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T his paper is divided into three sections. The first section describes 
the nature and extent of homicides between family members, includ- 

ing some information on trends since 1966. The second section describes 
the extent of nonlethal violence within the family and its connection to homi- 
cide. The final section views intrafamily violence from a public health per- 
spective, and discusses the implications for primary prevention. 

Jntrxfamily Homicide in the United States 

The public image of homicide tends to focus on the type of wanton kill- 
ing featured by the press and television-someone shot in the course of a 
robbery or a sadistic killer who attacks a stranger with no apparent motive. 
In fact, such killings are only a relatively small proportion of homicides. 
In about 80% of the cases, the victims and assailants were known to each 
other before the murder, and in a substantial proportion of the cases they 
are members of the same family. For the United States in 1984, 24% of all 
murder victims were related to their assailant.? This percentage has fluctu- 

*Presented as part of a Symposium on Hmnicide: 7?1e Public Health Perspcrive held by the Com- 
mittee on Public Health of the New York Academy of Medicine October 3 and 4, 1985. and made pos- 
sible by a generous grant from the Jttleson Foundation. 

Thts paper is a publication of the Family Violence Research Program, University of New Hampshire, 
Durham, NH 03824. Reprints and a bibliography listing other papers available for distribution are available 
on request. 

The Family Violence Research Program has been funded by grants from a number of agencies. Work 
on this paper was undertaken with the aid of grant number 85.U-CX-0030 from the National lnstitule 
bf Justice and grant 32 MHJ5161 from the National Institute of Mental Health. 

TThis figure was derived from data gtven in Crime in the Unired Smrer. 1984. ‘* It differs from the 
figures given there (in the table headed “Circumstances by Relationship, 1984”) because of a differ- 
ence in the method of treating the 25.8% of homicides in which the relationship between victim and 
assailant was not known. This difference became apparent when the 1966 to 1984 intrafamily homicide 
percentages were plotted. The percentage dropped sharply in 1977, and remained at that lower level 
since then. The decline was due to a change by the UCR in the method of computing the percentages. 
For purposes of this paper, the percentages from 1977 on were recomputed using the same method as 
before 1977. The resulting figures show no important change bctwcen 1966 and 1964 in the percent- 
age of homicides involving members of the same family as victim and offender. 
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ated within a relatively narrow range (from 22.4 to 28.8%) since the FBI 
first started reporting data on intrafamily homicide in 1962, even though 
the total number of homicides has changed drastically in this period. 

over&l inrrafLlrni/y hotnicide mtes. Although the intrafamily homicide per- 
centage is an interesting and important statistic, there are at least three other 
statistics which need to be considered: the homicide rate, the number of 
deaths and the relative distribution of homicides among various family rela- 
tionships such as wives killed by husbands, children killed by parents, etc. 
None of these other statistics are reported in the annual Uniform Crime 
Reports. However, it was possible to use Unifomr Crime Reports to estimate 
these statistics, and the results are described and interpreted below. 

These calculations produce an estimate of 4,408 intrafamily homicides in 
the United States in 1984. These 4,408 cases produce an intrafamily homi- 
cide rate of 1.86 per 100,000 population. Although this is a much lower rate 
than that for murders of unrelated persons (6.04 in 19&J), it is high by com- 
parison with other countries. In fact, just the family fraction of the United 
States intrafamily homicide rate is greater than the rate for all homicides 
which occurred in many countries with a low homicide rate. Denmark, for 
example, had a rate of 0.64 per 100,ooO in 1969, England and Wales had 
a combined murder and manslaughter rate of 0.93 in 197_2 and Germany a : 
rate of 1.26 in 1972.’ 

SpeciJc family relationships. Intrafamily homicide covers a great many 
different types of relationships, and it is important to know if these differ 
from each other. For example, is the rate of children killed by parents higher 
than of parents killed by children? Table I allows us to compare the num- 
ber of deaths and the homicide rate for several different family relationships 
for 1984. 

Spouse murders. The first row of Table I shows that more than two thou- 
sand murders of a spouse occurred in 1984, and that spouse-murders were 
almost half (48%) of the intrafamily homicides which occurred in 1984, mak- 
ing them the most frequent type of intrafamily victim-offender relationship. 

The second and third rows of Table I show that many more wives were 
killed by husbands than husbands killed by wives-roughly one third to two 
thirds, as shown by the figures in parenthesis on the second column. The 
fact that wives kill husbands at only one thiril the rate that husbands kill wives 
is consistent with the lower level of violence by women in all spheres of life. 
At the same time, the fact that women commit 38% of the spouse murders, 
compared to only 14% of the nonfamily homicides, and only 13% of the 
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TABLE 1. NUMBER AND RATEOFHOMlClDEBY 
RELATIONSHIP OF VICTIM TO OFFENDER, 1984* 

Rare per 
Assailant Victim Number Percenrt J@,ooO pop. $ 
Spouse Spouse, 2116** 48.0 0.89 
Husband Wife 1310 (62 .O) 0.55 
Wife Husband 806 (38.0) 0.34 

Parent Daughter or son 730** 16.6 0.31 
Parenl Daughter 327 (45.0) 0.14 
Parent son 403 (55.0) 0.17 

Child Parent. 504** 11.4 0.21 
Child Mother 202 (4(w 0.09 
Child Father 302 (60.0) 0.13 

Child Sibling. 403** 9.1 0.17 
Child Brother 327 (81 .O) 0.14 
Child Sister 76 (19.0) 0.03 

Other falnily relationships 655 14.9 0.28 

*Computed from data from Federal Bureau of Invesdgation.t2 
**These numbers are the sum of the IWO which follow. 
tThe first percentage in each set of three is the percent of all intrafamily homicides. The figures in 

parentheses are the percent of the number marked with an ** in the column giving the number of 
homicides. 

