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ABSTRACT
Background In 2015, 1350 people in the US were 
killed by their current or former intimate partner. 
Intimate partner violence (IPV) can also fatally injure 
family members or friends, and IPV may be a risk factor 
for suicide. Without accounting for all these outcomes, 
policymakers, funders, researchers and public health 
practitioners may underestimate the role that IPV plays in 
violent death.
Objective We sought to enumerate the total 
contribution of IPV to violent death. Currently, no data 
holistically report on this problem.
Methods We used Violent Death Reporting System 
(VDRS) data to identify all IPV- related violent deaths in 
North Carolina, 2010–2017. These included intimate 
partner homicides, corollary deaths, homicide- suicides, 
single suicides and legal intervention deaths. We used 
the existing IPV variable in VDRS, linked deaths from 
the same incident and manually reviewed 2440 suicide 
narratives where intimate partner problems or stalking 
were a factor in the death.
Results IPV contributes to more than 1 in 10 violent 
deaths (10.3%). This represents an age- adjusted rate 
of 1.97 per 100 000 persons. Of the IPV- related violent 
deaths we identified, 39.3% were victims of intimate 
partner homicide, 17.4% corollary victims, 11.4% 
suicides in a homicide- suicide event, 29.8% suicides in a 
suicide- only event and 2.0% legal intervention deaths.
Implications If researchers only include intimate 
partner homicides, they may miss over 60% of IPV- 
related deaths. Our novel study shows the importance 
of taking a comprehensive approach to prevent IPV and 
decrease violent deaths. IPV is a risk factor for suicide as 
well as homicide.

INTRODUCTION
Intimate partner violence (IPV), defined as any 
physical, sexual or psychological abuse perpetrated 
by a current or former intimate partner,1 affects a 
substantial proportion of the population. In the US 
37.3% of adult women and 30.9% of adult men 
have experienced non- lethal IPV during their life-
time.2 Abuse can also precipitate homicide, suicide 
or other violent fatality. Researchers investigating 
the contribution of IPV to violent deaths have 
focused primarily on intimate partner homicide 
(IPH). While IPH is an urgent concern, IPV may 
also result in other types of violent deaths. Without 
taking other violent outcomes into account, we may 
underestimate or misrepresent the full role that IPV 
plays in violent death, which may lead to gaps in 
programmes and policies.

The term ‘intimate partner’ refers to a person 
with whom there is or has been a close personal 
relationship characterised by emotional connect-
edness, regular contact, ongoing physical contact 
and/or sexual behaviour.1 This definition includes 
opposite- sex and same- sex relationship dating part-
ners, spouses, exes, as well as cohabitating and non- 
cohabitating partners.3

Intimate partner homicide
In the US, more than half of female homicide 
victims are killed by a current or former intimate 
partner.4 Data from the National Violent Death 
Reporting System (VDRS, 2003–2014) indicate 
that young women, particularly racial/ethnic 
minority women, are disproportionately affected 
by IPH.5 About 10% of male homicide victims die 
by IPH, compared with 55% of female homicide 
victims.4

Corollary victims
IPV may also lead to the deaths of family members, 
friends or new intimate partners.6 Decedents killed 
in IPV- related incidents who are not the intimate 
partners are ‘corollary victims’.7 Data from the 
VDRS suggest that for every four victims of IPH, 
there is an additional corollary victim.6 Over 
three- quarters (76.4%) of corollary victims are 
male, many are family members or new intimate 
partners.6 Corollary victims also include young 
children. Of the family members who die in an IPV- 
related conflict, over a third (38%) are children 
aged 11 or younger.6

Homicide-suicide
Sometimes when an individual commits IPH, they 
will die by suicide as part of that incident. Data 
from North Carolina (NC, 2004–2013) suggest 
that one in four IPH perpetrators (24.8%) die 
by suicide within 24 hours.8 Individuals who 
commit IPH- suicide are almost always men 
(95%–97%), frequently use firearms (88%–91%), 
are often married, cohabitating or recently sepa-
rated from their intimate partner, and are often 
underemployed/unemployed.9

Suicide (in the absence of homicide)
There is less information about the overlap between 
IPV and suicide in the absence of a related homicide. 
There is, however, a plausible link. IPV perpetra-
tion and suicidal ideation are strongly correlated,10 
and perpetrators sometimes use suicide threats to 
manipulate and control their partners.11 12 IPV 
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victimisation may also be a precursor to suicide. The trauma of 
IPV and the stressors related to managing an abusive relationship 
can take a toll on survivors’ mental health. A recent national 
study found that heterosexual women who had experienced 
physical IPV were seven times more likely to report suicidal 
ideation than women who had not experienced physical IPV.13 
Extant research, however, has not fully explored the association 
between surviving IPV and dying by suicide, nor the association 
between perpetrating IPV and dying by suicide.

Legal intervention deaths
During an IPV incident, a victim or bystander may call law 
enforcement to intervene. When an individual is killed by an 
active duty law enforcement officer, it is referred to as a ‘legal 
intervention death’.14 About one in seven legal intervention 
fatalities (13.9%) are related to IPV.14

Purpose of this paper
To our knowledge, there is no literature documenting the overall 
contribution of IPV to violent deaths. Previous research has 
focused on one or two death subtypes exclusively (eg, comparing 
IPH with IPH- suicide; counting IPH and corollary deaths), but 
no work accounts for all these deaths collectively.15 Enumerating 
all types of IPV- related violent deaths provides comprehensive 
evidence to guide resource allocation for IPV prevention and 
response. In this paper, we sought to:

 ► Document the overall burden of IPV- related violent deaths 
in NC and characterise commonalities across decedents.

