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The Study focuses on the incidence, severity and correlates of interpersonal 
physical violence (IPV) injuries among adult in Qena residents, Upper Egypt. 
Incident cases of IPV victimization attending emergency service of Qena 
University Hospital (QUH), between July 2016-December 2018, were 
examined. Among 523 IPV cases studied, those 18-29 years old accounted 
273 (52.2%); male 483(92.3%), single 351(67.1%); and 215(41.1%) were 
employed. Only 34/374(9.1%) had mental illness and 70/385(18.2%) used 
substance. Most [267(51.0%)] injuries were induced by hand, stick 
[138(26.4%)] or knife [72(13.7%), p<0.001]. Assaults were triggered either 
over financial matters [80(15.3%)], revenge [62(11.9%)], in a street 
fight/motor vehicle accidents [59(11.3%)], at the workplace [50(9.6%)] or 
under alcohol intoxication [45(8.6%)]. Subjects <29 sustained severer 
injuries than older peers [126/273(46.2%), p<0.001]. Revenge victimization 
also associated severer injury more frequently [33/62(53.2%), p=0.12]. 
Psychiatrically-ill subjects sustained severe injuries more frequently than 
milder injuries [19/34(55.9%), p = 0.025]. Knife-induced injuries were also 
severer than other injury methods [43/72(60.0%), p<0.001]. Physical 
assault may still stand as an important behavioral phenomenon in Qena, 
which needs investment in prevention.   
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INTRODUCTION 
 
Physical violence involves offensive act or an instance with 
an actual touching or other assaults upon another. With a 
hostile assault, there might be an intention to inflect an 
unlawful threat or do bodily injury to another (WHO, 2002). 
Violent assaults take place in a myriad of population 
settings, e.g., street, workplace, educational premises, sport 
yards, domestically, and elsewhere. For decades, reports 
were showing escalating violence statistics, e.g., each year 
violent assault results in over 1.6 million deaths, over 90% 
of which occur in low- and middle-income countries (WHO, 

2002). In USA, approximately 12 out of every 1000 people 
are subject to criminal assault, accounting around 17,250 
fatal assaults in 2016.(BJS, 2011; FBI, 2016). 

In 2012, there were 116,105 recorded violence victims in 
five major Australian districts, (ABS, 2013) equating to a 
victimization rate of 969/ 100,000 populations. This 
reflects a trend whereas physical assault stands as the 
foremost type of violent crime (homicide, physical assault, 
sexual assault and robbery).(ABS, 2014). 

Physical  assault  occurs  when “an  individual or  a  group 
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provokes and attacks a person physically, with or without 
the use of a weapon, or threatens to hurt that 
person.”(WHO, 2019).Domestic violence or “intimate 
partner violence” occurs between people in an intimate 
relationship, such as spouses, partners, and family 
members. In domestic violence, either sex can be a victim or 
a perpetrator. An abuser utilizes intimidating behaviors to 
control the other partner.(Mayo Clinic, 2017).Traditionally, 
women constitute a considerable proportion of violent 
assault victimization globally (Haddad et al., 2011; WHO, 
2013; Felson and Feld, 2009).On the other hand, violence 
against men (VAM) encompassed offensive acts 
disproportionately or exclusively committed against them. 
As such, men are overrepresented as both victims and 
perpetrators of violence. (Felson, 2002).Other than 
weapons, less threatening yet as dangerous, physical 
assault is usually noted through a series of acts, including 
intimidation (e.g., shoving), grasping, dragging, punching, 
slapping throttling, biting, hitting, kicking, hitting with a 
hard object (such as a stick), throwing objects (such as a 
stone or any object rather handy). Physical assault though 
can take any form or degree of trauma or bodily injury, 
including abrasions, contusions, bruises, wounds of 
different types and depths, dislocations, and fractures. 

The consequences of injuries to the face and head region 
can be most harmful. A severe head trauma can lead to 
serious traumatic brain injuries (TBI) and subsequent 
impaired brain functions. Concussion, loss of consciousness 
(LOC) post-assault problems with memory and 
concentration, as well as headaches, and more seriously 
seizures, without history of a direct TBI are more likely, but 
can also be connected with brain dysfunction.(Fuller, 
2015).In turn, direct memory and coordination insults 
cripple the victims’ lives, e.g., causing difficulties in 
educational, occupational, sporting, and social functioning. 
More likely, less severe consequences, such as scars and 
physical markers variable severity may develop. Yet, a 
nerve injury or a scar around a vital facial tissue my lead to 
major problems, such as impaired sight and subsequent 
limited work, incapacitated life functions and hence loss of 
income. Likewise, a hand injury sustained during an assault 
may end up with a considerable limitation to carry out 
activities of daily living (ADL).(Fuller, 2015).Having lived 
through a traumatic ordeal, the victim may be affected not 
only physically but also psychologically (e.g., shock, 
constant fear, emotional instability, post-traumatic stress 
disorder, guilt sensation).While the nature and impacts of 
certain types of PV have been extensively studied, this is 
not the case for more generic forms of physical assault. 
Identifying the prevalence of physical assault and 
understanding its correlates and the traits of victims are 
crucial for ensuring that services are adequately able to 
address these requisites.  