$Rarher than computing rates per 100,000 moral population, it would be preferable lo compute rates 
which are specific to each category of family member. This could be done for spouses, since the num- 
ber of married couples is known. Therefore, inslead of dividing by the 1984 population IO obtain a rate 
of 0.89 per lOO,CMXl population, it would be possible to divide by 53,83l,ODO-the number of married 
couples in the population. This produces a homicide rate of 3.93 per 100,000 couples. The difficulty 
is that for a rate such as this to be meaningful, it needs to be compared with other population-specific 
rates. That could answer questions such as how does the rate per 1OOK spouses compare with the rate 
per IOOK parents, or with the rate for nonfamily homicides. Unfortunately, with the exception of the 
rate for spousal homicides. none of the other more specific rates can be computed because relevant 
denominators are not available. For example, as noted in the text, the UCR data on fathers and mothers 
is not restricted to parents of minor children. Consequently, the more specific denominator would bc 
everyone wilh a paren alive al the beginning of the year. Buf that statistic is not available. 

aggravated assaults, shows that within the family women are much more vio- 
lent than they are outside the family. The violence of women within the fam- 
ily (as contrasted to their relative nonviolence outside the family) will also 
be shown later in this paper for assaults which do not end in death. A previ- 
ous paper JO analyzes the reasons why women are much more violent within 
the family. Time available only permits me to say that one reason is self- 
defense or retaliation: women are rarely assaulted outside the family, whereas 
this is a common occurrence within the family. 

Child murders. The term “child,” as used in this paper, refers to a fam- 
ily relationship, not an age group, because Uniform Crime Reports data com- 
bines homicides of minor children and adult children. To remind readers of 
this, “child” will be put in quotation marks from time to time. 

Bull. N.Y. Aced. Med. 
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Murder of a son or daughter by a parent was the second most frequent 
type of int.rafbly homicide. The 730 murders of sons and daughters which 
occurred in 1984 were 16.6% of the intrafamily murders that year. 

The figures in parenthesis in the second CO~I~TUI of Table I show that there 
was no irqmtmt difference in the proportion of male and female “children” 
killed. However, an important question that cannot be answered with pub- 
lished data is whether there are important differences between fathers and 
mothers. On the one hand, women have the overwhelming (often the ex- 
clusive) responsibility for child care. The combination of the stress involved 
in this responsibility and the greater “time at risk” probably accounts for 
the higher rates of child abuse by mothers than fathers. On the other hand, 
many of the “children” killed were adults and the greater child care respon- 
sibilities of women do not place them at greater risk of killing adult chil- 
dren. Moreover, since male rates of every type of violence are much higher 
than rates for women, more of these “children” might have been killed by 
fathers than mothers. A study of 51 fatal child abuse cases in Georgia20 is 
consistent with this because it found a much higher rate of fatal child abuse 
committed by fathers. 

Pm-em murders. Just over 500 parents were murdered by a son or daughter 
(who could be either a minor or an adult) in 1984, and this was 11.4% of 
the intrafamily homicides. As in the case of murders of children, the Uni- 
form Crime Reports do not indicate the sex of the “child” who carried out 
the murder. We only know that fathers are somewhat more likely to be killed 
by a child than mothers. However, for the reasons just given, we suspect 
that sons committed many more of these homicides than daughters. 

Sibhg nz~?-ders. About 400 persons were murdered by a sibling in 1984. 
In sharp contrast to children murdered by parents-who were about equally 
divided between sons and daughters-those killed by a sibling were over- 
whelmingly males (81%). Again, the sex of the murderer is not available 
from published data, but because of their generally higher rates for aI types 
of violence, we suspect that those who killed a sibling were most often males. 

Olher intru$mily fwmicides. All other family relationships together ac- 
count for 655 (or 15% of intrafamily) homicides. Our data do not provide 
information on subdivisions within this category of intrafamily homicide. 

TRENDS IN THE NUMBER AND RATE OF~NTRAFAMILY HOMICIDE 

Trend in deaths and death rate. Perhaps the most fimdamental statistic of 
all is the number of people who die at the hands of other family members. 

Vol. 62, No. 5, June 1966 
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Figure la shows the trend in intrafamily homicide since 1966. There was 
an ahnost continual increase from 1966 through 1980. However, after reach- 
ing a peak of 5,778 deaths in 1980, there has been an almost equally con- 
sistent decrease over the past four years. My estimate for 1984 is that about 
4,408 people were killed by another member of their own family. Although 
this represents a substantial and important reduction from the peak figure. 
it still constitutes a large number of presumably avoidable deaths. The in- 
crease to 1980 and subsequent decline shown in Figure la for the absolute 
number of homicide deaths is also shown in Figure lb for the homicide rate. 