 ► Describe the prevalence and characteristics associated with 
each subtype of IPV- related deaths, including two homicide 
subtypes (IPH victims and corollary victims), two suicide 

subtypes (homicide- suicide decedents and suicide- only dece-
dents) and legal intervention deaths.

METHODS
We used data from the NC Violent Death Reporting System (NC- 
VDRS), which is part of the VDRS, an enhanced public health 
surveillance system that is funded and maintained by the US CDC. 
NC- VDRS records detailed information on all violent deaths that 
occur in the state, including homicides, suicides and legal interven-
tion deaths. Trained abstractors review records that are collected 
from law enforcement, toxicology, medical examiner reports and 
death certificates, from which data are summarised and compiled.

NC has been collecting VDRS data since 2004,4 and has a 
record of consistent, high- quality data collection, using the code-
book adopted by all VDRS funded states. NC is also a large state 
that may have comparable rates of IPV- related violent deaths 
with national rates. In 2017, female IPH (in single victim/single 
offender incidents) occurred nationally at a rate of 1.29 per 100 
000 people, nearly identical to the NC reported rate of 1.23 
per 100 000.16 Reporting practices in NC and the US VDRS 
may also reflect surveillance and coding practices in other high- 
income nations.17 Thus the implications of this novel study may 
extend beyond the US.

VDRS captures victim characteristics (eg, age, race/ethnicity, 
sex), manner of death (eg, homicide, suicide) and precipi-
tating circumstances. VDRS includes incident- level informa-
tion regarding whether an incident included a single death or 
multiple deaths. Deaths share the same incident identifier (ID) if 
the deaths occurred within 24 hours of each other and involved 
the same people (eg, victim was killed by the suspect who then 
died by suicide that same day).

Figure 1 Case identification inclusion criteria. **Not counting mercy killings, unless narrative review suggested that they were IPV- related. Mercy 
killings are defined in the CDC’s VDRS codebook as a situation when ‘[the] victim was killed, at the victim’s request, out of compassion in order to end 
his or her pain or distress’ (p102).3 While mercy killing may be carried out by an intimate partner, we did not count this as IPV- related death unless 
there were other evidence to suggest that other abusive behaviour had been ongoing. IPV, intimate partner violence; NC- VDRS, North Carolina Violent 
Death Reporting System.
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Sample identification
We examined all instate violent deaths among NC residents 
between 2010 and 2017 where circumstantial information was 
recorded (n=14 326). We included all violent deaths where there 
was evidence to suggest that the decedent had been in an abusive 
relationship, either as a victim or perpetrator, based on informa-
tion gleaned from quantitative variables and narrative review. 
We excluded deaths with unknown circumstances, deaths of 
undetermined intent or unintentional deaths, as recommended 
by the CDC.3 Figure 1 depicts our sample identification process.

To assemble our sample, we first used the IPV variable that 
is recorded by NC- VDRS abstractors. According to the CDC 
coding manual, the IPV variable ‘identifies cases in which the 
homicide or legal intervention [death] is related to immediate or 
ongoing conflict or violence between current or former intimate 
partners’ (p80).3 It is important to note that the IPV variable is 
only used for homicide or legal intervention deaths. We included 
additional deaths that shared the same incident ID with a known 
IPV- related fatality in NC- VDRS. This allowed us to identify 
homicide- suicides or multiple homicides.

Because the IPV variable is not routinely coded for suicides, 
we performed a manual review of all single suicides where 
abstractors indicated that the death was related to ‘intimate 
partner problems’ (IPP) or stalking (n=2440). The IPP and 
stalking variables are two separate circumstances variables which 
are distinct from the IPV variable. The IPP variable indicates that 
‘problems with a current or former intimate partner appear to 
have contributed to the suicide’ (p81).3 The IPP variable is used 
in situations where the suicide decedent experienced conflict or 
distress in a romantic relationship, whether it be a break- up, a 
divorce, an argument, or in some cases IPV.

The CDC coding manual indicates that ‘intimate partner 
problems’ identified by the IPP variable do not necessarily 
constitute IPV. As such, four authors reviewed and coded 2440 
suicide narratives where stalking or IPP was present. We used 
a yes/no designation to indicate whether each suicide was IPV- 
related. We used the CDC’s definition of IPV and modified the 

coding framework proposed by Brown and Seals.18 To establish 
inter- rater reliability, all coders coded 50 suicide narratives inde-
pendently. After reaching agreement on the presence/absence 
of IPV in these 50 narratives, we assigned the remaining cases 
evenly among coders, while randomly assigning 10% of narra-
tives to a second coder to assess consistency. For this 10%, the 
coders had substantial intercoder reliability as demonstrated by 
a Fleiss’ kappa of 0.73. A third, tie- breaking coder resolved any 
discrepancies in the double- coded narratives.