Thorough search has revealed that no previous 
quantitative research addressing physical violence among 
Qena adults and measuring injury severity outcome among 
victims using standardized injury severity scoring has been 
done.        

 
 
 
 
The current work was based on the hypothesis that 
physical assault may still stand as an important behavioral 
phenomenon in Qena, which needs investment in 
prevention. Such assault as the foremost form of violence 
poses a considerable safety, health and social threat upon 
our population, particularly the high risk. We aimed at 
identifying incidence rates of physical assault in the 
residents and measuring relevant predictors; their 
influence on the severity of the resulting injuries.  
 
 
MATERIALS AND METHODS 
 
The population frame comprised incident trauma cases 
from Qena governorate jurisdiction attending the 
emergency room (ER) of QUH during the study duration, 
from which physical assault patients could be 
discriminated. Subjects were approached and observed to 
collect the required data during the study period between 
July 2016 and December 2017, using: a) clinical 
examination, b) patient interview and response to a 
questionnaire instrument, and c) reviewing medical 
records. Only adults 18y of age and above of both sexes 
were targeted; no patient would be excluded based on 
other demographic or health status traits. The PV patients 
presenting with trauma, or bodily harm linked with IPV but 
not to accidental acts would be admitted to the 
study.(Terrorist acts violenceis  excluded; also, non-
physical assault, such as sexual abuse, psychological and 
emotional abuse, verbal attacks, harassment, and child 
neglect are out of the scope of this work). In this study, 523 
– out of 637 IPV cases (82.1%)-fulfilling admission criteria, 
as above, were recognized. Necessary QUH administration 
approval and QUH-IRB ethical approval to conduct the 
research were granted. 

At the ER department of QUH, incoming physical assault 
patients were depicted on daily basis during the study 
period. A proforma to document clinical information in 
parallel to flowing routine medical data registered on the 
patient’s medical record was designed. In essence, all injury 
cases would follow the usual care pathway, starting from 
triaging, injury site examination and applying first aid 
measures, all together with vital signs and level of 
consciousness (LOC) assessments, surveying all body parts 
for other injuries. All necessary investigations, including 
laboratory and imaging works took their natural pathway 
as indicated. Afterward, an interview phase to receive the 
patients’ responses to an instrument designed to help 
achieve study aim followed. Patients would only be 
contacted to join the study until after they have been 
stabilized and were able to speak and provide a written 
informed consent to participate. (Fatal injuries and lethal 
outcome would not be admitted).Injury severity was 
determined clinically, using the “injury severity score” (ISS) 
measure. (CMMAS, 1971; AMAAM, 1985).The ISS is defined 
as the sum squares of the highest abbreviated injury scale 
(AIS) (Civil and Schwab,1998) grade assigned to each of the 
three   most    severely    injured   regions. The    ISS    ranges  
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Table 1. Demographic criteria of the study population (n=523) 
 

Criterion Level n (%) 
 
Age 
(Mean age: 33±11.9) 

18-29 273(52.2) 
30-39 118(22.6) 
40-49 95(18.2) 
≥50 37(7.0) 

Sex Male 483(92.3) 
Female 40(7.7) 

 
Marital status 

Single 351(67.1) 
Married 125(23.9) 
Divorced 47(9.0) 

 
Educational level  

Uneducated/elementary 120(22.9) 
Intermediate/secondary 341(65.2) 

College/univesity 62(11.9) 
 
Employment status 

Full-time employee (FTE) 215(41.1) 
Part-time employee (PTE)/ 

un-employed 
110(21.0) 

FT student 198(37.9) 

 
 
 
between 1 and 75, which is further divided into four 
categories: 1-8 (=mild), 9-15 (=moderate), 16-24 (=mild 
severity), and 25 or more (=severe).  