It is not possible to include in this paper an adequate analysis of the fac- 
tors that may account for the increase in family homicides during the 1960s 
and 70s and the decrease since about 1980.* All that can be said at this point 
is that the decrease in intrafamily homicides is part of a broader trend. Ac- 
tually, in a certain sense, it is leading the trend. The overall homicide rate 
in the United States has declined from a rate of 10.2 per 100,000 in 1980 
to a rate of 7.9 per 100,000 in 1984-a 22.5% decrease since 1980. The 
rate for nonfamily homicides decreased from 7.6 to 6.0 per 100,000-a 
20.4 % decrease. The decrease in the family homicide rate was greater than 
either of these-a 26.6% reduction. 

Whatever the reasons, the decrease in family homicides since 1980 is an 
important development. The decrease has continued each year since 1980, 
it appl& to the homicide rate as well as to the absolute number of deaths 
and the decrease in both the number and the rate is substantial. A change 
of this magnitude needs to be understood, and this is the main objective of 
research I am now conducting. 

*However. the following list at leasl identifies some of the factors: 1) An increasing proportion of 
youth in the population during the 1960s and 1970s and a decrease in this youthful population bulge 
since then. However. age is only part of the explanation, and perhaps only a small pan, as shown by 
the fact that even when age-standardized mortality rates are computed I’ there were large increases during 
this period. 2) Continued poverty among the black population, the sector of the population with the highest 
homicide rates. 3) High unemployment. known IO be srrongly associaled with homicide5. 4) Racial dis- 
crimination and extremely high unemployment rates among young black males, which produces an ex- 
plosive combination of economic frustration and boredom. 5) A heightened sense of relative depriva- 

tion on the pali of the low income population, especially the low income black population, resulting in 

feelings of fruslralion and anger on the part of those who previously accepled their lot. 6) Weakened 
legitimacy of the established social order. For a variety of reasons. the public lost confidence in eslab- 
lished social institutions, ranging from the family IO ~hhe presidency. 7) The rise in one-pare”1 families 
and, especially in the black population, a vast increase in the proponion of children raised by unmar- 
ried teenage mothers. 8) A tremendous increase in gun ownership, which greatly increases mortalily 
from the type of interpersonal disputes which characterize about 80% of homicides. 9) A legitimation 
of violence stemming from many sources, including: the Viet Nam war.l~18 lhe urban protest riots, as- 
sassinations and the bombardment of detailed portrayals of violence in movies and television.‘* 

This list is not meant to be exhaustive, and the empiric evidence on which it is based is not adequate. 

Bull. N.Y. Aced. Med. 
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Fig. lb. Estimated rm of intrafamily homicide, 19661984 

TRENDS IN THE DISTRIBUTION AND RATE OF INTRAFAMILY HOMICIDE 

Murder of spouses. We have seen that in 1984 murder of a spouse was 
by far the largest category of intrafamily homicide. Presumably, this 
represents typical situations. To see if that is the case, the percentage of 

!J 
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spouse murders was plotted in Figure 2a. This shows that spousal murders 
hovered around half of all intrafamily homicides during this IPyear period, 
but with a tendency for the percentage to have decreased.* 

Percentages such as those in Figure 2a can be misleading because they 
ignore, as they are intended to, changes in the absolute number and rate.** 
Figure 2h therefore presents the trend in the spouse homjcjde.rare from 1966 
to 1984, which shows that the spousal part of the intrafamjly homicide rate 
follows a pattern very similar to the trend for the overall intrafamjly homj- 
cidc rate (shown earlier in Figure Ih). 

Other family relahmships. Was there an equally large decrease in the 
homicide rate for other victim-offender relationships within the family? Since 
the overall decline in rates begins with 1980, we examined the plots for the 

five-year period from 1980 through 1984 for such a trend. Rather than burden 
the paper with additional plots, the information can be summarized by means‘ 

of time series correlations. For example, the decrease in spousal homicides 

since 1980 shown in Figure 2b can be expressed as a correlation between 

year and spousal homicide rate of -0.94. Sitnilar sharp declines occurred for 

murders of a brother or sister hy a sibling (-0.79) and for “other family rela- 

tionships” bomicidcs (-O.Y6). ffowcvcr, during this five-year period of dra- 

matic dccrcase in most catcporics of intrafamily hotnicidc. thcrc was no dc- 
crease in murders of “children” by purcnts or in tnurdcrs of purcnts by 
“children” (as shown by their respective correlation with year of 0.02 

*A more pronounced decrease would have been evident if Figure 2a included data for earlier year~‘~ 
(Table 3.2) For 1963. the earliest year in the Curtis series. 31% of homicides were intrafamily. 

The decline in the percent of i&family homicides probably reflects a tendency for the rate of intra- 
family homicide lo be more stable over lime than the nonfamily homicide rate. Thus, as the total homicide 
rate increased during Ihe period from 1963 to 1980. the intrafamily proporiion declined. even though 
there was no absolute decline. 

