mentally infirm, they may not even be able to report abuse.

Characterising Elder Abusers

Elder abusers can be anyone inside or outside the family and
may involve multiple offenders. Most elderly victims are abused
by caregivers or relatives, with adult children and spouse
believed to be the most frequent abusers. Alleged abusers tend
to rationalise and justify their actions and deny that they have
inflicted harm on the aged victim. They often find excuses for
their behaviour, blaming it mainly on the victim for provoking
them or claiming that they have “lost control”. Abusers of elders
tend to have the following characteristics:

e Stress.

e Social isolation.

* History of family violence.

* Alcohol and / or drug addiction.

* Poor communication between parties.

*  Mental illnesses / mental health problems.

* Financial dependency on the elderly victim.

Social theories of elder abuse and neglect

Many explanations have been developed to account for the
existence of elder abuse and neglect. The following are the key
models (MCYS, 2009):

*  Pathology model (Quinn and Tomita, 1997) — This theory
posits that in situations where the perpetrators are having
profound disabling conditions such as addiction to alcohol
or drugs, suffer from serious psychiatric disturbances, mental
retardation or chronic inability to make appropriate judgments
for the care of the dependent, the risk of abuse to the elderly
is increased.

*  Social learning theory (Quinn and Tomita, 1997) — This
theory posits that the abuser may have learnt and accepted
abusive behaviours and thus replicate these behaviours in
their relationship with their elderly parents. In families like
this, using violence may be seen to be an acceptable way of
“correcting” what they see as the “bad behaviour” of the elderly,
such as being uncooperative or demanding.

»  Situational model (O’Malley, Segel and Perez, and Hickey
and Douglass cited in Quinn and Tomita, 1997) — This theory
posits that the inability of an elderly person to carry out
activities of daily living, such as personal grooming, dressing,
and using the toilet makes him vulnerable and dependent on
his caregivers.

*  Ecological theory (Pillemar cited in Loscke, Gelles and
Cavanaugh, 2005; Ian and Kosberg cited in Bennett, Kingston
and Penhale, 1997) — This theory posits that caring for elderly
person can be especially stressful if the elderly person suffers
from physical and mental impairment. The elderly, who is frail
and vulnerable, is sometimes unable to care for him/herself.
This could be a much added stress for the caregiver and places
the elderly in greater risk of being abused. The caregiver of the
elderly may also themselves be elderly, and experiencing poor
health and other disabilities; this may exacerbate their coping
capacity, increasing risk of abuse towards the dependent elderly
member.

RECOGNITION OF SIGNS AND SYMPTOMS

The most common presentations of elder abuse and neglect
usually involve combinations of symptoms and signs.
Detecting elder mistreatment requires us to have a high index

of suspicion.

Indicators of physical abuse

The following are features that should alert the service

providers:

* A long delay in reporting or not reporting the injury /
illness and seeking medical attention; discrepancy between
any injury and the history provided; conflicting stories
or denial from the elder and caregiver; a story of an elder
being ‘accident prone’; unexplained abrasions, fractures, or

sprains.
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 Histories of previous injuries, untreated old injuries, and
multiple injuries especially at various stages of healing.

* Insistence from the elder that an injury is severe when no
injury exists (presumably as a way of getting professional
help); repeat attendance of the elder to Accident &
Emergency Departments or clinics.

Indicators of psychological abuse

Indicators of possible psychological abuse: anxiety, aggression,
agitation, ambivalence, confusion, cowering, depression,
drug/alcohol abuse, headaches, chest pain, palpitation, sleep
disorders, non-responsiveness, restlessness, social withdrawal or
isolation, isolation of the elder from his family or relatives by
the caregiver, saying that they do not care about him / her.

Indicators of financial abuse

Indicators of possible financial abuse:

* Blocked access to property.

* A disparity between elder’s assets and living conditions.

*  Unexplained withdrawal of money from elder’s account.

* Signingof documents without the elder person understanding
what they mean.

*  Unusual activities in bank account (e.g. bank statements
no longer come to the elder’s house).

* An unusual interest by family members in the elder’s
assets.

* An implausible explanation on the elder’s finances by the
caregiver, elder or both.

*  Caregiver has no visible financial support.

* Caregiver refuses to spend money on the care of the

elder.

Neglect

Indicators of possible neglect:

* The caregiver has an attitude of indifference or anger
towards the elder.

* The functionally impaired elder arrives without the main
caregiver present.

* Indicators of possible neglect / inadequate care: Poor
hygiene, overgrown nails, soiled / inappropriate clothing,
unattended medical needs / physical problems.

Indicators of sexual abuse

Indicators of sexual abuse:

* Dhysical indicators — bruises along the breasts or genital
area, buttocks, lower abdomen or thighs.

* Behavioural indicators — self report of being sexually
assaulted or raped, unexpected reluctance to cooperate with

physical examination.

INTERVIEWING THE ELDERLY
Time must be spent in order to gain the trust of the victim. We
should not rush the elderly. One session may not be enough to
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gain trust and we must allow time for the victim to overcome

the guilt or shame of being abused by a relative.

