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Introduction 
There is little doubt that physical violence between spouses and intimate partners is a serious social problem. Questions about how much violence occurs in families, the severity of the violence, and the nature of victim-offender relationships in families are primary concerns of those engaged in efforts to reduce and control intimate violence. A number of studies have documented the severity and pervasiveness of violence against intimate partners in this country. When variations in rates or severity occur across studies, the inconsistencies often reflect differences in study design and methodology such as the population studied. Populations may differ in a number of ways including the extent to which they possess particular risk factors for violence such as youth, poverty, or family history of abuse. Johnson (1995), for example, made a distinction between common couple violence that is found in general population samples and the more extreme "terroristic" violence that is typically experienced by shelter populations of battered women. The ability to identify intimate offenders who pose an ongoing risk of future severe assaults is critical to establishing effective interventions (Straus, 1993). 

Patterns and dynamics of abusive relationships 

The patterns 

A cycle of violence is often discussed as an integral component of the battered woman syndrome and the dynamics of partner assault. The cycle, first described by Walker (1979), is said to include a period of tension building followed by battering. The batterer may express remorse, and a period of relative calm ensues. The cycle is reactivated after a period when tensions increase or stresses resurface. There is an assumption underlying the cycle theory that all partner violence increases in frequency and severity over time. However, most of the evidence describing the cycle is clinical and anecdotal, or based on shelter populations. In fact, intimate violence which is relentless, cyclical, results in measurable physical injury, or which becomes progressively more severe over time may not be characteristic of the majority of intimate violence reported in general population surveys of families. Rather, these severe patterns may reflect the more extreme end of the intimate violence continuum. Johnson's exploration of these issues concluded that a pattern of battering that escalates in frequency and intensity may better characterize the patriarchal, terroristic form of wife abuse (Johnson, 1995). Dutton and Starzomski (1993) suggested that borderline personality disorder may account for the intermittent abusive rage of batterers described by the cycle theory of abuse.  

The psychodynamics of intimate violence 

A common dynamic of conflicted intimate relationships is an inability of the couple to communicate or negotiate in rational, nonjudgmental ways. Verbal arguments occur in which the partners attack each other "in ways that diminish self esteem, create feelings of vulnerability, and activate fears of rejection and abandonment" (Douglas, 1991). Gelles and Straus (1988) also assert that such attacks on the partner's vulnerabilities often precipitate violence. 

Male dominance, control, family power and societal norms 

There is some evidence suggesting that the way the family unit is organized (e.g. male dominated versus equality between partners) plays an important role in family functioning (Coleman & Straus, 1986; Straus, et al., 1980). For example, the results from previous research suggest that wife beating is more common in households where power is concentrated in the hands of the husband or male partner (Coleman & Straus, 1990; Levinson, 1989; Straus, et al., 1980; Yllo & Straus, 1990). In these households, physical violence may be used to legitimize the dominant position of the male (Babcock, Waltz, Jacobson, & Gottman, 1993). 

Other research on the more individual level concepts of dominance and power found that higher levels of dominance were associated with higher levels of violence (DePuy, 1995; Hamby & Sugarman, 1996). Studies comparing wife assaulters with non-assaultive men, matched on demographic characteristics, found that assaultive men demonstrated higher needs for power (Dutton & Strachan, 1987). One explanation for this phenomenon is that men who feel powerless because of low self esteem, or who feel little control over others or the events of their life have high needs for power. Another mechanism is suggested by Dutton and Strachan (Dutton & Strachan, 1987). They hypothesized that men who view intimacy with women as dangerous, threatening and uncontrollable can become highly anxious and angry. These feelings of psychological discomfort may then lead to behaviors such as violence against the partner to control women and to reduce men's anxiety and anger. 

Female perpetrators and mutual violence between intimate partners 

Aggression by wives has been studied less than that of husbands, and findings of equal rates of violence by wives (Stets & Straus, 1990; Straus, 1993; Straus, et al., 1980) have been regarded as controversial and have been challenged by some feminist scholars (Dobash, Dobash, Wilson, & Daly, 1992; Pleck, Pleck, Grossman, & Bart, 1978). Underlying the concerns of the feminist protest is the belief that such a focus detracts attention and resources from the more serious problems of battered women. 

Many of the criticisms of the Conflict Tactics Scale (CTS) (Straus, 1979; Straus, 1990), the most widely used instrument for measuring spousal violence, were elicited in response to the findings on violence perpetrated by women. Over 30 studies examined gender differences in rates of violence in non-clinical populations. All found approximately equal rates of violence (in both frequency and severity of attacks) by the women (Gelles & Straus, 1988; Straus, 1993). These findings seem implausible to many because of the cultural image of women as less violent than men, which in turn is bolstered by women's much lower rate of violent crime outside of the family. It is also based on the fact that at least 90% of police reports of domestic violence involve male offenders.