This same principle probably helps IO account for many of the large differences between cities in the 
intrafamily homicide proportion and for the differences between nations. Wolfgang‘s pioneer study in 
Philadelphia37 found Ural 24.7% of the homicides occurring between 1948 and 1952 were intrafamily, 
which is not far from the national figure, just as the overall homicide rate for Philadelphia was nol far 
from the national average during those years. On the other hand, in Miami, which has an extremely 
high homicide tale (32.7 per 100,000 in 1980). tie intrafamily homicide percenL?ge was only 6.7% in 
1980. Finally. Denmark provides an example al the other extreme. The Danish homicide rate is extremely 
low, but an amazingly large proportion of those few homicides, 57%. occur within the family.‘O (Ta- 
ble 3.3) 

**Percentages such as those in Figure 2 can also be misleading for other reasons. One is rhe difli- 
culty in establishing the marital SMUS of victims and offenders, particularly in low income black neigh- 
borhoods where nonmarital cohabitation is frequent. Since the homicide tale is also high in such areas, 
this can have an important effecl on tie statistics. With rhe data available at that lime, Wolfgang3’ con- 
cluded that the problem was “almost insurmountable [and made) no attempt LO analyze 
retes. . according lo marital slatus.” Since the addition of Ihe “Supplemental Homicide Report” to the 
Uniform Crime Reports system, this problem has pmbabiy lessened. However, even with Ihe use of 
that repoti, there may have been changes in the method or care wiLh which police record family rela- 
tionships. Consequently, it is important to keep in mind the possibility Iha: these changes in Police prac- 
tices, rather than real changes in the incidence of spousal homicide, could produce the trends shown 
in Figure 2. 
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Fig. 2a. Percent that spouse murders are of all intrafamily homicides 

and -0.04). 
Summary on intrufamily homicide. This analysis has presented a series of 

statistics on different aspects of intrafamily homicide which have not been 
available previously. The main findings revealed by these new statistics can 
be summarized as follows: 

A total of 4,408 intrafamily homicides occurred in 1984, of which about 
half were murders of spouses. Of the spouses killed, two thirds were wives. 
Sizeable numbers of murders occurred between other family members, in- 
cluding 730 sons and daughters killed by parents in 1984, 505 parents killed 
by a son or daughter, 433 persons killed by a brother or sister and 655 other 
relationships. Intrafamily homicides increased from just over 3,000 cases 
in 1966 to a peak of 5,777 cases in 1980, and then declined steadily to 4,408 
cases in 1984. ,The intrafamily homicide rate ranged from 1.62 per 100,000 
in 1962 to a peak of 2.54 per 100,000 in 1980, and then declined year by 
year to a rate of 1.86 per 100,000 population in 1984. The homicide rate 
for-just the intrafamily fraction of homicides is much higher than the rate 
for all homicides in such countries as England, Denmark and Germany. The 
decrease in intrafamily homicides from 1980 to 1984 is pronounced for mur- 
der of spouses, for murders of siblings and for “other family relationship” 
murders. However, murders of “children” (which includes both minor and 
adult children) by parents and of parents by “children” remain at their 1980 
peak. 
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Nonlethal Violence Within the Family* 

The statistics just presented on the nature and extent of intrafamily homi- 
cide clearly indicate that, at least in the extreme, intrafamily violence is a 
major source of premature mortality. However, for a variety of reasons, it 
is one which we have come to accept, even though it accounts for more years 
of potential life lost than many other avoidable deaths. In 1980 for exam- 
ple, cancer was responsible for a loss of 39,500 years of potential life among 
men aged 25 to 44, and in 1984 AIDS was responsible for a loss of 32,300 
years. But homicides resulted in a loss of 174,600 years of potential life,9 
including 43,700 years lost due to intrafamily homicides. 

A key issue is whether this large loss of life is really avoidable, and, if 
so, whether public health workers can make a contribution to that end. In 
this section of the paper I shall present evidence from several studies which 
indicate that nonlethal intrafamily violence is a major source of morbidity 
and an important precursor of mortality. Thus, intrafamily homicides are 
not unpredictable events. Of course, inexplicable killings by previously non- 
violent family members do occur, and they make headlines. But it is partly 
because they are so rare that they make headlines. The day-to-day reality 
is that most family murders are prefaced by a long history of assaults. In 
short, there is time for life-saving intervention, and the final section of this 
paper will present some of the research evidence on which such interven- 
tions can be based. 

*The term "violence" (and even more, “family violence”) is used in such widely varying ways 
that, excepl in cases of homicide, it is essential for anyone writing on this topic IO inform readers of 
how the term is used. For purposes of this paper, “violence” refers IO ph.wicn/ violence, defmed as 
an act carried out with the intention of causing physical pain or injury IO another person. Obviously, 
simply stating the definition does no1 address the difticult conceptual issues surrounding attempts to define 
and measure violence. These issues are covered in other papers, and esptcially, in Gelles and Straus’5 
and in Straus.*g However, there is one aspect of this definition that needs explanation-the focus on 
acts rather than injuries as the defining element. 