A predesigned validated questionnaire was administered 
during the interviews. Participants were informed of the 
aim of the study and that their participation is voluntary 
and they could opt out of the study at any time without 
giving reasons. A written consent to participate was taken 
from participants, who were reassured of the utmost 
confidentiality of the provided information. The 
questionnaire falls into three scales: a)demographic, with 
underlying items (questions or variables), such as age, sex, 
nationality, marital status, residence, household 
information, education, occupation; b)health status, 
including items, such as current and previous medical 
history, psychiatric history, special habits and substance 
use history, history of trauma, violence, past-year physical 
assault victimization, family history of PV, and c)current 
physical assault event including trauma type, site, method 
and reason, all to the best of the patient’s knowledge and 
belief. Most of the questionnaire’s variables were set as 
nominal(e.g., married, single, divorced) and ordinal data 
(e.g., educational level), and some were set as an open-
ended question, where continuous data such as age may be 
provided or qualitative data such as “other” assault method 
may be specified. An overall Cronobach α of 0.81 was 
obtained, and hence high reliability index assured. 
Completion of 80% of the questionnaire items with valid 
answers ensured admittance to the analysis. Collected data 
were coded and entered to a Microsoft program with an 
adequate backup until analyzed. First, descriptive statistics 
would be presented, where qualitative data summarized as 
count and percentage. In the first round of analysis, non-
parametric statistical techniques, such as chi-square test 
(or Fisher’s exact, where appropriate) may be used to 
analyze the associations between categorical variables of 
interest. In the second round, “severity of trauma” could be 

analyzed against selected predictors, such as age, trauma 
cause, type, mechanism, opponent criteria, and the patient’s 
psychological profile. For technical reasons, the four injury 
levels above might be first summarized into three levels in 
the descriptive analysis phase, as level 1=mild-moderate 
(ISS1 = 15), level-2=mild severity (ISS = 16-25), and level-
3=severe (ISS ≥25 - <75). In the inferential analysis phase, 
the last two severity levels would be collated as “severe 
forms.” The SPSS software for Microsoft- version-20 was 
used to conduct study analyses. Our tolerable level for 
rejecting a true null hypothesis was =0.05, and results 
with p-values<0.05 would be considered statistically 
significant.  
 
 
RESULTS 
 
The vast majority of assault reports were of male victims 
[483(92.3%)] (Table 1) Also, 273(52.2) subjects were 18-
29 years old. Most subjects were intermediate - secondary 
school educated [341(65.2%)], and were single [351(67.1)]. 
Occupation-wise, 215(41.1) subjects were FTE, 198 (37.9) 
were students, and 110 (21.0) were PTE or unemployed. 

In Table 2, the majority [325(78.9%)] of subjects 
reportedly were not subject to previous PV incidents. Less 
than one-tenth (9.1%, n=34) gave history of a previous 
psychiatric diagnosis (e.g., bipolar illness, schizoaffective 
disorder, delusional disorder, paraphrenia, or other mental 
illnesses). Also 18.2% (n=70) acknowledged substance 
abuse. As far as the opponent, the majority [274(61.4%)] 
reported involvement with a person whom they had not 
known before; while 116(26.0%) were with a 
relative/neighbor. Otherwise, assaults were committed by a 
spouse or a family member [56(12.6%)]. 

As per the study protocol, 523 PV incidents could be 
diagnosed for their injury severity status (Table 3). The 
incidence of PV of recognizable causes ranged between  6%  
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Table 2. Distribution of subjects by previous status and opponent criteria  
 

Characteristic Level n (%) Remarks 
Previous physical  
assault victimization  

Positive 87(21.1) Missing 
111(21.2%) Negative 325(78.9) 

Total  412(100.0) 
Previous psychiatric 
problem/mental  illness  

Positive 34(9.1) Missing 
151(28.9%) Negative 338(90.9) 

Total  372(100.0) 
Substance abuse  Positive 70(18.2) Missing 

138(26.4%) Negative 315(81.8) 
Total  385(100.0) 
Opponent  
relationship  

Non-relative 274(61.4) Missing 
77(14.7%) Relative/neighbor 116(26.0) 

Spouse/ family 56(12.6) 
Total  446(100.0) 

 
 

Table 3. Distribution of physical assault incidents by trauma characteristics (n=523) 
 
 
Category 

Category level 
n(% of total) 

Test statistic  p-value 

 
Injury cause 
 

Financial 
dispute 

Retaliation 
revenge/ 

Street/ MVA-
related 

Workplace-
related 

Drugs/ 
alcohol 

 
 

χ2(4)=12.9 
 

 
 

0.011 80(15.3) 62(11.9) 59(11.3) 50(9.6) 45(8.6) 
Moral issues Family/children Property Ill-defined Other 

58(11.0) 41(7.8) 31(6.0) 70(13.4) 27(5.1) 
Injury  
site*  
 

Head and 
neck 

Face 
 

Thorax 
trunk 

Extremities 
 

Skin  
χ2(4)=32.9 

 