Measures
Sex is reported in NC- VDRS based on the death certificate, 
categorised as female or male. The system has a variable for 
transgender individuals (added in 2013)3; however, these data 
are often missing. Therefore, we refer to known ‘females’ 
and ‘males’ but are unable to report data on gender non- 
conforming or transgender decedents. Additional information 
on the NC- VDRS variables is available in the VDRS Abstractor 
Codebook.3

Each IPV- related violent decedent was categorized as either an 
intimate partner homicide victim; a corollary victim; a homicide- 
suicide decedent; a suicide- only decedent; or a legal interven-
tion decedent. Example death narratives for each subtype are 
included in table 1.

Analysis
We report IPV- related violent deaths both as raw counts and as 
age- adjusted rates per 100 000 persons. We age- adjusted to the 
total population of NC using the direct method.19 All narratives 
were coded in Microsoft Excel, and all analyses were conducted 
in SAS V.9.4.

RESULTS
We identified 1470 IPV- related violent deaths that occurred in 
NC between 2010 and 2017, indicating that 1.98 per 100 000 
North Carolinians die violently with IPV as a contributing factor. 

Table 1 Case narrative excerpts exemplifying victim types

Type of death Definition Case narrative examples (excerpted)

Homicide victims

IPV victim Decedent was killed by a current or former intimate partner. The victim was a middle- aged female who had been strangled in her home by her 
husband.

Corollary victim Decedent was not in the abusive relationship themselves 
but was killed during an IPV- related event.

The victim was a male with a gunshot wound to the neck. The victim was at his 
girlfriend’s home when her ex- husband (suspect) arrived. The ex- husband reportedly 
threatened to kill the girlfriend. According to the girlfriend, the victim rushed at the 
suspect and the suspect fired shots, killing the victim.

Suicide decedents

Homicide- suicide decedent Decedent committed IPH or another IPV- related homicide 
and then died by suicide as part of the same incident 
(within 24 hours).

Victim 1 was in a parked vehicle outside her residence with her estranged husband 
(suspect/victim 2) who shot her in the chest and then himself in the head. They both 
died before EMS arrived on the scene.*

Suicide- only decedent Decedent was involved in an abusive relationship and went 
on to die by suicide (but did not commit homicide directly 
before the suicide event).

The (male) victim was found inside his home with a self- inflicted gunshot wound. 
The victim had been arguing with his wife just prior to the shooting. She stated the 
argument escalated and the victim choked her. She escaped and locked herself in the 
bathroom. He tried to break in and then she heard a gunshot.

Legal intervention decedents

Lethal force by law 
enforcement

Decedent was killed by active duty law enforcement during 
an IPV- related conflict.

Male decedent was found lying in the street with multiple gunshot wounds. Deputies 
had been dispatched after the decedent’s estranged wife called the police about his 
threatening behavior. She had taken out a protective order against him a week prior. 
When law enforcement encountered this individual, he began firing at the deputy. The 
deputy returned fire, striking the man and fatally wounding him.

Details have been changed or obscured to protect decedents’ identities.
*Suspect/victim 2 is the homicide- suicide descendent. Victim 1 is an IPH victim.
EMS, emergency medical services; IPH, intimate partner homicide; IPV, intimate partner violence.
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This represents 10.3% of all intentional violent deaths with 
known circumstantial information. Table 2 includes details on 
the crude counts and age- adjusted rates for IPV- related deaths.

Of these IPV- related violent deaths, 578 (39.3%) decedents 
were victims of IPH, 256 (17.4%) were corollary victims, 167 
(11.4%) were suicides from a homicide- suicide event, 439 
(29.8%) were suicides in a suicide- only event, and 30 (2.0%) 
were legal intervention deaths (figure 2). These subtypes of 
violent death are exclusive categories; each death is counted only 
once.

Table 3 describes the demographic characteristics of each 
subtype. While IPH victims were predominantly female (n=427, 
73.75%), all other subtypes were majority male (n=741, 
83.1%). White non- Hispanic individuals were the most repre-
sented racial/ethnic group for all subtypes except for corollary 
victims, where black non- Hispanic individuals made up nearly 
half (n=120, 46.9%). Corollary victims had the largest propor-
tion of young people (n=74, 28.9% under the age of 25), many 
of whom were 15 or younger (n=30, 11.7%). Among adults, 
more corollary victims had never been married (n=77, 30.1%) 

compared with the other subtypes. The main commonality across 
subtypes appeared to be low educational attainment; 19.7% 
of adults over the age of 24 had not graduated high school, as 
compared with 13% for the state overall.20

Table 4 describes the characteristics of the incidents and the 
circumstances of these fatalities. Most fatal injuries occurred at 
a home or private residence (n=1192, 81.1%). Most often a 
firearm was the weapon used (n=1039, 70.7%). Firearms were 
used in an even higher proportion of cases for corollary deaths 
(n=189, 73.8%), homicide- suicides (n=161, 96.4%) and legal 
intervention deaths (n=30, 100.0%). Alcohol or substance use 
was suspected for the victim in a minority of cases (n=11, 7.6% 
and n=185, 12.6%, respectively), although this proportion was 
higher for single suicides (n=77, 17.5% and n=102, 23.2%).