The definition just given identities violence as an act. not as an injury. Since physicians are concerned 
with the treatment of injuries, there may be a tendency to define violence in those terms. Despite this. 
I think it is important IO define violence and abuse in terms of acts committed, not injuries, for the fol- 
lowing ressons. 

II is consistent with the legal definition. for example, that an aggravated assault is defined as an at- 
tack intended lo kill or lo cause serious injury, irrespective of whether the shot or the knife misses (as 
is usually the case). 

As just suggested, most assaults do not result in injuries thal require medical attention. Whether there 
is an injury or not is strongly influenced by irrelevant or random processes. such as the size 1 experience 
and skill of the assailant; the angle at which someone knocked down happens to fall. or whether there 
is a protrusion; or agility in escaping the assault. For example. two children in a family I studied were 
assaulted about equally often. The older of the two had severe welts and the younger did not. The only 
difference is that the younger of the two consistently tried to escape and was much more skilled in cs- 
taping. 

Defining violence or abuse in terms of injury creates theoretical and methodological confusion by con- 
founding the cause (the assault) with one of the effects (injury). 

Bull. N.Y. Acad. Med. 
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Fig. 2b. Spouse-murders per 100,000 population 

High incidence andprevalence rates. The study of a nationally represen- 
tative sample of 2,143 families conducted 10 years ago32 is the only source 
of epidemiological data for a large and representative sample of American 
families. We are now in the process of replicating and extending that study. 
My guess is that the new study, like the original study, will show extremely 
high incidence rates for child abuse and spouse abuse. The original study 
revealed a minimum annual incidence rate for spouse abuse of 16 per 100 
couples (not per 100,000) and for child abuse a minimum of 14 per 100 chil- 
dren. That translates to about 8.6 million spouses and 8.8 million children 
assaulted each year. The details are in Table II. 

Many resufring injuries. Despite the publicity given to domestic violence 
during the past few years, few people, including few physicians, realize that 
family violence is a public health problem of major importance. Let us look 
at some of the evidence, starting with a survey by Stark et a1.27 of patients 
at a large metropolitan hospital: 21% of all women who use the emergency 
surgical service were battered, and almost half of all injuries presented by 
women to the emergency surgical service occurred in the context of abuse. 
One in four women who attempt suicide were battered (for black women 
the figure is one out of two). 

More recent work by Stark and Flitcraft suggests that the figures are even 
greater for pregnant women: not one out of five, but two out of three preg- 

Vol. 62. No. 5, June 1986 
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TABLE Ii. ANNUAL INCIDENCE RATES FOR VIOLENCE IN A 
NATIONALLY REPRESENTATIVE SAMPLE OF 2,143 FAMILIES, 
AND UNlTED STATES ESTIMATES BASED ON THESE RATES 

Type of intrafomi1.v violence 

Rate per 
loo couples 
or children 

Number 
assaulted 

each yeart 

A. Violence between husband and wife 

Any violence during the year (slap, push, etc.) 16 8,600,ooo 
Severe violence? (kick, punch, stab, etc.) 6 3,200,OW 

Any ‘violence by the husband 12 6,5W,WO 
Severe violence by the husband 4 2,2W,Wo 

Any violence by the wife 12 6,5W,WO 
Severe violence by thd wife 5 2,7W,WO 

B. Vi&lence by parents 

Any hitting of child during the year 

Severe violence (“child abuse”) 
Very severe violence” 

Any violence against 15-17 year olds 
Severe violence against 15-17 year olds 
Very severe violence against I5- I7 year olds 

Near 100% for young child* 

14 8,8W,ooo 
3.5 2,2W,Wtl 

34 3,8W,Wo 
6 7w,Wo 
3.4 4w,Wo 

C. Violence by children 

Any violence against a brother or sister 
Severe violence against a brother or sister 

Any violence against a parent 
Severe violence against a parent 

80 50,2w,oW 
53 33,3w,Wo 

18 9,7w,W0 
9 4.8W,WO 

D. Violence by children age 15-17 

Any violence against a brother or sister 
Severe violence against a brother or sister 

Any violence against a parent 
Severe violence against a parent 

64 7,2W,OW 
36 4,~,ooo 

10 l,lW.WO 
3.5 4w,Wo 

*The data are from Straus. Gelles and Steinmetz.“2 Violence is defined as an act carried out with the 
intention of causing physical pain or injury to another person. See Gelles and Straus’5 and Straus2s for 
further explication. The data on violence in this table were obtained using the Corljlicr Tactics Scole.2~ 
This instrument is designed to obtain data on how often each item in a list of violent acts occurred dur- 
ing the previous year. The list ranges from slapping and throwing things IO stabbing and shooting. 