 
<0.001 

137 (26.2) 192(36.7) 99(18.9) 130(24.9) 156(29.8) 
Injury  
method* 
 

Hit with barehand 
Hit with hard 
object/stick 

Throw 
object/ bang 

Whiteweapn 
/ Knife 

Firearm/ 
gun 

 
χ2(4)=401.0 

 

 
<0.001 

267(51.0) 138(26.4) 31(6.0) 72(13.7) 15(2.9) 
Injury type* 
 

Abrasion/ 
contusion 

Superficial 
wound 

Deep wound 
 

Fracture 
 

Other 
 

 
χ2(2)=449.0 

 

 
<0.001 

346(66.1) 121(23.1) 95(18.2) 54(10.3) 51(9.8) 
Injury  
severity  

Mild Moderate Mil severity Severe ---------  
χ2(2)=62.8 

 

 
<0.001 

187(35.7) 162(31.0) 98(18.8) 76(14.5) --------- 
 

* A person can bear more than one category at a time. 

 
 
 
(property-related cases) and 15.3% (financial-related 
causes). Revenge and retaliatory incidence accounted 
62(11.9%), while street fight and incidents encompassing 
interpersonal violence following road traffic accidents 
accounted 59(11.3%).  

The incidence of PV acts referable to moral issues was 
58(11.0%); and those occurring at the workplace 50(9.6%), 
(Table 3). The incidence of PV causes decreases gradually 
until least recognized in assault while under influence of 
drugs or alcohol intoxication [45(8.6%)], and fight due to 
family or children-related issues [41(7.8%)]. Otherwise, 
70(13.4%) of reported incidents were of an unclear cause 
and 5.1% (n=27) were attributed to other causes 
(unspecified by the victim or in the medical report) (Table 
3). Over half of the assaults [267(51.0%)] were committed 
as a hit with bare hand. Next came hitting with a hard 
object or a stick [138(26.4%)], and less likely by white 

weapon (mostly a knife) [72(13.7%)] and a firearm 
[15(2.9%)]. Mild and moderate injury forms [187(35.7%); 
162(31.0%), respectively] were most incidental. The 
frequency of severer injury forms then decreases gradually 
[mild severity 98(18.8%), and severest 76(14.5%)]. The 
prevalence of all physical assault traits were significantly 
distributed between the study groups (p<0.05, all analyses) 
(Table 3).   

As in Table 4, all studied physical assault characteristics 
significantly impacted injury severity. Generally, mild-
moderate severity injury tends to be more frequent than 
the severe forms. However, the younger the age the smaller 
difference between milder and severer injuries, with a little 
fluctuation, e.g., 53.8% vs. 46.2% in the 18-29y age group, 
70.3% vs. 29.7% in those 30-39, and 93.7% vs. 26.3% 
among those 40-49, and (81.0% vs. 19.0% in the oldest age 
group.    In    other   words,  young-age   individuals   sustain  



Zaytoun et al.          25 
 
 
 

Table 4. The relation between selected physical assault traits and trauma severity 
 

 
Category 

Category Level 

Trauma severity (%raw)   
Mild-moderate Severe Total Test 

statistic 
p-value 

 
Age(y) 

 

18-29 147(53.8) 126(46.2) 273(100.0)  
χ2(3) 
=55.6 

 
 
<0.001 

30 – 39    83(70.3) 35(29.7) 118(100.0) 
40-49 89(93.7) 6(26.3) 95(100.0) 
≥50 30(81.0) 7(19.0) 37(100.0) 
Total 349(66.7) 174(33.3) 523(100.0)  

χ2(2) 
=16.8 

 
 
0.002 

 
Marital status 

Married 246(70.1) 105(29.9) 351(100.0) 
Single 65(52.0) 60(48.0) 125(100.0) 
Divorced 24(51.0) 23(49.0) 47(100.0) 
Total 349(66.7) 174(33.3) 523(100.0)   

 
Employment 

FTE  134(62.3) 81(27.7) 215(100.0)  
χ2(2) 
=39.2 

 
 
<0.001 

PTE/unemployed 53(48.1) 57(51.9) 110(100.0) 
FT student 162(81.8) 36(18.2) 198(100.0) 
Total 349(66.7) 174(33.3) 523(100.0)   

 
Opponent 
 

Non-relative 147(53.6) 127(46.4) 274(100.0)  
χ2(2) 
=8.07 

 
 
0.017 

Relative/neighbor 78(67.2) 38(36.8) 116(100,0) 
Spouse/ family 38(67.8) 18(32.2) 56(100.0) 
Total 263(60.0) 183(41.0) 446(100.0)   