The 5 ‘P’s’ are useful in the process of engaging the elderly

abuse victim:

* DPrivacy is of utmost importance and one must respect
their privacy and not allow disturbance in the interview
or consultation. No discussion with others except when
necessary.

* The pace of the consult is important for them to gather
their thoughts and to allow for breaks to compose in case
of break down or crying bouts.

* DPlanning should be done for several consultations and the
goal set for each session.

* The pitch of voice used should be even and tone steady to
instill confidence and trust.

*  Punctuality is important and one must show professionalism
to the elderly that they are deserving of the time and
attention of the doctor or counsellor.

Information Gathering

As far as possible only pertinent and appropriate information

should be collected. Progress from general to specific questions

and do not blame or confront the elderly and caregiver. The

important areas of information include:

* cognitive, health, functional and emotional status of the
elderly.

* stresses and support available to the elderly; and

* types, frequency and severity of abuse.

Cognitive Status

Ascertain the elderly’s mental status before asking questions.
Mentally competent people can get irritated when having their
memory assessed, but failure to assess memory can lead to great
difficulties later. For instance, can the elderly understand the

risks and consequences of his / her decisions.

Health Status

Ask if the elderly has any medical problems which would limit
their self-care. Is the explanation for any suspicious conditions
or injuries consistent with medical findings? Explore the
elderly’s expectations about care, getting information on alcohol
problems, drug use / abuse, illnesses and behaviour problems

within the household or family members.

Functional Status

Enquire about a typical day, which naturally leads into a verbal
assessment of the ability of the elderly to perform daily living
activities. This may need to be very detailed, giving both the
elderly and caregiver an opportunity to describe their perceived

and actual difficulties.
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Figure 1. Flow chart on helping and referring a suspected abused elderly
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Emotional Status

Some effects of victimization may include depression, fear,
withdrawal, confusion, anxiety, low self-esteem, helplessness,
shame and guilt. Observe the elderly’s nonverbal behaviour (e.g.
no eye contact, expressionless) and ask whether they are happy
at home, and whether they have experienced any changes in

mood, sleep or eating patterns.

Stresses

External factors such as unemployment, financial difficulties,
marriage / divorce, household addition, death and arrest may
create tension which may lead to mistreatment. Ask what causes
tension at home and how conflicts are resolved. Get information

on recent major events in the family.

Social Support

Victims are often socially isolated as abusers may attempt to
limit or monitor their contacts with others. Enquire about
the availability of social resources where the elderly and his /
her family can tap on for support such as neighbours, relatives
and friends.

Abuse & Neglect Status

The concern is with the frequency, severity and intent of the
abuse. Let the elderly know that such questions are routine
because there are families that experience this problem but
do not know where to go for help. Some examples of direct
questions that may be asked are:

* Are you afraid of anyone? Has anyone ever hurt you?

* Has anyone ever threatened you?

* Has anyone confined you at home against your will?

* Has anyone ever forced you to do things you did not want to?

* Has anyone ever refused to provide you with food or
medication?

* Has anyone ever taken anything from you without your

permission?”

REFERRAL AND SUPPORT

If there are concerns about the well-being of the elderly

or family violence has occurred, the following options are

considered:

* Refer the elderly and caregiver to community-based services
(see Figure 1) to address caregiving issues such as day care
centres.

* Refer the elderly to a social worker at the Family Service
Centre (FSC) for counseling and practical assistance
(casework).

* Refer or accompany the elderly to make a Protection Order
at the Family Court.

* Refer the elderly person to Community Development
Councils for financial aid.

* Refer or accompany an elderly person who has no other
means of support to the Tribunal of the Maintenance of
Parents to secure maintenance from his children for food,

clothing and shelter.
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e Call 999 if there is an immediate threat to the elderly person
OR lodge a police report at any Neighbourhood Police
Centre or Neighbourhood Police Post.

* Continue to provide support for the elderly person and
monitor the situation. Do not be too zealous in labeling
elder abuse as this may shut the elderly and his / her family
off from any constructive relationship with the service
provider. If you are unsure about what to do, call the FSC
in your area for advice. Figure 1 shows a flow chart on the

referral of a suspected abused elderly.

LAWS PROTECTING THE ELDERLY

Service providers can help abused elderly persons to understand
the legal options available. As a last resort, the elderly can seek
recourse against abuse through legislation.

The Women’s Charter (Chapter 353) protects the elderly
(whether male or female) against family violence. They can
apply for a Protection Order from the Family Court to restrain
the abuser from using violence.

The Maintenance of Parents Act allows the elderly to seek
maintenance from their children if they are unable to provide
for themselves.

The Penal Code can be applied where the injury is serious such
as through the use of a weapon, or where there is financial abuse.

MANAGEMENT OF ELDER ABUSE AND NEGLECT

CONCLUSIONS

Elder Abuse will continue to occur and the sufferers often
suffer in silence. It is important for family doctors to have a
high index of suspicion and call upon supporting resources to
help the elderly abused patient. If necessary, the Police should
also be involved besides the counsellors. Several help lines are
available for both the elderly abuse patient as well as the doctors
looking after such patients. The details are in the Integrated

Management of Family Violence manual.
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LEARNING POINTS

* Elder abuse is present and may need one to have a high index of suspicion to pick it up.

e Many resources are available from MCYS to help in the management.