**Based on 1982-1983 population ligures. 
t!Gevere violence refers to assaultive acts included in the C’orlflict Fncrics SC&S which go beyond push- 

inE, slapping and throwinp thin&s, and which thererore carry a hiph risk of causing an injury serious 
enough lo rcquirc medical atlcmion. This includes kicking, punching. beuting up. sruhhing. shrx~linp.ZR 

&Lke Strmd (Figure 13-4) for rates in one-year intervals. 
“This is the same list of violent acts as “severe violence,” but omits “hit with an object” because 

many people cowidcr hirtinp. a child with an ohjccl such as a bell nr hair brush to be Ic@imntc physi- 
cal puninhtncnt. Thus. the Iis1 IR limited fn IICI(I on which there is virtually complc~c apreerncnl IIIUI fhcy 
consrituce child abuse. e.g., kicking. punching, biting, bestlng up, rlubhlnp, rhrnHinp.2w 

Bull. N.Y. Acad. Med. 
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nant emergency room trauma patients are victims of family violence. This 
is consistent with the data first reported by Gellesi4 which suggests that vio- 
lence against women may actually increase during pregnancy. Not surpris- 
ingly, Stark et al. 27 found that abused women have had more miscarriages 
than other women. 

Findings from a representative sample of 1,793 women in Kentucky*6 in- 
dicate that injuries inflicted by a male partner resulted in 4.41 physician visits 
per year per 100 women, of which 66% were emergency room or other 
hospital visits. A survey of 1,2 IO women in Texas found a 1% per annum 
rate of injuries which required medical treatment.33 (Table 28) Extrapolat- 
ing the mean of the Kentucky and Texas rates to the United States, I esti- 
mate that about a million and a half women each year receive medical at- 
tention because of an assault by a male partner, of which almost a qillion 
were hospital visits. 

A ,rr~rrrul heulrh protdern. Evidence suggests that intrafamily violence has 
major adverse effects on mental health. Carmen, Rieker and Mills,7 for ex- 
ample, report that almost half of a sample of 188 female psychiatric patients 
had histories of physical or sexual abuse at the hands of another member 
III lllsii fillllily. Iitbwcvcl., (Iris slUdy, ullcl ull 0Illilr sluclics 50 lur lucitlrd 0l’ 
IIIcIIIul IlLdtll clulscqucllcL’s, I7 lacks u ~ilS~-Ulllll~~l conlpurisou group. Corn- 
p~u.i~oli gl’cl111)s arc IlW4lCd IXWUSC IllcW lllilll llilll' 0t’ all Iuurricd W~~llldll I,UVC 
probably been hit by their husbands at least vnce during the course of their 
marriage.32 (p.48) Therefore, the 50% rate found for psychiatric patients 
might not differ from the general public. 

NonLetf& violence freyuenrly precedes homicide. A tabulation of homi- 
cide cases in Kansas city found that the police *‘ . . . had responded to dis- 
lurbance calls al the address ol’ humicicle victims or suspccls et least once 
in the 2 years before the homicide in 90 percent of the cases, and five or 
more times in the 2 years before the homicide in 50 percent of the cases. “4 

Browne’s study of 42 battered women who had killed their husbands6 found 
a long history of serious assaults and many injuries, including threats of being 
killed by the husband. These studies indicate that intrafamily h?micide is 
typically just one episode in a long standing syndrome of violence. 

Intrafamily Violence from a Public Health Perspective 

The importance of a preventative approach is all too obvious in the case 
of homicide, but the need is just as great in the case of nonlethal violence. 
There are two reasons for this: Nonlethal violence is a frequent antecedent 
of homicide, and no matter how extensive the treatment services for battered 
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Fig. 3. Couple violence rate by checklist score. Reproduced by permission from Straus, 
M.A.. Celles. R.J. and Steinmetz, S.K.: Behind Closed Doors: Violence in r/w American 

Family. New York, Doubleday, 1980. 

children and battered wives, the underlying conditions will continue to gener- 
ate new cases. Our epidemiological survey shows that child protective ser- 
vices and shelters for battered women treat only a small fraction of the cases: 
there are at least eight times more abused children than come to public at- 
tention, and many times more abused spouses than are aided by shelters. 
There is little chance of increasing treatment services to deal with anywhere 
near the full population suffering from intrafamily violence. Even if such 
services were to become available, it would be an endless process because 
of the constant production of new cases. 

PRIMARY PREVENTION OF DOMESTIC VIOLENCE AND HOMICIDE 

Granted the importance of prevention, is there anything that can be done 
within a medical context? Physicians, in their role as physicians, can do little 
about such causal factors as racial discrimination and unemployment. How- 
ever, a wide range of risk factors have been identified, and a substantial num- 
ber of them have been confirmed across two or more studies.t7 Thus, there 
is a knowledge base which meets minimal scientific standards to serve on 
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which to build public health prevention work. Possibilities are illustrated by 
the Straus et al. national survey, which identified 25 risk factors for spouse 
abuse.32 Figure 3 shows that with each additional risk factor, the probability 
of spouse abuse increased at an accelerating rate. Couples with none, one 
or two of these risk factors have a near zero probability of violence during 
a one-year period. From there, the chance of a violent incident occurring 
gradually increases with each additional risk factor up to eight risk factors. 
Couples with six to eight of the risk factors have about a one in 10 chance 
of violence. The probability of violence then climbs precipitously with each 
additional risk factor until those with 12 or more have about a two out of 
three chance of violence during the year. 