 
Cause * 
 

Street fight/MVA 44(74.6) 15(25.4) 59(100.0)  
χ2(4) 
=9.9 

 
 
0.04 

Workplace-related 36(72.0) 14(20.0) 50(100.0) 
Revenge 29(46.8) 33(53.2) 62 (100.0) 

Moral 31(53.4) 
27(46.6) 

58(100.0) 
Drugs-addiction 23(51.1) 22(50.9) 45(100.0)   
Total 163(59.5) 111(40.5) 274(100.0)   

 
 
 
severer injuries more than older-age peers, and the higher 
the age the lower rate of severer injury incidence 
χ2(3)=55.6, p<0.0001]. Married people conceive milder 
violence- induced injuries than severer ones 
[246/351(70.1%) vs. 105/351(29.9%)] (Table 4) Singles 
also do so but the difference between both degrees of injury 
severity is small [milder injury 65/125(52.0%) vs. severer 
injury 60/125(48.0%)]. The frequency of mild and severer 
injury forms in the divorced group is almost negligible in 
the whole comparison [24/47(51.0%) vs. 23/47(48.0%)] 
[χ2(2)=16.8, p=0.002] (Table 4). Employment state-wise, 
unemployed/PTEs tend to report severer injuries relatively 
more frequently than other employment categories [milder 
injury vs. severer injury: 53/110(48.1%) vs. 
57110(51.9%)]; [FTE: 134/215(62.3%) vs. 
81/215(27.7%); FT student: 162/198(81.8%) vs. 
36/198(18.2%)][χ2(2)=39.2, p<0.0001]. Generally, milder 
injury forms tend to be more than the severer in opponent 
criteria analyses. However, if the abusing person was not a 
relative, the likelihood of a severer injury 
[127/274(46.4%)] would be greater than if they were 
relatives or neighbors [38/116(36.8%)]. Physical assault 
incidents whereas the spouse was the accused person were 
all reported by wives (n=56). The whole opponent analysis 
was statistically significant [χ2(2)=8.07, p=0.017]. Cause-
wise, traffic-related IPVs were mostly associated with a 
mild-moderate injuries than severer ones [44(74.6%) vs. 
15 (25.4%)] (Table 4).Conversely, assaults attributed to 
revenge were more associated with severer forms of injury 

[33/62(53.2%) vs. 29/62(46.7%)] (Table 4). The difference 
between milder and severer injuries at the workplace 
tended to be rather large [36(72.0% vs. 14(20.0%)]. 
Otherwise, this difference tended to revolve around 50% 
rate in other PV causes: street/MVA-related injuries: 
30/59(50.8%) vs. 15/95(50.2%), moral issues-related 
injuries: 31/58(53.4%) vs. 27/58(46.6%), and injuries 
inflected while under drugs or alcohol: 23/45(51.1%) vs. 
22(50.9%)]; [χ2(2)=9.9, p=0.04] (Table 4).  

The studied violence injury mechanisms (Table 5) had a 
significant influence upon the PV injury severity 
[χ2(3)=49.9, p<0.001]. Most violent assaults 
[267/508(52.6%)] were induced by hand, 202/267(75.6%) 
of which precipitated mild-moderate injury. Hitting with a 
hard object/stick accounted 138/508(27.2%), 
68/138(49.0%) of which caused milder injury forms and 
70/138(50.7%) caused severe injury forms. Likewise, 
knife-induced injuries tended to be of severe forms rather 
than the mild [43/72(60.0%) vs. 29/72(40.0%), 
respectively]. The influence of assault method upon injury 
severity has been all significant [χ2(1)=49.9, p<0.001] 
(Table 5). A significant relationship between the severity of 
injury in association with the presence of psychiatric 
symptoms was found [χ2(1)=4.9, p=0.025]. Further, 
individuals addictive to substance (70/385=18.1%) are 
62.8% (n=44/72) prone to severe injury victimization, 
compared to 37.2% (n=36/70) of peers who are only prone 
to mild forms on injury. Patients who have a previous 
victimization experience are only liable to severe injury on  



Int. Res. J. Public Environ. Health          26 
 
 
 

Table 5. The relationship between other trauma correlates and severity (a) 

 
 
Category 

 
Level 

Trauma severity 
n (% raw) 

 
Test 
statistic 

 
 
p-value Mild-moderate Severe * Total 

 
Mechanism (b) 

Hand 202(75.6) 65(24.4) 267(100.0)  
χ2(3) 
=49.9 

 
 