DISCUSSION
IPV plays a substantial role in violent death—larger than has 
been previously reported. IPV contributed to 10.3% of all inten-
tional violent deaths in NC, 2010-2017. The age- adjusted rate 

Table 2 Incidence and rates of IPV- related violent deaths in North Carolina (2010–2017)

Counts of IPV- related violent
Age- adjusted rates

(per 100 000)

Overall
n (%)

Male
n (%)

Female
n (%) Overall Male Female

IPH 578 (39.3) 152 (26.3) 426 (73.7) 0.77 0.42 1.11

Corollary victimisation 256 (17.4) 198 (77.3) 58 (22.7) 0.34 0.54 0.15

Homicide- suicide 167 (11.4) 159 (95.2) 8 (4.8) 0.22 0.43 0.02

Suicide (only) 439 (29.9) 357 (81.3) 82 (18.7) 0.59 0.98 0.21

Legal intervention deaths 30 (2.0) 27 (90.0) 3 (10.0) 0.04 0.07 0.00

Overall 1470 (100) 893 (60.7) 577 (39.3) 1.97 2.46 1.51

IPH, intimate partner homicide; IPV, intimate partner violence.

Figure 2 Subtypes of intimate partner violence- related death and their proportional representation (2010–2017). IPH, intimate partner homicide.
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of IPV- related violent death was 1.97 per 100 000 people and 
neared the age- adjusted rate for HIV mortality in the state (2.1 
per 100 000 people).21

Clear patterns emerged across fatality subtypes. A higher 
proportion of IPH decedents were women, whereas decedents 
were more commonly male for all other subtypes. Corollary 
victims were younger, and fewer were married at the time of 
death. Victim alcohol or substance use was most common for 
suicides and legal intervention deaths.

There were also common characteristics across all subtypes. 
Firearms were the primary weapon in 7 out of 10 IPV- related 
deaths. In addition, a large proportion of adults over age 25 in 
our sample did not graduate from high school. Finally, most IPV- 
related violent deaths occurred in private homes or residences.

Implications
Consistent with previous research, IPV and violent deaths are 
gendered.22 23 Our data only contained information on biolog-
ical sex. Nonetheless, women were more commonly killed by 
their intimate partner than men. Men more often were corollary 
victims, died by suicide, committed homicide and then died by 
suicide, or died by legal intervention. Overall our sample was 
majority male. Without minimising the impact of IPV for women, 
IPV may have notably fatal consequences for men, regardless of 
their status as IPV perpetrators or victims.15 Accordingly, primary 
prevention strategies should engage boys and men to promote 

healthy relationships and recognise the negative consequences 
of IPV for people of all genders. Additionally, while most IPV 
screening protocols focus on women,24 25 IPV screening with 
men might also identify suicide and/or homicide risks.

Our findings suggest that children who live in households 
with IPV are at risk of corollary victimisation, which is consis-
tent with previous research.6 Practitioners who work with fami-
lies (eg, social workers, educators, paediatricians) should be 
aware of this risk and strive to ensure children’s safety. IPV’s 
impact on child deaths may also be undercounted. A recent study 
reviewed VDRS narratives for child homicides and found that 
the IPV variable in VDRS may be missing up to half of the chil-
dren killed in IPV incidents.26 Accordingly, children’s corollary 
victimisation in IPV- related deaths may be larger than recorded 
in the present study.

Like violent deaths overall, firearms were the primary weapons 
in IPV- related violent deaths.4 Restricting access to firearms in 
the context of IPV is therefore an important approach to prevent 
multiple forms of violence, including mass shootings (many indi-
viduals who commit mass shootings have a history of IPV perpe-
tration).27 By law in the US, access to firearms can be restricted 
as part of a domestic violence protective order if a judge deems 
there is imminent threat for violence. The extreme risk protec-
tive orders operate in a similar manner. Through either mecha-
nism, removing an IPV perpetrator’s firearms may de- escalate 
violence and reduce access to lethal means.28 Research suggests 

Table 3 Characteristics of victims in IPV- related violent deaths, North Carolina residents, 2010–2017

Overall, n (%)

Homicide victims Suicide victims Legal intervention 
decedents, n (%)IPH victims, n (%) Corollary, n (%) Homicide- suicide, n (%) Suicide (only), n (%)

N=1470 n=578 n=256 n=167 n=439 n=30

Female 577 (39.3) 426 (73.7) 58 (22.7) 8 (4.8) 82 (18.7) 3 (10.0)

Age (years)

  Under 25 213 (14.5) 76 (13.1) 74 (28.9) 8 (4.8) 50 (11.4) 5 (16.7)

  25–44 699 (47.6) 284 (49.1) 113 (44.1) 67 (40.1) 225 (51.3) 10 (33.3)

  45–64 439 (29.9) 173 (29.9) 49 (19.1) 64 (38.3) 139 (31.7) 14 (46.7)

  Over 65 116 (7.9) 45 (7.8) 18 (7.0) 28 (16.8) 25 (5.7) *

  Unknown 2 (0.1) * * * * *

Race/ethnicity

  White non- Hispanic 892 (60.7) 308 (53.3) 113 (44.1) 106 (63.5) 342 (77.9) 23 (76.7)

  Black non- Hispanic 441 (30.0) 213 (36.9) 120 (46.9) 44 (26.3) 57 (13.0) 7 (23.3)

  Hispanic 78 (5.3) 37 (6.4) 9 (3.5) 12 (7.2) 20 (4.6) 0 (0.0)

  AI/AN, non- Hispanic 27 (1.8) 10 (1.7) 7 (2.7) * 10 (2.3) 0 (0.0)