These findings are based on a large and nationally representative sample 
of American families, but they are retrospective rather than prospective. A 
prospective study is needed to see whether the risk factors have temporal 
predictive validity. However, in my opinion, public health programs aimed 
at prevention of violence do not have to wait the many years before the 
results of a prospective study becomes available. This is because a number 
of the risk factors represent aspects of the family and society-such as early 
marriage, unwanted children, lack of skills in child management and social 
isolation-which need remedial action even if they have no impact on in- 
trafamily violence. * 

DANGERS IN A PUBLIC HEALTH APPROAC~I TO INTRAFAMILY VIOLENCE 

I also need to point out that there are at least two reasons to be cautious 
about involving medical agencies and professionals in primary prevention 
of family violence, despite the fact that it is a major contributor to morbidity 
and rnortality . 

Exceeding public expectations. The first danger arises because many of 
the basic underlying causes of family violence are not characteristics which 
the public recognizes as health-related. For example, one of the most im- 
portant risk factors summarized in Figure 3 is “male dominance in family 
decisions. ” However, the public thinks of equality between husband and wife 
as a religious or moral problem, not a health problem. So the down-side of 
making prevention of intrafamily violence a health issue is the possibility 

*In addition, a number of the inlerventions are cortsistent with the type of interventions suggested by 
studies of the etiology of criminal behavior in general. Although the book by Wilson and Herrnstcit? 
emphasizes the biological determinants of criminal behavior, most of the intervenlions they suggest on 
the basis of an extremely comprehensive review of the research are similar IO those mentioned in this 
paper: head start. more attention to public health, reducing family violence, including removing chii- 
dren from violeot families. 
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of alienating and antagonizing the public and therefore of undercutting sup- 
port for public health work in general. 

In view of the problem just mentioned, 1 suggest that only a limited sub- 
set of risk factors should be put on the public health agenda, and that these 
be risk factors most likely to be accepted by the public as health related. 
Fortunately, even this limited subset constitutes a large and important agenda. 
Here are some of the risk factors for which I see at least a reasonable chance 
of public acceptance as appropriate domains of the health professions: early 
marriage and/or child bearing, unwanted or large numbers of children, 
premature and handicapped children, use of physical punishment in child 
rearing and marital conflict. 

Of course, even this agenda may encounter public support and public re- 
lations problems. Some of the problems grow out of conflicting attitudes and 
behavior in respect to sex, as indicated by the sexualization of advertisements 
for almost everything, coexisting with the fact that television networks will 
not accept public service announcements about contraception. Contraceptive 
programs for sexually active teenagers encounter great opposition although 
this is the age group whose life chances are most adversely affected by an 
unintended pregnancy. 

Medicalizarion of a social pro&nz. A number of sociologists have also 
identified problems connected with “medicalizing” deviant behavior.sJ* 
Conrad defines medicalization as I‘. . . defining behavior as a medical prob- 
lem or illness and mandating or licensing the medical profession to provide 
some type of treatment for it. Examples include alcoholism, drug addiction, 
and treating violence as a genetic or brain disorder.” The negative aspects 
of medicalizing behavior problems include harm to individuals through stig- 
matizing labels, such as labeling a child as hyperkinetic; usurpation of so- 
cial control functions by a particular profession (and one which, furthermore, 
is untrained to deal with social issues); and diversion of attention and remedial 
action from the social conditions which produce the deviant behavior. 

The position taken ia this paper, however, is the reverse. It advocates the 
sociologicalization of a medical problem, not the medicalization of a social 
problem. Although a small percentage of violent behavior (perhaps 0.1 !%I) 
is traceable to a genetic or brain disorder, violence is primarily a behavior 
which reflects a certain set of social conditions and behavioral patterns 
learned under those conditions. Public health programs to reduce morbidity 
and mortality can and should be directed to altering some of those social con- 
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&tions. This does not greatly differ from the public health efforts that drasti- 
cally reduced the incidence of tuberculosis long before TB vaccination be- 
came available.25 

Child &LW preuenhn experimenf. Although I have identified several risk 
factors within the domain of public health and likely to make important con- 
tributions to reducing homicide deaths (to say nothing of nonlethal injuries), 
I also pointed out that the epidemiologic evidence is entirely retrospective. 
An appropriate next step is a demonstration project embodying several of 
these prevention steps. In addition to the benefit to target area population, 
the type of program to be outlined will, if successful, also provide the 
prospective evidence needed before undertaking more extensive programs. 