* The Police and the Courts may be needed to help an elderly abuse patient.

* We must give time to the patient and earn the trust before being able to explore and probe further

to fully assess the situation.
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INSTRUCTIONS

* With effect from Ist April 2008, the College Assessment of 30 MCQs has gone paperless.
¢ To submit answers to the following multiple choice questions, you are required to log on to the College Online

Portal (www.cfps2online.org)

¢ Attempt ALL the following multiple choice questions.

¢ There is only ONE correct answer for each question.

¢ The answers should be submitted to the College of Family Physicians Singapore via the College Online Portal

before the submission deadline stated above.

With regards to the 1996 amendments to the
Women'’s Charter, the definition of family violence
was expanded to include X. What was X?

(A) Emotional and psychological abuse.

(B) Physical abuse.

(C) Social abuse.

(D) Sexual abuse.

(E) Wrongful confinement.

In the amended Women’s Charter, the Court is
empowered to mandate perpetrators,
and other family members to attend counselling
through the issue of X. What is X?

(A) Counselling Group Order (CGO).

(B) Mandatory Group Order (MGO).

(C) Compulsory Counselling Order (CCO).

(D) Mandatory Counselling Order (MCO).

(E) Domestic Exclusion Order (DEO).

victims

In the Women’s Charter relating to protection
of the family, the Court may grant the following
orders EXCEPT X. What is X?

(A) Domestic Exclusion Order (DEO).

(B) Expedited Order (EO).

(C) Mandatory Counselling Order (MCO).

(D) Corrective Order (CO).

(E) Personal Protection Order (PPO).

Under Women’s Charter Cap 353 Section 64, Family

violence is defined. Which of the following items of

definition is NOT CORRECT?

(A) Causing hurt to a family member by actions which is known
or ought to be known to result in hurt.

(B) Wilfully or knowingly placing, or attempting to place a family
member in fear of hurt.

5.

6.

7.

(C) Worongfully confining or restraining a family member against
his/her will.

(D) Causing continual harassment with intent to cause or
knowing that it is likely to cause anguish to a family
member.

(E) Acts of correction towards a child below 21| years of age.

In investigating a case of family violence, the
perpetrator is deemed to have committed a
seizable offence. Which of the following is he likely
to have done?

A) Making a verbal threat.

B) Punching the victim.

(
(
(C) Causing a dislocation of a bone.
(D) Slapping the victim.

(

E) Kicking the victim.

About family violence, which of the following forms
of violence is MOST prevalent in Singapore?

(A) Sexual violence against a family member.

(B) Spousal violence.

(C) Elder neglect.

(D) Child abandonment.

(E) Elder violence.

There is a reluctance of abused spouses who are
immigrants to seek help. Only X percent of such
individuals sought help on their own. What is X?
(A) 2.

(B) 5.

© lo.

(D) IS.

(E) 20.
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About theories of spousal abuse, one of the
explanations is women who are dependent on their
spouses for economic maintenance may be most
vulnerable to spousal abuse. This is known as the
X theory. What is X?

(A) Social learning.

(B) Resource.

(C) Exchange/social control.

(D) Transitional socialisation.

(E) Stress and coping.

About the transmission of spousal violence
behaviour, it has been found that male partners
with a history of childhood physical abuse are X
times more likely to perpetrate severe intimate
partner violence. What is X?

(A) 2.

(B) 4.

(©) 6.

(D) 8.

(E) 10.

Children of violent families are at X percent higher
risk to psychopathy compared to those from non
violent family. What is X?

(A) 10-20.

(B) 20-30.

(C) 30-40

(D) 40-50.

(E) 50-60.

The Children and Young Persons Act (CYPA) defines
a young person as one who is aged from X years of
age to below Y years of age. What is X and Y?

(A) 12,16.
(B) 10, 14.
(C) 14,16.
(D) 10, 16.
() 16,18.

About child abuse and neglect, which of the
following statements is CORRECT?

(A)
(B)
(©
(©)

(E) It happens mostly in communities with strict upbringing

It happens in the families with a military background.
It happens across all socio-economic and cultural groups.
It happens in societies with high divorce rates.

It happens in the lower socio-economic groups.
rules.

Which of the following is an example of emotional/
psychological abuse?

(A)
(B)
©
@)
)

Excessive discipline.

Inflicting pain.

Forceful shaking of the child.

Exposing the child to pornographic materials.
Ignoring the child.

14.
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Based on the cases of child abuse in Singapore,

with regards to the gender of children found to be

confirmed cases of emotional /psychological abuse

and neglect in Singapore which of the following is

CORRECT?

(A) There are more males in the age groups between 10 and 14
years.

(B) There are more females in the age group between |4 and
|7 years.

(C) There are more males in the younger age groups of | to 5
years.

(D) There is no significant gender difference.

(E) There are more females in the age groups between 2 and 3
years and also between 15 and 17 years.

The Child Protection Service hotline is X. What is
xX?

Z

1800-222-0000.
1800-221-4444.
1800-283-7019.
1800-777 0000.
E) 1800-258-6378.

lve)
~

_ o~~~ o~
g 0
= <

The principal considerations by the Police in

responding to an incident of reported family
violence are several. Which of the following is

CORRECT?