Straus believes that the controversy over assaults by women largely stems from the implicit assumption by those doing community epidemiological survey research that their findings on comparable rates of spouse assault by men and women also apply to cases known to the police and to those that come to the attention of shelters. There are similar unwarranted assumptions by clinical researchers. Straus argues that the discrepancy between the findings from surveys of family problems (both those using the CTS and other measures) and findings based on criminal justice system data or the experiences of women in shelters for battered women does not indicate that one set of statistics is correct and the other not. Both are correct. However they apply to different groups of people and reflect different aspects of partner violence. Community and epidemiological data as well as clinical sample data are valid. 

Is mutual combat a valid description of intimate violence? 

Descriptions of marital assaults as mutual combat and of women as equal to men in their violent acts have resulted in extremely contentious debate. Generally, marriages described as mutually violent in the National Family Violence Surveys are those in which either the male or female respondent for a household reported that both they and their partner engaged in any minor or seriously assaultive act towards the other. Additionally, the 1985 National Family Violence survey included one context (incident) specific question to measure who initiated the physical conflict. Three national surveys of family violence have reported that between half and three-quarters of all intimate violence is mutual, though as mentioned, these are based on data from one partner per family household (Kaufman Kantor & Asdigian, in press; Straus & Gelles, 1990; Straus, et al., 1980). Moreover, an analysis of the specific incident data (Stets & Straus, 1990) found that gender made no difference in offender-victim roles as measured by initiation of minor physical conflicts (mainly slapping or throwing things). An often neglected point of this research is the fact that the study also found that men's acts of serious physical violence (punching, choking, use of weapons) were much higher when reported by women. This suggests that men under-report their severe assaults, and that interviews based solely on male reports must be treated cautiously. 

Johnson (1995) helps to reconcile some of the debate over women's physical violence and the mutuality of violence. As noted in the discussion above, he argued that two distinct forms of violence occur in American families. Data from large scale national surveys show a predominance of one form of violence, "common couple violence," largely reflecting more "minor" violence and a reciprocity of assaults between partners. In the second form of violence, data from shelter, clinical, and criminal justice samples reflect an interpersonal dynamic in which women are systematically terrorized and subjected to serious and frequent beatings, and women's violence is self-defensive in nature. Johnson views these two forms of assaults as virtually non-overlapping in nature. 

Assessing types of abusive relationships 

Male perpetrators 

The theoretical and clinical importance of distinguishing between different types of violent men has also been well documented in Holtzworth-Munroe and Stuart's (1995) review of the evidence on different typologies of male batterers. Their own typology distinguishes three types of maritally violent men: Family Only, Dysphoric/Borderline, and Generally Violent/Antisocial. The types differ in background and other characteristics, and in the nature of mental health and other services. 

The family only abuser (perhaps similar to the common couple phenomenon described above) is described as less deviant or deficient on a number of indicators including impulsivity, substance abuse, criminal behavior, and social skill deficits. Relative to non- violent men, these abusers do have a history of exposure to aggression in the family of origin, and are hypothesized to have poor communication and social skills, high levels of dependence on their partner, and low levels of impulsivity. 

The dysphoric/borderline batterer is hypothesized as having a history of parental rejection, and child abuse, some history of delinquency, high levels of dependency on the partner, poor communication and social skills, hostile attitudes towards women, positive attitudes towards violence, and low levels of remorse for their violence. 

The generally violent/antisocial batterer represents the most aggressive, impulsive and antisocial behavior. Risk factors include family of origin history of abuse and involvement with delinquency. For these men, deficits in all the areas mentioned above are more profound than those found in the other types of batterers. These men likely view violence as an appropriate response to any provocation. 