  Asian, non- Hispanic 26 (1.8) 8 (1.4) 7 (2.7) 3 (1.8) 8 (1.8) 0 (0.0)

  Other 5 (0.3) 2 (0.3) 0 (0.0) * 2 (0.5) 0 (0.0)

Education†

  Less than high school 247 (19.7) 92 (18.3) 37 (20.6) 27 (17.0) 85 (21.9) 6 (24.0)

  High school degree only 711 (56.7) 278 (55.4) 110 (61.1) 97 (61.0) 213 (54.8) 13 (52.0)

  Greater than high school 290 (23.1) 130 (25.9) 31 (17.2) 35 (22.0) 88 (22.6) 6 (24.0)

  Unknown 7 (0.6) 2 (0.4) 2 (1.1) 0 (0.0) 3 (0.8) 0 (0.0)

Marital status†

  Married/civil union 570 (38.8) 240 (41.5) 56 (21.9) 66 (39.5) 193 (44.0) 15 (50.0)

  Married but separated 70 (4.8) 26 (4.5) 3 (1.2) 8 (4.8) 31 (7.1) 2 (6.7)

  Divorced 215 (14.6) 82 (14.2) 31 (12.1) 20 (12.0) 77 (17.5) 5 (16.7)

  Never married 328 (22.3) 133 (23.0) 77 (30.1) 37 (22.2) 78 (17.8) 3 (10.0)

  Widowed 66 (4.5) 19 (3.3) 12 (4.7) 28 (16.8) 7 (1.6) 0 (0.0)

  Unknown 6 (0.4) 2 (0.3) 1 (0.4) 0 (0.0) 3 (0.7) 0 (0.0)

*Suppressed due to low counts to protect victim identity.
†Reported only for individuals aged 25 or older at the time of death (n=1255).
AI/AN, American Indian / Alaskan Native; IPH, intimate partner homicide; IPV, intimate partner violence.
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that domestic violence protective order firearm- prohibition 
laws are associated with a 10% reduction in IPH at the state 
level (1980–2013).29 Accordingly, we recommend that court 
and criminal justice personnel be aware of promising practices 
for firearm restrictions with both domestic violence protective 
orders and extreme risk protective orders.

Notably, a large proportion of adults over age 25 in our sample 
did not graduate high school (19.7%), compared with the state 
average (13.1%).20 Lower educational attainment might operate 
as a proxy for other adverse life circumstances and experiences 
such as poverty, access to resources, risky behaviours and other 
factors (eg, unemployment) that increase the risk for IPV and 
violent death.30

IPV- related deaths commonly occurred in private spaces (eg, 
people’s homes, apartments), which underscores the need for 
primary prevention. Private spaces are cloistered from public 
awareness, insulated from social norms and often lack bystanders 
who can intervene. To prevent IPV, the CDC recommends 
programmes that (1) teach young people safe and healthy rela-
tionship skills; (2) change social norms, particularly damaging 
gender norms; (3) create safe, stable, nurturing environments 
for children and youth; and (4) strengthen families’ economic 
support.31 Alternative housing options are also vital for survivor 
safety.32 Unfortunately, there are challenges to ensuring adequate 
housing options for survivors, including limited funding for shel-
ters, waitlists and inadequate facilities.33 Greater coordination 
and funding for shelters are needed.

Our findings also reveal a substantial overlap in IPV and 
dying by suicide. While previous research has focused primarily 
on IPH- suicide,8 34 we found that single suicides were far more 
common. Therefore, professionals who assess IPH risk (eg, 
law enforcement, first responders, social workers, clinicians) 
should also screen for suicidality to identify and interrupt poten-
tial fatalities.35 More research is needed to understand suicide 
risks among IPV victims compared with IPV perpetrators. Such 

research can inform tailoring effective suicide prevention for 
those impacted by IPV.

Strengths and limitations
Although limited to one state, this study’s methods have impli-
cations for the VDRS and similar surveillance systems in other 
high- income countries. No other research, to our knowledge, 
has comprehensively enumerated IPV- related violent deaths. 
This paper is the first to do so and provides a model for national 
and global efforts.

VDRS data are drawn from multiple secondary sources and 
only include information that is recorded officially by law 
enforcement, coroners or medical examiners. Information 
concerning IPV and other contextual factors is therefore likely 
under- reported, which may result in an underestimate of how 
these factors contribute to violent deaths. While we explored 
other circumstantial variables in NC- VDRS (eg, mental health 
history, trauma), we did not present those data due to low cell 
counts and missingness.

Our enumeration of the contribution of IPV to violent death 
is an underestimate. Many suicide narratives we reviewed were 
ambiguous or lacked detail. We took a conservative approach by 
coding IPV as present only when there was a clear description 
in the narrative that reached a compelling threshold of evidence. 
As such, our findings likely undercount the proportion of suicide 
cases in which the decedent had been in an abusive relationship.