<0.001 

Knife (c) 29(40.0) 43(60.0) 72(100.0) 
Stick 68(49.3) 70(50.7) 138(100.0) 
Stone 25(80.6) 6(19.4) 31(100.0) 
Total 341(67.1) 167(32.9) 508(100.0)   

Previous physical 
violence 

Positive  50(57.4) 37(42.6) 87(100.0) χ2(1) 
=5.6 

 
0.018 Negative 230(70.7) 95(29.3) 325(100.0) 

Total 280(67.9) 132(32.1) 412(100.0)   
Psychiatric problem Positive  15(44.1) 19(55.9) 34(100.0) χ2(1) 

=4.9 
0.025 

Negative 207(61.3) 131(38.7) 338(100.0) 
Total 230(61.8) 142(38.2) 372(100.0)   

Substance abuse Positive  36(37.2) 44(62.8) 70(100.0) χ2(1) 
=8.7 

0.003 
Negative 199(63.2) 116(36.8) 315(100.0) 
Total 225(58.4) 160(41.6) 385(100.0)   

 
(a)Trauma severity by site also studied; no significant relation was found [χ2(4)=5.2;  p=0.27)]. 
(b)Firearm mechanism [15(2.8%)] excluded due to negligible weight. 
(c)Victims: Male= 72(100%), ≤29y= 50(66.7%), moral harm 35(48.6%), revenge 43(59.7%). 

 
 
 
subsequent victimization 42.6% (n=37/87) of the time, 
compared to peers who would only sustain milder injury 
forms [57.4% (n=50/87)][χ2(1) =5.6, p=0.018] (Table 5). 
 
 
DISCUSSION 
 
For many victims, the impact of physical assault is severe, 
permeating all aspects of a victim’s life (Fuller, 2015). This 
research has focused on describing background and clinical 
traits of injuries, including demographic attributes, causes, 
verities, sites, and severity of injury, induced a midst 
physical assault instances.  

The study population is rather young (mean age 33±11.9 
year); those 18-29 account 52.20%. As in other violence 
research literature (Shapland et al., 1985), young age in this 
study has been found a risk for severer injury severity 
compared to older age. According to the US Bureau of 
Justice Statistics, persons younger than 25 are the most 
vulnerable to serious violent assaults, regardless of how 
age patterns are analyzed. Rates controlling for population 
show the young with the highest number of victimizations 
per 1,000 individuals.(BJS, 1997).For 1992-94, the rate of 
serious violent crime ranged from 50 per 1,000 persons 
aged 18-21 to 3 violent crimes per 1,000 persons aged 65 
or older (younger-age: older-age criminality 17:1). As what 
has been found in our studied population, male gender has 
also been associated with an increased frequency of 
involvement in PV (ABS, 2012; ABS, 2014; Felson, 2002; 
WHO, 2002). 

The association of marriage with lower crime among men 
has been widely reported in both quantitative and 
qualitative studies (Maume et al., 2005; Laub et al., 
2003).This single patients this study engage in physical 

assault instances almost twice the rate of married peers 
(246 vs. 125 = 1.96:1). Applying inverse probability of 
treatment weighting (IPTW) to yearly marriage rates, 
crime, and correlates in a sample of 500 high-risk 
individuals followed until age 32; being married was 
associated with an average reduction of approximately 
35% in the odds of crime, compared to non-married states 
for the same man. (Sampson et al., 2006). 

Employment does not necessarily imply that employed 
subjects would only get involved in violent acts at the 
workplace; should they be engaged in other PV 
environments, e.g., public places, domestically or 
elsewhere, could be seat for such acts. In our study, most of 
subjects were FTEs (215/523=41.1%). Unemployed/PTE 
subjects reported severer injury instances more frequently 
than other employment categories (51.0% vs. 27.7% for 
FTEs, and 18.2% for students’ injuries). Previous works 
found evidence that economic factors, 
including unemployment (in addition to other studied 
factors, such as political culture and values), enhance 
severe violence rates, including homicide and suicide. 
(Gilligan et al., 2016). 