(A) Safety Considerations.

(B) Proper Documentation.

(C) Respecting client confidentiality and right to self
determination; unless there is imminent danger.

(D) Maintain confidentiality.

(E) All of the above.

The Police can be notified of an incident of family
violence through various channels. Which of the
following channel is CORRECT?

A) Calling 999 from the victim, relative or friend.

B) Neighbourhood police posts.

D) Referrals by a social service agency.

(
(
(C) Report from a medical officer of a hospital.
(
(E) All of the above.

In the investigation of a report of family violence,
the Police Officer will gather the facts of the case
and determine if any arrestable or non-arrestable
offence has been committed. Which of the following
hurt will
offence?

constitute clearly a non-arrestable

(A) Pain and bruising.
(B
(C
(
(

Dislocation of a bone.

~

Fracture.

~

D
E) Impairment of hearing.

~

Disfiguration of the head.
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20.

21.

22.

23.

Neighbourhood Police Centre Officers (NPCOs)
and Team Leaders are required to monitor family
violence cases (for repeated incidents of violence)
under their charge for a period of X month(s) from
the date the incident was reported. What is X?

A) 3.

(B) 6.

< 9.

D) 12

(E) 15.

In the investigation of a case of spousal violence,
the Police Officer decides that it is unsafe for
the victim to go back to her home. Which of the
following would be the best choice for the victim to
be lodged?

(A) Approved Children’s Home.

(B) Cirisis shelter.

(C) The victim’s sister-in-law’s home.

(D) The victim’s mother’s home.

(E) Hotel.

About the typical profile of a victim of elder abuse,
which of the following will be the LEAST LIKELY to
be present?

(A) Old age.

(B) Poor health.

©
(D)
E)

Cognitively impaired.
Physically dependent.

Having caregiver who is suffering from burnout.

About the causes of elder abuse, which of the
following is likely to be the MOST COMMON
cause?

(A) Weakening of the decision-making power of the elderly
person.

(B)
©
D)
(E)

Financial dependence on the abuser.
Financial dependence on the elderly person.
Progressive disabling illness in the elderly person.

Frustration felt by the abuser.

Many victims of elder abuse and neglect tend
to minimise or deny the mistreatment they are
suffering. Which of the following is the LEAST
LIKELY reason for such behaviour?

(A) Mental decline.

(B) Fear of rejection.

(C) Fear of disruption to their lives.

(D) Out of pride.

)

Out of embarrassment or shame.
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24.

25.

26.

27.

About the elder abuser, which of the following
party is likely to be the most frequent abuser?

(A) Neighbour.

(B) Stranger.

(C) Non related caregiver.

(D) Adult child.

(E) Cleaner.

The Maintenance of Parents Act provides
recourse for the elderly to seek maintenance from
their children if they are unable to provide for
themselves. A 59-year-old person wishes to make
an application to the Tribunal for the Maintenance
of Parents for maintenance from his son. Which of
the following would be the most valid reason for
seeking maintenance?

(A) Age.

(B) Advanced Parkinson’s disease.

(C) Hepatitis B carrier.

(D) Diabetes mellitus.

(E) Feels he deserves to be supported by his son.

A high index of suspicion on the part of the GP for
possible family violence is needed if the patient
presents with an injury. Which of the following
clinical observation indicates that family violence is
MOST LIKELY to be taking place?

A)
(B)

Bruises of varying ages are present.

Recurrent sexually transmited infections is noted in the
case record.

(©
D)
()

Patient attends frequently.
Patient appears to be depressed.

Patient is non-compliant to treatment.

A 30-year-old man gives a history of recurrent

incidents of family violence inflicted by the wife.

You are considering how these incidents could be

reduced. Which of the following should be the next

step of action?

(A) Offer to the patient to bring his wife for counselling by
you.

(B) Offer to act as a mediator between this patient and his
wife.

(C) Refer the patient and his wife for counselling by a specialist
counsellor.

(D) Ask the patient to take out a personal protection order
(PPO).

(E) Ask the patient to take out a domestic exclusion order
(DEO).
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28. A 25-year-old woman sees you for a family violence

29.

30.

incident. She alleged that her husband forcefully

had sex with her against her wish and she is very

unhappy about it. She has a Personal Protection

Order (PPO) against the husband. What would you

do?

(A) Ask her to seek advice from a helpline.

(B) Get support from a social service agency.

(C) Get legal advice on obtaining a protection order or
expedited order.

(D) Ask her to make a police report.

(E) Advice her to decide for herself any of the above options.

A 30-year-old woman seeks advice from you on
safety measures to take for frequent incidents of
family violence inflicted by the husband who has
alcohol dependence. What advice would you give
her if she senses that there is immediate danger?
(A) Keep some items and important documents packed in case
she needs to leave the home under emergency conditions
(B) Leave the house immediately when violence is about to
star.
(C) Ask for help from a close relative/friend once abuse starts.
(D) Ask for help from a neighbour once abuse starts.
(E) Any of the above.

A 29-year-old woman sees her GP with an account
that she has been subjected to violence from her
husband. Which of the following would be the MOST
important thing that the GP should ascertain first?
(A) Is the patient in imminent danger.