CONCLUSION
IPV contributes to more violent deaths than previously 
recognised. Existing research to enumerate the potential years of 
life lost among IPH victims and corollary victims demonstrates 
that this tragic burden is very costly to society.36 Our study 
suggests that the burden may be even higher. As more states 
and countries build capacity for violent death surveillance, we 

Table 4 Characteristics of incidents and circumstances of IPV- related violent deaths, North Carolina residents, 2010–2017

Overall, n (%)

Homicide victims Suicide victims

Legal intervention 
decedents, n (%)IPH victims, n (%) Corollary, n (%)

Homicide- suicide, 
n (%) Suicide (only), n (%)

N=1470 n=578 n=256 n=167 n=439 n=30

Incident location

  House, apartment 1192 (81.1) 469 (81.1) 205 (80.1) 135 (80.8) 360 (82.0) 23 (76.7)

  Street/road, alley, 
parking lot

70 (4.8) 28 (4.8) 17 (6.6) 10 (6.0) 10 (2.3) 5 (16.7)

  Motor vehicle 68 (4.6) 28 (4.8) 16 (6.3) 4 (2.4) 19 (4.3) 1 (3.3)

  Outdoors (eg, woods, 
park)

33 (2.2) 8 (1.4) 4 (1.6) 6 (3.6) 14 (3.2) 1 (3.3)

  Other 107 (7.3) 45 (7.8) 14 (5.5) 12 (7.2) 36 (8.2) 0 (0.0)

Weapon (primary)

  Firearm 1039 (70.7) 372 (64.4) 189 (73.8) 161 (96.4) 287 (65.4) 30 (100.0)

  Sharp instrument 138 (9.4) 104 (18.0) 32 (12.5) 1 (0.6) 1 (0.2) 0 (0.0)

  Hanging, 
strangulation

162 (11.0) 46 (8.0) 9 (3.5) 2 (1.2) 105 (23.9) 0 (0.0)

  Blunt instrument 34 (2.3) 18 (3.1) 16 (6.3) 0 (0.0) 0 (0.0) 0 (0.0)

  Other 97 (6.6) 38 (6.6) 10 (3.9) 3 (1.8) 46 (10.5) 0 (0.0)

Alcohol dependency 
suspected

112 (7.6) 17 (2.9) 7 (2.7) 7 (4.2) 77 (17.5) 4 (13.3)

Other substance use 
disorder suspected

185 (12.6) 35 (6.1) 21 (8.2) 19 (11.4) 102 (23.2) 8 (26.7)

IPH, intimate partner homicide; IPV, intimate partner violence.
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encourage consideration of the large role that IPV may play in 
all violent deaths, including suicides.

Preventing IPV could substantially lower the rates of violent 
death. As the CDC recommends, a shared risk and protective 
factor approach to prevention targets the root causes of violence 
and prevents many negative consequences.37 As such, we call for 
increased attention to coordinated, comprehensive, sustainable 
IPV prevention that spans essential service systems (eg, child 
protection, criminal justice, healthcare, victim services). Preven-
tion strategies must be an integral part of a national public health 
agenda and must be adequately resourced. When considering the 
extent of life loss suggested by this study’s findings, IPV preven-
tion, response and research are likely critically underexamined 
and underfunded compared with other causes of death. The life 
loss and devastating consequences of IPV merit greater atten-
tion, research, monitoring and action.

What is already known on the subject

 ► Intimate partner violence (IPV) can cause fatalities.
 ► In the US, when women die by homicide, more than half 
of the time they are killed by a current or former intimate 
partner.

 ► Researchers investigating the contribution of IPV to violent 
deaths have focused primarily on intimate partner homicide; 
however, there may be other violent deaths that are not 
accounted for.

 ► The Violent Death Reporting System only records IPV as a 
precipitating circumstance in the case of homicides and legal 
intervention deaths, not suicides.

What this study adds

 ► IPV contributes to 10.3% of all intentional violent deaths, 
much higher than previously estimated.

 ► If researchers only count intimate partner homicides, our 
findings suggest that they are missing over 60% of IPV- 
related deaths.

 ► Suicides made up a substantial proportion of the IPV- related 
violent deaths.

Contributors JK managed the data, completed the analyses and led the writing. 
BM conceived of the study and was also actively involved in the writing. JK, BM, 
B- RY and CT were the four coders for the 2400 suicide narratives. LMG helped to 
conceive and operationalise the initial idea for the study and contributed to revisions 
of the manuscript. RM assisted with interpretation of the findings and revisions of 
the manuscript. SKP assisted with data interpretation.

Funding The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not- for- profit sectors.

Competing interests None declared.

Patient and public involvement Patients and/or the public were not involved in 
the design, or conduct, or reporting, or dissemination plans of this research.

Patient consent for publication Not required.

Ethics approval This project was deemed non- human subjects research by the 
Institutional Review Board (IRB) of the University of North Carolina, Chapel Hill.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data are available upon reasonable request. North 
Carolina Violent Death Reporting System data (NC- VDRS) are housed at the North 
Carolina Department of Public Health in Raleigh, North Carolina. De- identified 
data were used for this project and provided to the study team under a Data Use 
Agreement (DUA) with oversight from the UNC Chapel Hill Institutional Review 
Board (IRB). A detailed study and data plan was submitted as part of the DUA 

process. Additional details can be found at the NC- VDRS website (https://www. 
injuryfreenc. ncdhhs. gov/ DataSurveillance/ ViolentDeathData. htm).

ORCID iDs
Julie M Kafka http:// orcid. org/ 0000- 0003- 4973- 2344
Laurie M Graham http:// orcid. org/ 0000- 0003- 3318- 8591

REFERENCES
 1 Breiding M, Basile K, Smith S, et al. Intimate partner violence surveillance: uniform 

definitions and recommended data elements. Atlanta, GA: National Center for Injury 
Prevention and Control, Centers for Disease Control and Prevention, 2015.