Assaultive Type Characteristics:

· Family Only 

· High dependency on partner 

· Low levels of impulsivity 

· Poor communication skills 

· Family of Origin Violence

Dysphoric/Borderline:

· Parental Rejection 

· Child abuse (family of origin violence) 

· High dependency on partner 

· Poor communication 

· Poor social skills 

· Hostile to women 

· Low remorse

Generally Violent/Antisocial:

· Family of origin violence 

· Delinquency 

· Deficits in communication, social skills 

· Violence viewed as appropriate response to provocation

The authors of 14 of the typologies reviewed by Holtzworth-Munroe and Stuart all conclude that the different types require different services

Theoretical explanations for partner violence 

Risk factors or risk markers refer to characteristics that are associated with an increased likelihood that a problem behavior will occur. However, an important caution is that the presence of one or more risk factors is not equivalent to a causal relationship. It simply means that the odds of an associated event (in this case, intimate assaults) are greater when one or more risk factors are present. Hotaling and Sugarman's (1986) analysis of risk markers for partner violence found that eight characteristics were consistent risk markers of the husband's violence towards the wife: 

· Sexual aggression toward wife/partner 

· Violence towards the children 

· Witnessing parental violence as child or teen 

· (Working Class) Occupational status 

· Excessive Alcohol Usage 

· (Low) Income 

· (Low) Assertiveness 

· (Low) Educational Level 

Personality as a risk factor 

The literature on personality factors associated with male battering is very large. Men who batter are often emotionally dependent, insecure, low in self-esteem and empathy, and exhibit low impulse control, poor communication and social skills (Gondolf, 1988; Holtzworth-Munroe, 1992; Holtzworth-Munroe & Stuart, 1994; Rounsaville, 1978; Shields, McCall, & Hanneke, 1988) and are often irritable and belligerent (Dutton, 1988; Gottman, et al., 1995; Margolin, John, & Gleberman, 1988; Shupe, et al., 1987), Aggressive and hostile personality styles are also reliably found in many studies of maritally violent men (Heyman, O'Leary, & Jouriles, 1995). 

Neidig, Friedman and Collins (1986) used assessments of self esteem, attitudes towards women and others, and assessments of empathy and authoritarianism in their study of male military personnel. Their findings revealed that abusive men differed from non-abusive men only in regard to the lower self esteem of abusive men and their low trust in others. 

Personality risk factors in male batterers 

· Emotionally dependent 

· Insecurity 

· Low self-esteem 

· Low empathy 

· Low impulse control 

· Poor communication and social skills 

· Aggressive and hostile personality styles 

· Antisocial personality 

· Narcissistic 

· Anxiety 

· Depression 

Biology and physiology of intimate violence 

Is there a biochemical basis for intimate violence? Aside from alcohol's acknowledged importance to aggression and family assaults, the contributions of biology or physiology to violence in the family have received little attention. Research on the biochemical links to aggression have considered other physiological pathways. 

Elliot (1988) has acknowledged that neuropsychological causes of wife assault are often overlooked. We know that organic deficits can affect cognition, perceptions, emotions, and behaviors, but rarely relate these factors to the occurrence of intimate violence. Two other potentially disruptive types of behavior patterns fall into the latter group: episodic dyscontrol (unpredictable attacks of rage) and Antisocial Personality Disorder. These have been discussed above as factors affecting the dynamics and patterns of abuse. 

One recent experimental laboratory study examined the relationship between physiological indicators, emotionally aggressive behavior and general violence in batterers. Gottman and associates (1995) used changes in the male batterer's heart rate reactivity to differentiate types of violent men. Men designated as Type I batterers decreased their heart rates during marital conflicts while Type II men increased their heart rates during laboratory conflict situations. Type I men were described as more verbally aggressive towards their wives, more belligerent and violent towards others, rated as high in antisocial behavior and sadistic aggression, more often drug dependent and were lower in dependency than Type II men. Type I men were also more likely to have witnessed violence between their parents. 

On two year follow-up, none of the Type I marriages had ended. Type II men were not less violent in their marriages compared to Type I men, but they were not likely to be violent towards others. Interestingly, the separation-divorce rate for Type II men at two years was 27% while none of the Type I men had gotten separated or divorced. Gottman and associates (1995) suggest that the reason for the greater stability of the Type I marriages, a seemingly paradoxical finding in light of the sadistic aggression and drug dependence, is that firstly women are more fearful of leaving such men, and are less likely to express anger towards them. Secondly, the authors indicated that women married to Type I men are themselves, more often antisocial and may be more conditioned to a violent relationship than other women. 

The results of the body of research on the biology and physiology of aggression show some promising areas for future consideration. However, there is also a need consider the total picture including the fact that social factors can shape biology and physiology related to antisocial behavior and family assaults. 

Socioeconomic risk factors 

As with many of the other risk markers considered thus far, economic, educational and occupational deprivation are strong predictors, but they are not sufficient causes for intimate violence. 

Courtship violence 

What is the prevalence of courtship violence? Most studies addressing partner violence have focused primarily on married couples. However, the study of marital violence has expanded to include intimate non-familial relationships such as cohabiting and dating or courtship relationships. We prefer the term "courtship violence" for the phenomenon to be discussed in this section because it seems more applicable to the initial relationship phase of adult intimate partners. 