(B) The nature of abuse and the persons affected.

(C) Whether the perpetrator is still residing at home.

(D) The latest incident of family violence.

(E) Where is the nearest Family Service Centre from her

house.

MCQS FOR MANAGEMENT OF FAMILY VIOLENCE
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A SELECTION OF TEN CURRENT READINGS ON TOPICS RELATED TO
MANAGEMENT OF FAMILY VIOLENCE AVAILABLE AS FREE FULL-TEXT

Selection of readings made by A/Prof Goh Lee Gan

READING | - Domestic violence against women

Flury M, Nyberg E, Riecher-Rossler A. Domestic violence against women: Definitions,
epidemiology, risk factors and consequences. Swiss Med Wkly. 2010 Sep 2;140:w13099. doi: 10.4414/
smw.2010.13099.

URL: http://www.smw.ch/for-readers/content/smw-2010-13099/

Psychiatric University Outpatient Department, Psychiatric University Clinics Basel, University of Basel, 4031
Basel, Switzerland.

ABSTRACT

BACKGROUND: Domestic violence is considered one of the most common forms of gender-related violence, and
various studies estimate that between 10 and 35% of women experience domestic violence at some point in their lives.
Nevertheless, it is a frequently neglected problem in crisis intervention centres, emergency wards, and obstetrics and
gynaecological emergency rooms. This paper contributes to clarifying the definition, epidemiology, risk factors and
consequences of domestic violence against women as well as the psychopathological profile of victims with a focus
on Central European countries. Although different studies on domestic violence report different risk factors, such
as younger age, being unmarried, lower education, violence experienced during childhood and alcohol/drug abuse
of the partner or the victim herself, the results show no overall consistency. There seems to be neither a definite risk
profile nor a specific association with a psychopathological profile. Women who have been victimized find it hard
to share their experiences and seck help. It is often difficult for medical personnel who encounter these women to
recognise violence and discuss this problem with them, just as it is difficult to offer adequate help. Medical personnel
should be alerted to this subject and prepare guidelines for the further management and treatment of abused women.
Information and support for medical staff can help to identify domestic violence, and encourage communication
about this problem, thereby leading to a better and more efficient use of available services and resources.

PMID: 20853195 [PubMed - indexed for MEDLINE]

READING 2 - Intimate partner violence

Thackeray D, Hibbard R, Dowd MD; Committee on Child Abuse and Neglect; Committee on Injury,
Violence, and Poison Prevention. Intimate partner violence: the role of the pediatrician. Pediatrics.
2010 May;125(5):1094-100. Epub 2010 Apr 26.

URL: http://pediatrics.aappublications/cgi/content/full/125/5/1094

Collaborators: Jenny C, Christian C, Crawford J, Flaherty E, Hibbard R, Kaplan R, MacMillan H, Saul J, Thackeray
JD, Hurley TP, Gardner HG, Baum CR, Dowd MD, Durbin D, Ebel B, Lichenstein R, Limbos MA, O’Neil J,
Quinlan KB, Parker K, Scholer S, Sege RD, Turner MS, Weiss JC, Gilchrist J, Haverkos L], Midgett JD, Roche L,
Sinclair AS, Yanchar N, Kozial B.

ABSTRACT

The American Academy of Pediatrics and its members recognize the importance of improving the physician’s ability
to recognize intimate partner violence (IPV) and understand its effects on child health and development and its
role in the continuum of family violence. Pediatricians are in a unique position to identify abused caregivers in
pediatric settings and to evaluate and treat children raised in homes in which IPV may occur. Children exposed to
IPV are at increased risk of being abused and neglected and are more likely to develop adverse health, behavioral,
psychological, and social disorders later in life. Identifying IPV, therefore, may be one of the most effective means
of preventing child abuse and identifying caregivers and children who may be in need of treatment and/or therapy.

Pediatricians should be aware of the profound effects of exposure to IPV on children.
PMID: 20421260 [PubMed - indexed for MEDLINE]
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READING 3 - Domestic violence -- longitudinal histories as predictors

Reis BY, Kohane IS, Mandl KD. Longitudinal histories as predictors of future diagnoses of domestic
abuse: modelling study. BM]). 2009 Sep 29;339:b3677. doi: 10.1136/bmj.b3677.

URL: http://www.ncbi.nlm.nih.gov/pmc/articles/pmid/19789406/?tool=pubmed

Children’s Hospital Informatics Program at the Harvard-MIT, Division of Health Sciences and Technology, Children’s
Hospital Boston, Boston, MA, USA.Ben_Reis@harvard.edu

ABSTRACT

OBJECTIVE: To determine whether longitudinal data in patients’ historical records, commonly available in electronic
health record systems, can be used to predict a patient’s future risk of receiving a diagnosis of domestic abuse.
DESIGN: Bayesian models, known as intelligent histories, used to predict a patient’s risk of receiving a future
diagnosis of abuse, based on the patient’s diagnostic history. Retrospective evaluation of the model’s predictions
using an independent testing set.

SETTING: A state-wide claims database covering six years of inpatient admissions to hospital, admissions for
observation, and encounters in emergency departments. Population All patients aged over 18 who had at least four
years between their earliest and latest visits recorded in the database (561,216 patients).