The design I suggest involves selecting three or more communities as the 
focus of a child abuse prevention program and three or more communities 
to serve as comparison groups. The nature of the prevention work is well 
outlined in the literature on the etiology of child abuse and would include:* 
family planning services, including materials; home health visitors after all 
births, the frequency of such visits adjusted to the number of risk factors 
present; parent education programs, especially programs which provide al- 
ternatives to the use of physical punishment; accessible and affordable day 
care or other child care facilities which provide respite for parents, educa- 
tion for parents and socialization opportunities for children; family support 
services including crisis care and hotlines, homemaker helpers, etc., with 
special attention to families of children with special needs; and peer sup- 
porl and peer counseling groups lo help parents with child mi.~ru~gcr~~cnl 

problems. 
h4c~s~rs. In uddition lo being an cxpcrimenl with random assignment to 

trcatmcnts, the second distinctive characteristic of this study would be that 
the effects are measured by morbidity and mortality rates rather than by offi- 
cial reports of child abuse or survey data on child abuse, 

Morbidity and mortality rates have important advantages over reports of 
child abuse because to child protective agencies the latter are confounded 
with so many other factors, such as reporting effort and the social class of the 
clienti6*22.34 as to be almost useless for epidemiologic research. Self-report 
survey data conducted within the framework of a study of family problems 

*Each of the items in this list is also consistent with the idea of “sociologicalizing” a public health 
approach to prevention of morbidity and mortality from intrafamily violence because each of tie items 
are focused on changing life-style patterns. 
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(such as my own national survey) have less serious biases of this type, but 
the problem remains. The most accurate data of all might be obtained by 
a survey focused on the health of children because children are an almost 
universal human concern, and their health and injuries are an everyday fo- 
cus of conversation. Consequently, a survey asking respondents for infor- 
mation on the health problems of their children may be the least threaten- 
ing and most accurate way to gather data on the incidence of child abuse. 

The measurement procedure would be to administer something like the 
Child Health Supplement to the 1981 National Health Interview Survey be- 
fore the experiment starts, and at yearly intervals thereafter. Pretest data will 
provide the needed morbidity base rates and post-tests will provide data to 
test the hypothesis that the prevention program has improved child health 
in the communities which had the benefit of the child abuse prevention pro- 
gram. Important supplemental data could also be obtained by comparing base 
rates for emergency room visits with emergency room usage data after the 
start of the program and by comparing child mortality data before and af- 
ter the experiment. 

Cosf-bertefif analysis. Finally, if the results do show a reduction in mor- 
bidity and/or mortality in the experimental communities, this can be trans- 
lated into doIlar cost savings that go well beyond the immediate cost of med- 
ical care. The largest savings will come from the reduced cost of welfare 
services, of education for “special needs” children, of juvenile crime and 
detention and of adult crime and detention-all of which are known to be 
associated with child abuse.*’ (Chap. 10) Such estimates of cost saved are 
extremely important because prevention programs of the type just outlined 
are expensive. Valuable and humane as they are, their chances of implemen- 
tation on a broad basis are extremely low unless it can be shown that they 
save money as well as lives. 

SECONDARY PREVENTION 

In addition to the primary prevention role just outlined, the medical profes- 
sions can also make an important contribution to secondary prevention. By 
secondary prevention I mean steps to prevent reccurrence of family violence. 
Here the medical professions are in a particularly advantageous position be- 
cause of two factors: case identification and public trust. 

Case identiJicufinrr. Although fewer than 5% of physically abused chil- 
dren and spouses suffer injuries serious enough to require medical attention, 
in absolute terms the numbers are very large. The evidence cited earlier sug- 
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gests that about a million and a half battered women require medical care 
each year. At least an equal number of cases can be assumed for children 
who require medical attention because of injuries inflicted by a parent. Al- 
most all of these injuries are presented to the attending physician or nurse 
as having some origin other than intrafamily assault. However, it would not 
be difficult to develop a brief and practical (in the sense of accepted by pa- 
tients) set of diagnostic criteria to identify a large percentage of the cases 
caused by intrafamily assault.3*13*27 

It may take no more than embedding the crucial questions in a diagnos- 
tic interview. For example, the National Health Interview Survey questions 
on accident or injury start by identifying the nature of the injury. Subsequent 
questions ask where the accident happened and whether a vehicle was in- 
volved. Our experience with the Conflict Tactics Scale28 indicates that by 
starting with nonthreatening questions of this type one can gradually address 
the key issue of whether the injury was caused by another person and who 
that person was. If this is correct, medical facilities offer an exceptional op- 
portunity to identify cases in need of immediate help and also cases for secon- 
dary prevention. 

Public trust. Despite growing complaints about the medical profession, 
the level of public confidence remains high. I am convinced that if the health 
professions were to take the initiative, they could make a tremendous con- 
tributipn to the reduction of child abuse and spouse abuse-perhaps more 
than any other profession. The basic problem is that, rather than taking an 
active role, the health professions have tended to ignore or deliberately to 
avoid family violence. The recent book on bljuries: Causes, Control Srrate- 
gies, crnd Public Policy,24 for example, includes only half a page on child 
abuse and nothing at all on spouse abuse. Like the public, the medical profes- 
sion has tended to treat family violence as a private family matter, just as 
smoking was once viewed only as a matter of individual taste. But by recog- 
nizing and reconceptualizing irmafamily violence as the enormous threat to 
health that it actually is, the public will accept it as a legitimate sphere of 
the health professions. It is instructive to remember that only 20 years ago 
health professionals took little or no interest in smoking. But these issues 
have been reconceptualized from their previous status as a matter of in- 
dividual taste to matters of direct health relevance. And the public has 
responded. I think they would also respond to a medical approach to family 
violence, and that this could make a major contribution to the reduction of 
homicide mortality. 
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