Notably, assaults attributed to family offense account 
56/523(10.7%) of all assault reports. Whether or not this 
represents an actual reporting is rather questionable. 
Underreporting of violent incidents is common in many 
communities, especially those of a sensitive nature, such as 
IPV and close family-member violence. The overall IPV 
reports in this work were least counted among all reports. 
Not uncommonly, the abused partner complains about 
spouse assaults to their family or their friends; but less 
likely to report the incident to the police or even an 
attending healthcare provider. In the study by Alzahrani et 
al.  (2016)  on IPV,  the  abused  wives  tend  to  conceal   the  



 
 
 
 
assault they suffer and may only vent it to their families, 
their husbands’ families or their friends. (Alzahrani et al., 
2016). These assaults were rarely reported to police or an 
attending physician or a women’s protective agency. In our 
study, only 56(12.6%) reports of a spouse assault were 
recorded; all victimized wives. A study in Slovenia in 2009 
on 829 victims of different types of violence found that 
15.3% of subjects reported a variety of domestic violence 
experienced during the previous five years. And as in the 
plethora of research on domestic violence (Felson, 2002; 
Felson and Feld, 2009; Hadda et al., 2011; Mayo Clinic, 
2017; WHO, 2013). Also, PV victims in the Slovenian study 
were significantly women <35 years of age. In which case, 
the perpetrator was mostly the partner; while among men 
the perpetrators were mostly other family members (Selic 
et al., 2011). The lower rate of reporting of husband -
committed physical assault in our study than the Western 
world’s rates emphasizes the presence of cultural trends 
regarding the positions of man and woman still precipitated 
in the mind of the Arabic society. Yes, IPV is a worldwide 
behavioral phenomenon with women being the foremost 
element of victimization (WHO, 2013); however, the social 
system in the developed world does support the women’s 
right to bring claims against the male partners’ offenses. 
These societies do not conceive such just act as a “violation” 
of the “societal norm” of male dominance over female. In 
the Arab world, males by default have traditionally been 
given a guardianship authority in controlling the family and 
the society. Fanatic voices either consider paternal 
supremacy as a religious fact, the violation of which is 
infidelity.  

Some 97/523(18.5%) subjects of our study cohort either 
failed to indicate the exact cause [70/523(13.4%)] or 
reported an unspecified cause [27(5.1%)] of their physical 
assault-related injuries. These cause-categories may well 
have been used by some respondents to replace some 
causes they hate to declare either due to socio-familial 
constraints, such as IPV, or due to immoral behaviors, such 
as addiction and alcohol drinking. This draws the attention 
to the likelihood of relative under-representation of such 
immoral causes than they do in the community and over-
representation of “other” - and “unclear” cause categories 
documented in our study group.  

Not only do young-age subjects or the unemployed in our 
study report severer assault incidents but revenge victims 
also do so. Among crime victims of severe physical (or 
sexual) violence, significant correlations have been 
reported between revenge and posttraumatic stress 
disorder (PTSD) (van Denderen et al., 2014). Assaults 
pertinent to revenge in this work tended to be of a severer 
nature, probably due to a predetermined intention to inflict 
a significant harm to the opponent. Perhaps the abuser may 
well have been hurt previously by the very person; the 
reason why he or she is retaliating. Evidently, less 
situational revenge in cases where the perpetrator was a 
direct family member than cases where the perpetrator 
was an indirect family member, friend, or someone 
unknown, has  been reported. In   either   condition, helping  
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people come to terms with past hurts such as a previous 
abuse has been strongly recommended in preventing 
retaliatory assault tendency. A study by Wade and Meyer, 
2009 in Iowa, USA, compared a group-based explicit 
forgiveness intervention with process-oriented group 
therapy. To the best of our research’s goal, both approaches 
were comparably efficacious (than no treatment) in 
pacifying revenge desire and minimizing negative reaction 
toward the offender. Moreover, fewer psychological 
symptoms have been reported with proposed approaches. 

Should the offense be committed a midst an interpersonal 
contact with the victim, hitting with the bare hand or 
through a hard object and the likes was the most common 
method to use. Some of these methods, e.g., the hand-
induced, tended to cause milder forms of injury in the 
studied victims. Using white weapons (mainly a knife) or a 
firearm was the least frequent but the most dangerous 
assault methods.  The victims of knife-related assaults 
bared some risk factors associated with armed assault, such 
as  being all male, mostly young (50/72=66.7%), or were 
victimized in response to a moral harm [35/72=48.6%), 
and revenge and retaliatory affairs (43/72(59.7%). No 
enough data about the perpetrator of these offenses were 
available.  

The presence of a psychiatric problem jeopardizing the 
patient’s safety did enhance our patients’ liability for 
victimization with severer assault forms. In practice, risk 
factors congruent with severe physical assault outcomes 
encompass underlying mental distress, mental illness, 
substance abuse and dual diagnosis of both disorders.(de 
Waal et al., 2018; Lawental et al., 2018). Such risks were not 
unheard off in our study’s population; e.g., only 
34/372(9.1%) had a previous psychiatric diagnosis and 
70/385(18.2%) were substance abusers; probably that is 
why a notable number of severer injuries in association 
with such risks has been observed among our study 
victims, e.g., 19/34(55.9%), and 44/70(62.8%), 
respectively.  