MAIN OUTCOME MEASURES: Timeliness of detection, sensitivity, specificity, positive predictive values, and
area under the ROC curve.

RESULTS: 1.04% (5829) of the patients met the narrow case definition for abuse, while 3.44% (19,303) met the
broader case definition for abuse. The model achieved sensitive, specific (area under the ROC curve of 0.88), and early
(10-30 months in advance, on average) prediction of patients’ future risk of receiving a diagnosis of abuse. Analysis
of model parameters showed important differences between sexes in the risks associated with certain diagnoses.
CONCLUSIONS: Commonly available longitudinal diagnostic data can be useful for predicting a patient’s future
risk of receiving a diagnosis of abuse. This modelling approach could serve as the basis for an early warning system
to help doctors identify high risk patients for further screening.

PMCID: PMC2755036 PMID: 19789406 [PubMed - indexed for MEDLINE]

READING 4 - Child abuse as a life-course social determinant

Greenfield EA. Child abuse as a life-course social determinant of adult health. Maturitas. 2010
May;66(1):51-5. Epub 2010 Mar 6.

URL: htep://linkinghub.elsevier.com/retrieve/pii/S0378-5122(10)00052-6

School of Social Work, Institute for Health, Health Care Policy, and Aging Research, Rutgers, The State University
of New Jersey, New Brunswick, NJ 08901, USA. egreenf@ssw.rutgers.edu

ABSTRACT

Despite prevention efforts worldwide, many children today continue to experience abuse within close relationships,
and many adults carry with them histories of abuse. This narrative review focuses on the growing body of research
regarding the long-term health consequences of child abuse. First, the review presents a brief introduction to the
phenomenon of child abuse, as well as a discussion of theoretical approaches to describing processes through which
child abuse can jeopardize later adult health. The review then provides an integrative summary of studies based on
community samples that examine associations between physical, psychological, and sexual abuse in childhood and
adult mental and physical health. The article concludes with a discussion of conceptualizing child abuse as a life-course
social determinant of adult health for both clinical and public health purposes and calls for translational research
that can inform efforts to promote the health of diverse individuals and populations with histories of child abuse.
PMID: 20207088 [PubMed - indexed for MEDLINE]
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READING 5 - Child physical maltreatment experiences

Shen AC. Long-term effects of interparental violence and child physical maltreatment experiences
on PTSD and behavior problems: a national survey of Taiwanese college students. Child Abuse Negl.
2009 Mar;33(3):148-60. Epub 2009 Mar 26.

URL: htep://linkinghub.elsevier.com.libproxyl.nus.edu.sg/retrieve/pii/S0145-2134(09)00032-5

National Taiwan University, Department of Social Work, Taiwan, ROC.

ABSTRACT

OBJECTIVES: This study investigated the joint long-term impact of witnessing interparental violence and
experiencing child physical maltreatment on young adults’ trauma symptoms and behavior problems. It also explored
Chinese traditional beliefs as a possible contributor to young adults’ trauma and behavior.

METHODS: This study used self-reporting measures to collect data from a national proportionate stratified sample
of 1,924 college students in Taiwan. The sample was divided into four groups: no violence; interparental violence
only; child physical maltreatment only and dual violence, to compare the combined effect of dual violence on long-
term outcome with the no violence group and the one type of violence group.

RESULTS: The results indicated a significant association of interparental violence and child physical maltreacment, and
11.3% of participants reported witnessing partner violence between parents and experiencing physical maltreatment
during childhood. Participants experiencing dual violence reported more trauma symptoms and behavior problems
than did those experiencing only one form of violence or none at all. Exposure to both interparental violence and
child physical maltreatment during childhood is a significant predictor of young adults’ trauma symptoms and
behavior problems, after controlling for other potentially confounding risk factors. Cultural factors also play a
significant role in predicting young adults’ trauma symptoms and internalizing behavior problems, after accounting
for control variables and violence-related variables. Moreover, cultural factors interact significantly with dual violence
experiences in predicting young adults’ externalizing behavior problems.

CONCLUSIONS: This study extended Western co-occurrence study findings with large Taiwanese community
samples. The results demonstrated that dual violence experiences during childhood have long-term detrimental
impact on young adults’ trauma symptoms and behavior problems. Cultural beliefs and their interaction with dual
violence experiences play a significant role in young adults’ trauma symptoms and behavior problems as well.
PRACTICE IMPLICATIONS: The present findings underscore the need for interventions for young adults exposed
to childhood dual violence. Moreover, the findings highlight the need for culturally sensitive interventions to address
the cultural factor impact on young adults’ trauma symptoms and behavior problems.

PMID: 19327836 [PubMed - indexed for MEDLINE]

READING 6 — Predictors of parental physical abuse

Medley A, Sachs-Ericsson N. Predictors of parental physical abuse: the contribution of
internalizing and externalizing disorders and childhood experiences of abuse. ] Affect Disord.
2009 Mar;l113(3):244-54. Epub 2008 jul 7.

URL: http://www.ncbi.nlm.nih.gov/pubmed/18603302

Department of Psychology, Florida State University, United States.