 2 Smith SG, Zhang X, Basile KC, et al. National intimate partner and sexual violence 
survey: 2015 data brief â€“ updated release. Atlanta, Georgia: Centers for Disease 
Control and Prevention, 2018.

 3 Centers for Disease Control and Prevention. National violent death reporting system 
(NVDRS) coding manual revised: national center for injury prevention and control, 
centers for disease control and prevention, 2015.

 4 Jack SPD, Petrosky E, Lyons BH, et al. Surveillance for violent deaths — national 
violent death reporting system, 27 states, 2015. MMWR Surveill. Summ. 
2018;67:1–32.

 5 Petrosky E, Blair JM, Betz CJ, et al. Racial and ethnic differences in homicides of adult 
women and the role of intimate partner violence - United States, 2003-2014. MMWR 
Morb Mortal Wkly Rep 2017;66:741–6.

 6 Smith SG, Fowler KA, Niolon PH. Intimate partner homicide and corollary victims in 
16 states: national violent death reporting system, 2003-2009. Am J Public Health 
2014;104:461–6.

 7 Abrams M, Belknap J, Melton H. When domestic violence kills: the formation and 
findings of the Denver metro domestic violence fatality review committee. Denver: 
Project Safeguard, 2001.

 8 Smucker S, Kerber RE, Cook PJ. Suicide and additional homicides associated 
with intimate partner homicide: North Carolina 2004-2013. J Urban Health 
2018;95:337–43.

 9 Zeppegno P, Gramaglia C, di Marco S, et al. Intimate partner homicide suicide: a mini- 
review of the literature (2012-2018). Curr Psychiatry Rep 2019;21:13.

 10 Chan KL, Straus MA, Brownridge DA, et al. Prevalence of dating partner violence and 
suicidal ideation among male and female university students worldwide. J Midwifery 
Womens Health 2008;53:529–37.

 11 Frye V, Manganello J, Campbell JC, et al. The distribution of and factors associated 
with intimate terrorism and situational couple violence among a population- 
based sample of urban women in the United States. J Interpers Violence 
2006;21:1286–313.

 12 Domestic Abuse Intervention Project. Power and control wheel Duluth, Mn, 1982. 
Available: http://www. ncdsv. org/ publications_ wheel. html [Accessed Dec 2019].

 13 Afifi TO, MacMillan H, Cox BJ, et al. Mental health correlates of intimate partner 
violence in marital relationships in a nationally representative sample of males and 
females. J Interpers Violence 2009;24:1398–417.

 14 DeGue S, Fowler KA, Calkins C. Deaths due to use of lethal force by law enforcement: 
findings from the National violent death reporting system, 17 U.S. states, 2009-2012. 
Am J Prev Med 2016;51:S173–87.

 15 Davis R. Domestic violence-related deaths. J Aggress Confl Peace Res 2010;2:44–52.
 16 Violence Policy Center. When men murder women: an analysis of 2017 homicide data, 

2019.
 17 Weiss HB, Gutierrez MI, Harrison J, et al. The US national violent death reporting 

system: domestic and international lessons for violence injury surveillance. Inj Prev 
2006;12:ii58–62.

 18 Brown S, Seals J. Intimate partner problems and suicide: are we missing the violence? 
J Inj Violence Res 2019;11:53.

 19 Buescher PA. Statistical primer No. 13: age- adjusted death rates. Raleigh, NC: North 
Carolina State Center for Health Statitics, 2010.

 20 United States Census Bureau. American community survey (ACS) and puerto rico 
community survey (PRCS), 5- Year estimates, 2019. Available: https://www. census. gov/ 
quickfacts/ NC [Accessed Dec 2019].

 21 Avery M, Daye R, Enright D, et al. North Carolina vital statistics 2017: leading causes 
of death. Raleigh, NC: North Carolina Department of Health and Human Serivces, 
2019.

 22 Reckdenwald A, Parker KF. Understanding gender- specific intimate partner homicide: a 
theoretical and domestic service- oriented approach. J Crim Justice 2010;38:951–8.

 23 Fox JA, Fridel EE. Gender differences in patterns and trends in U.S. homicide, 
1976–2015. Violence Gend 2017;4:37–43.

 24 Lo Fo Wong S, Wester F, Mol SSL, et al. Increased awareness of intimate partner abuse 
after training: a randomised controlled trial. Br J Gen Pract 2006;56:249–57.

 25 Robinson R. Myths and stereotypes: how registered nurses screen for intimate partner 
violence. J Emerg Nurs 2010;36:572–6.

 26 Adhia A, Austin SB, Fitzmaurice GM, et al. The role of intimate partner violence in 
homicides of children aged 2-14 years. Am J Prev Med 2019;56:38–46.