In essence, prevention of violence is a bipartisan process. 
It involves reducing the likelihood of initiation or turning to 
abusive behavior. At the meantime, there is a stress on 
working on controlling environmental factors facilitating 
violent behavior, such as poverty, ignorance, media, legal 
fluidity and anger management. To the best interest of this 
research, protecting against victimization, e.g., using 
problem-focused coping techniques (Bonar et al., 2013;) 
and intensifying legal punitive intervention against physical 
assault are a priority. Adopting educational programs for 
students, the public, and at the workplace to increase the 
people’s awareness, raising their skills of containing PV 
intentions and provocative behaviors are a convenient 
long-term preventive approach. The idea of risks 
modification for factors facilitating the development of 
antisocial behavior and provocation of revenge-tendency 
attitude received attention from violence research scholars. 
In a longitudinal study by Harrenkohl et al. (2000), a panel 
of Seattle, USA youths followed to measure potential risk 
factors for violence in adulthood was conducted.   
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(Herrenkohl et al., 2000). Particular risk constructs within 
the studied domains, e.g., hyperactivity (parent rating), low 
academic performance, peer delinquency and availability of 
drugs in the neighborhood were significant predictors for 
developing violent behavior later in life. Likewise in their 
prospective study on a cohort of maltreated children to 
assess the likelihood that they grow to develop antisocial 
behavior at adulthood, Caspi et al.(2002) collaborates 
indicated that a functional polymorphism in the gene 
encoding neurotransmitter-metabolizing enzyme 
monoamine oxidase A (MAOA) to moderate the effect of 
maltreatment was evident. In contrast, maltreated children 
with a genotype conferring high levels of MAOA expression 
were less likely to develop antisocial behavior. (Caspi et al., 
2002). 

The limited reporting of husband- or family member-
induced injury incidents may have been envisioned as one 
of the limitations encountered during data collection. Until 
problems such as spouse’s and family assault are no longer 
a socially concealed behavior, improvement of the quality 
of data reporting within this violence domain is a remote 
possibility. Given another restricted access to the 
perpetrators’ data, analyzing personal and circumstantial 
criteria to predict risk factors for assaults with life-
threatening outcomes was also limited. We were not able to 
forecast a full spectrum of risks-outcome of violent 
behaviors endangering both the marital life and safety 
environment to neutralize severe PV outcomes. Otherwise, 
the study has brought a number of strengths; for we were 
able to touch base on the research variables in question. 
This is the first incident-case work to explore PV, adopting 
standardized injury evaluation technique, providing 
evidence to bridge the gap in PV knowledge and handled 
from the physical and psychological health viewpoints 
rather than just endorsing criminal statistics. Most risk 
factors for victimization and severe injuries, as well as 
common injury methods, have been identified.  
 
 
CONCLUIONS AND RECOMMENDATIONS 
 
Interpersonal violence is a notable social health problem in 
Qena community, the dominantly associated demographic 
criteria of which include young age, male gender and being 
single. The seemingly underreporting tendency of family- 
and spouse-related assault reflects cultural and social 
taboos prevailing in Upper Egypt. Young age, 
unemployment and revenge are associated with severer 
injuries. Otherwise, the emotional and psychological 
makeup of the individuals, as well as the harboring 
environment; all influence the assault behavior of the 
community. Findings from this research can help in 
evaluating strategies to modify risk factors linked with 
physical assault in the society. As such, we recommend that 
the provision of preventing physical violence among Qena 
residents should be emphasized and clarified both to the 
public and healthcare workers, in order to alleviate the 
health and economic consequences of this behavior.  

 
 
 
 
Prevention of PV both at the primary and risk avoidance 
levels and continuing education focusing on practical issues 
to achieve this goal include:  a) boosting the skill of peaceful 
dialoging, anger management, settling arguments with 
words, not force or weapons, b) learning safe routes for 
walking in public places, and knowing good places to seek 
help, c) diligent work to abandon revenge as an 
irresponsible manner to resolve dispute, d) encouraging 
reporting family assault incidents, especially repetitive 
assaults and those embracing eminent danger upon the 
victim’s safety, e) intensifying educational programs to 
prevent and protect younger people from engaging into 
physical violent acts, given their increased liability to 
severer injury forms,  f) continuing data collection and 
evidence-based research on physical violence, including 
qualitative research addressing the personal motives and 
experiences, and post-assault stresses victims pass through. 
A large-scale survey inspiring closer access to the abusers 
to explore environmental and psychological factors 
influencing physical assault behavior in Qena is particularly 
recommended.  
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