ABSTRACT

BACKGROUND: The deleterious effects of childhood abuse have been a focus of much research; however, the

causes of parental physical abuse are less well documented. Research with clinical samples suggests that individuals
who display abusive behaviors are more likely to have a history of childhood abuse and higher rates of internalizing
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and externalizing disorders. Whether childhood abuse and psychopathology contribute independently to parental
abusive behaviors or if the association between childhood abuse and the parental physical abuse is mediated by the
individual’s psychopathology has not been studied empirically.

METHODS: The current study is based on data from a representative sample (N=4141). Lifetime psychiatric diagnoses,
childhood experiences of sexual and physical abuse, and physically abusive behaviors exhibited towards children were
assessed. RESULTS: Internalizing and externalizing disorders partially mediated the association between childhood
abuse and parental abuse. Nonetheless, the participant’s internalizing disorders, externalizing disorders, and previous
experiences of childhood abuse each independently predicted parental abuse. Further, the influence of childhood
abuse was greater for women than men.

LIMITATIONS: The data is cross-sectional, thus clear conclusions regarding causality cannot be made.
CONCLUSIONS: There are multiple pathways in the etiology of parental abusive behaviors. Previous experiences of
childhood abuse, internalizing disorders, and externalizing disorders each contribute to parental abuse. Individuals
with psychiatric disorders or a history of childhood abuse are at an increased risk for abusive behaviors towards
children in their care. Identifying such high-risk parents and providing parent training programs may be effective
in lowering rates of child abuse.

PMID: 18603302 [PubMed - indexed for MEDLINE]

READING 7 — Child protection medical assessments

Kirk CB, Lucas-Herald A, Mok ]J. Child protection medical assessments: why do we do them? Arch
Dis Child. 2010 May;95(5):336-40. Epub 2009 Oct 21.

URL: http://adc.bmj.com/content/95/5/336.full.pdf

Department of Community Child Health, Royal Hospital for Sick Children,
Edinburgh, UK. charlotte.kirk@luht.scot.nhs.uk

Comment in:

Arch Dis Child. 2010 Dec;95(12):1070.

INTRODUCTION: Child protection guidelines highlight the importance of medical assessments for children
suspected of having been abused.

AIM: To identify how medical assessments might contribute to a diagnosis of child abuse and to the immediate
outcome for the child.

METHOD: Review of all notes pertaining to medical assessments between January 2002 and March 2006.
RESULTS: There were 4549 child protection referrals during this period, of which 848 (19%) proceeded to a medical
examination. 742 (88%) case notes were reviewed. Of the medical examinations, 383 (52%) were for alleged physical
abuse, 267 (36%) for sexual abuse and 20 (3%) for neglect. 258 (67%) of the physical abuse cases were considered to
have diagnostic or supportive findings as compared to 61 (23%) of the sexual abuse cases (chi2=146.31, p<0.001).
In diagnostic or supportive examinations or where other potentially abusive concerns were identified, 366 (73%)
proceeded to further multi-agency investigation and 190 (41%) to case conference. 131 (69%) of these resulted in
the registration of the child on the child protection register. Other health concerns were identified in 121 (31%) of
physical and 168 (63%) of sexual abuse cases.

CONCLUSION: In this case series, 465 (63%) out of 742 examinations showed signs diagnostic or supportive of
alleged abuse or highlighted other abusive concerns. This endorses the view that medical examination is an important
component in the assessment of child abuse as it provides information to support or refute an allegation and helps
to identify the health and welfare needs of vulnerable children.

PMID: 19846995 [PubMed - indexed for MEDLINE]
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READING 8 — Child abuse -- Patterns of skeletal fractures

Kemp AM, Dunstan F, Harrison S, Morris S, Mann M, Rolfe K, Datta S, Thomas DP, Sibert JR, Maguire
S. Patterns of skeletal fractures in child abuse: systematic review. BMJ. 2008 Oct 2;337:al518. doi:
10.1136/bmj.al518.

URL: http://www.ncbi.nlm.nih.gov/pmc/articles/pmid/18832412/2tool=pubmed

Welsh Child Protection Systematic Review Group, Clinical Epidemiology Interdisciplinary Research Group, School
of Medicine, Cardiff University, University Hospital of Wales Heath Park, Cardiff CF 2XX. kempam@cf.ac.uk

Comment in:
BM]J. 2008;337:a1398.
BM]J. 2008;337:22279.

ABSTRACT

OBJECTIVES: To systematically review published studies to identify the characteristics that distinguish fractures
in children resulting from abuse and those not resulting from abuse, and to calculate a probability of abuse for
individual fracture types.

DESIGN: Systematic review.

DATA SOURCES: All language literature search of Medline, Medline in Process, Embase, Assia, Caredata, Child
Data, CINAHL, ISI Proceedings, Sciences Citation, Social Science Citation Index, SIGLE, Scopus, TRID, and
Social Care Online for original study articles, references, textbooks, and conference abstracts until May 2007.
STUDY SELECTION: Comparative studies of fracture at different bony sites, sustained in physical abuse and from
other causes in children <18 years old were included. Review articles, expert opinion, postmortem studies, and studies
in adults were excluded. Data extraction and synthesis Each study had two independent reviews (three if disputed)
by specialist reviewers including paediatricians, paediatric radiologists, orthopaedic surgeons, and named nurses in
child protection. Each study was critically appraised by using data extraction sheets, critical appraisal forms, and
evidence sheets based on NHS Centre for Reviews and Dissemination guidance. Meta-analysis was done where
possible. A random effects model was fitted to account for the heterogeneity between studies.