 27 Zeoli AM, Paruk JK. Potential to prevent mass shootings through domestic violence 
firearm restrictions. Criminol Public Policy 2020;19:129–45.

 on A
pril 9, 2024 by guest. P

rotected by copyright.
http://injuryprevention.bm

j.com
/

Inj P
rev: first published as 10.1136/injuryprev-2020-043704 on 24 A

ugust 2020. D
ow

nloaded from
 

https://www.injuryfreenc.ncdhhs.gov/DataSurveillance/ViolentDeathData.htm
https://www.injuryfreenc.ncdhhs.gov/DataSurveillance/ViolentDeathData.htm
http://orcid.org/0000-0003-4973-2344
http://orcid.org/0000-0003-3318-8591
http://dx.doi.org/10.15585/mmwr.ss6711a1
http://dx.doi.org/10.15585/mmwr.mm6628a1
http://dx.doi.org/10.15585/mmwr.mm6628a1
http://dx.doi.org/10.2105/AJPH.2013.301582
http://dx.doi.org/10.1007/s11524-018-0252-8
http://dx.doi.org/10.1007/s11920-019-0995-2
http://dx.doi.org/10.1016/j.jmwh.2008.04.016
http://dx.doi.org/10.1016/j.jmwh.2008.04.016
http://dx.doi.org/10.1177/0886260506291658
http://www.ncdsv.org/publications_wheel.html
http://dx.doi.org/10.1177/0886260508322192
http://dx.doi.org/10.1016/j.amepre.2016.08.027
http://dx.doi.org/10.5042/jacpr.2010.0141
http://dx.doi.org/10.1136/ip.2006.013961
http://dx.doi.org/10.5249/jivr.v11i1.997
https://www.census.gov/quickfacts/NC
https://www.census.gov/quickfacts/NC
http://dx.doi.org/10.1016/j.jcrimjus.2010.06.012
http://dx.doi.org/10.1089/vio.2017.0016
http://www.ncbi.nlm.nih.gov/pubmed/16611512
http://dx.doi.org/10.1016/j.jen.2009.09.008
http://dx.doi.org/10.1016/j.amepre.2018.08.028
http://dx.doi.org/10.1111/1745-9133.12475
http://injuryprevention.bmj.com/


Kafka JM, et al. Inj Prev 2021;27:137–144. doi:10.1136/injuryprev-2020-043704144

Original research

 28 Barber CW, Miller MJ. Reducing a suicidal person’s access to lethal means of suicide: 
a research agenda. Am J Prev Med 2014;47:S264–72.

 29 Zeoli AM, McCourt A, Buggs S, et al. Analysis of the strength of legal firearms 
restrictions for perpetrators of domestic violence and their associations with intimate 
partner homicide. Am J Epidemiol 2018;187:2365–71.

 30 Campbell JC, Webster D, Koziol- McLain J, et al. Risk factors for femicide in abusive 
relationships: results from a multisite case control study. Am J Public Health 
2003;93:1089–97.

 31 Niolon PH, Kearns M, Dills J, et al. Preventing intimate partner violence across the 
lifespan: a technical package of programs, policies, and practices. Atlanta, GA: 
National Center for Injury Prevention and Control, Centers for Disease Control and 
Prevention, 2017.

 32 Macy RJ, Giattina MC, Montijo NJ, et al. Domestic violence and sexual assault agency 
directors’ perspectives on services that help survivors. Violence Against Women 
2010;16:1138–61.

 33 Baker CK, Billhardt KA, Warren J, et al. Domestic violence, housing instability, and 
homelessness: a review of housing policies and program practices for meeting the 
needs of survivors. Aggress Violent Behav 2010;15:430–9.

 34 Carretta CM, Burgess AW, Welner M. Gaps in crisis mental health: suicide and 
homicideâ€“suicide. Arch Psychiatr Nurs 2015;29:339–45.

 35 Graham LM, Sahay KM, Rizo CF, et al. The validity and reliability of available intimate 
partner homicide and reassault risk assessment tools: a systematic review. Trauma 
Violence Abuse 2019:152483801882195.

 36 Graham LM. What is the national burden of intimate partner violence- related deaths 
and how might we be able to explain their occurrance? Chapel HIl: University of 
North Carolina, 2019.

 37 Wilikins N, Tsao B, Hetz M, et al. Connecting the dots: an overview of the links among 
multiple forms of violence, 2014. Available: https://www. cdc. gov/ violenceprevention/ 
pdf/ connecting_ the_ dots- a. pdf

 on A
pril 9, 2024 by guest. P

rotected by copyright.
http://injuryprevention.bm

j.com
/

Inj P
rev: first published as 10.1136/injuryprev-2020-043704 on 24 A

ugust 2020. D
ow

nloaded from
 

http://dx.doi.org/10.1016/j.amepre.2014.05.028
http://dx.doi.org/10.1093/aje/kwy174
http://dx.doi.org/10.2105/AJPH.93.7.1089
http://dx.doi.org/10.1177/1077801210383085
http://dx.doi.org/10.1016/j.avb.2010.07.005
http://dx.doi.org/10.1016/j.apnu.2015.06.002
http://dx.doi.org/10.1177/1524838018821952
http://dx.doi.org/10.1177/1524838018821952
https://www.cdc.gov/violenceprevention/pdf/connecting_the_dots-a.pdf
https://www.cdc.gov/violenceprevention/pdf/connecting_the_dots-a.pdf
http://injuryprevention.bmj.com/

	Fatalities related to intimate partner violence: towards a comprehensive perspective
	Abstract
	Introduction
	Intimate partner homicide
	Corollary victims
	Homicide-suicide
	Suicide (in the absence of homicide)
	Legal intervention deaths
	Purpose of this paper

	Methods
	Sample identification
	Measures
	Analysis

	Results
	Discussion
	Implications
	Strengths and limitations

	Conclusion
	References