RESULTS: In total, 32 studies were included. Fractures resulting from abuse were recorded throughout the skeletal
system, most commonly in infants (<1 year) and toddlers (between 1 and 3 years old). Multiple fractures were
more common in cases of abuse. Once major trauma was excluded, rib fractures had the highest probability for
abuse (0.71, 95% confidence interval 0.42 to 0.91). The probability of abuse given a humeral fracture lay between
0.48 (0.06 to 0.94) and 0.54 (0.20 to 0.88), depending on the definition of abuse used. Analysis of fracture type
showed that supracondylar humeral fractures were less likely to be inflicted. For femoral fractures, the probability
was between 0.28 (0.15 to 0.44) and 0.43 (0.32 to 0.54), depending on the definition of abuse used, and the
developmental stage of the child was an important discriminator. The probability for skull fractures was 0.30 (0.19
to 0.46); the most common fractures in abuse and non-abuse were linear fractures. Insufficient comparative studies
were available to allow calculation of a probability of abuse for other fracture types.

CONCLUSION: When infants and toddlers present with a fracture in the absence of a confirmed cause, physical
abuse should be considered as a potential cause. No fracture, on its own, can distinguish an abusive from a non-
abusive cause. During the assessment of individual fractures, the site, fracture type, and developmental stage of the
child can help to determine the likelihood of abuse. The number of high quality comparative research studies in
this field is limited, and further prospective epidemiology is indicated.

PMCID: PMC2563260 PMID: 18832412 [PubMed - indexed for MEDLINE]
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READING 9 - Elder mistreatment -- perspectives from care recipients, family members,
home care workers

Ayalon L. The perspectives of older care recipients, their family members, and their round-
the-clock foreign home care workers regarding elder mistreatment. Aging Ment Health. 2010
May;14(4):411-5.

URL: http://www.informaworld.com/openurl?genre=article&doi=10.1080/13607860903586110&magic=pubm
ed||1B69BA326FFE69C3F0A8F227DF8201D0

The Louis and Gabi Weisfeld School of Social Work, Bar Ilan University, Ramat-Gan, Israel. ayalonl@mail.blu.ac.il

ABSTRACT

OBJECTIVES: This study evaluated attitudes toward elder mistreatment from the perspective of older care recipients;
their foreign home care workers, and their family members.

METHODS: Overall, 88 older care recipients, 142 family members, and 127 foreign home care workers responded to
a hypothetical case vignette querying about the appropriate care of an older woman who suffers from neuropsychiatric
symptoms in dementia.

RESULTS: Foreign home care workers tended to be more lenient toward elder mistreatment relative to older adults
and their family members and to view as effective techniques that would non-equivocally be considered abusive
and ineffective by current standards.

CONCLUSIONS: Interventions should inform these stakeholders about what constitutes elder mistreatment and
should be particularly geared toward addressing cultural differences in the perception of elder mistreatment.
PMID: 20455116 [PubMed - indexed for MEDLINE]

READING 10 - Suspected elderly mistreatment -- Epidemiology

Phua DH, Ng TW, Seow E. Epidemiology of suspected elderly mistreatment in Singapore. Singapore
Med J. 2008 Oct;49(10):765-73.

URL: http://smj.sma.org.sg/4910/4910al.pdf

Emergency Department, Tan Tock Seng Hospital, 11 Jalan Tan Tock Seng, Singapore 308433. dong_haur_phua@
tesh.com.sg

ABSTRACT

INTRODUCTION: In our Asian society, respect for our elderly is deeply entrenched and highly valued. However,
a previous study had shown that physical mistreatment of the elderly exists in the local population. This present
descriptive study aims to evaluate the other types of elderly mistreatment and epidemiology of suspected victims
in the local population.

METHODS: Over a period of 12 months, from June 2005 to May 2006, doctors of the Emergency Department
(ED) were trained to look for clinical features of mistreatment in patients aged 65 years and above. A specially-
developed evaluation form was used to help the stafl'in assessing suspected cases; these were then referred to medical
social workers for further evaluation.

RESULTS: 42 cases of suspected mistreatment were detected, with almost three times more female than male
patients. The average age of suspected victims was 78.8 years. There were 27 cases of possible physical mistreatment,
25 of possible neglect, six of possible psychological mistreatment, two of possible financial mistreatment, one of
possible abandonment and one of possible self-neglect. Most suspected perpetrators were family members, and
more than half were the victims’ sons. 37 suspected victims had to be warded after ED consultation and eight died
within six months of presentation.

CONCLUSION: Mistreatment of the elderly in the local population is more prevalent than expected and victims can
suffer adverse outcomes. Understanding of this problem is still incomplete and more research is required. Increased
awareness of this problem in the community and the medical fraternity can better identify such patients.

PMID: 18946608 [PubMed - indexed for MEDLINE]
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