What are the risk factors for courtship violence? Studies examining the etiology of courtship violence have established a number of risk factors for abusive behaviors similar to those discussed for marital violence, e.g., societal norms, along with exposure to violence in the home, parental divorce, and contextual factors such as stress, jealousy, alcohol, drug use, and the seriousness of the relationship (DeMaris, 1987; Makepeace, 1983; Riggs & O'Leary, 1989; Sugarman & Hotaling, 1989; Tondonato & Crew, 1992). 

Does courtship violence carry over into marriage? An important area of investigation that we need to be concerned with here is the continuity of violence into the marital or cohabiting relationship. Evidence from shelter samples of women abused in their marriages indicates that a half or more had been physically assaulted in a courtship relationship as well (Roscoe & Benaske, 1985; Star, Clark, Goetz, & O'Malia, 1979). A study of couples in their first marriage found that 31% of the men and 44% of the women reported engaging in aggression against a courtship partner prior to their marriage (O'Leary, Arias, Rosenbaum, & Barling, 1985). Thirty percent of the respondents said that they eventually married someone who had abused them in courtship. 

The phase of early marriage 

Youth is probably one of the strongest risk markers for aggression, and therefore we might expect that the prevalence of marital assaults is highest among youthful partners in the early phase of marriage. In a longitudinal study of couples surveyed one month prior to their marriage, and at 18 and 30 months thereafter, O'Leary and associates (1989) found that 27% of men and 36% of women indicated that they had engaged in aggression 1 1/2 years after their marriage. After another year, prevalence rates decreased slightly to 25% and 32% respectively. Other research has found similar rates of partner violence among young adults (Elliot, Huizinga, & Morse, 1986). These rates are three to four times higher than those found by Straus and associates (1980) and Kaufman Kantor and associates (1994), neither of whom focused exclusively on the early marriage period. However, others (McLaughlin, et al., 1992; Straus, et al., 1980) did find that the highest rates of partner violence were among those 30 years old and younger, and in particular the group aged 18 to 24 years (Fagan & Browne, 1994). 

What are the risk markers for spousal homicide? 

The information obtained from official records and other sources has indicated that there are a number of risk markers for murder of a spouse. Mercy and Saltzman (1989) for example found that homicides increased with a gap in age between the husband and the wife (Mercy & Saltzman, 1989). Alcohol has also been established as a risk marker for partner homicide (Wilbanks, 1983). Other research has suggested that homicides are often preceded by a domestic quarrel (Jurik & Winn, 1990). Aldarondo and Straus (1994) reviewed clinical studies of extreme marital violence and summarized a number of factors associated with life-threatening violence including: 

· High frequency of violence 

· Dependency 

· Physical injuries 

· Violent behavior outside the home 

· Rape of partner 

· Physical violence in family of origin 

· Possession or use of weapons 

· Threats to hit and/or kill partner 

· Killed or abused pets 

· Controlling and psychological maltreatment 

Browne (1987) found a similar pattern of variables as did Aldarondo and Straus (1994). Her research identified seven variables that distinguished between battered women who killed or seriously injured their abusive partner from battered women in the non-homicide group: 

· Frequent intoxication by the man 

· Drug use by the man 

· Frequent abuse 

· Severe injuries to the woman 

· Rape or threatened sexual assault by the man 

· Threats to kill by the male partner 

· Threats of suicide by the woman 

The complex dynamics and characteristics of intimate partner violence that have a lethal ending are similar regardless of gender of the perpetrator. It should also be noted that the risk factors for lethal violence by men are consistent with the characteristics of Type I batterers identified by Gottman and associates (1995) as discussed above. 

Implications for practice and policy 

What can professionals do? 

Screening for victimization and assessment of risk. A number of risk markers for partner violence can be identified by professionals who might come into contact with individuals or couples involved in violent relationships. Physical signs of abuse, such as bruises or other questionable injuries should be noted and inquired about. In addition, general questions about marital satisfaction and quality can also be asked in a non- judgmental and non-victim-blaming manner. Questions about violence, both current and in the family of origin, should become part of the documented family history as they indicate elevated risk. The mental health practitioner should also routinely ask questions such as the following: 

1. Is anyone in your family hitting you? 

2. Does your partner threaten you? your life? 

3. Does your partner prevent you from leaving the house, from getting a job or returning to school? 

4. What happens when your partner doesn't't get his way? 

5. Does your partner threaten to hurt you when you disagree with him? 

6. Does your partner destroy things that you care about, i.e. your family photographs, your clothes, your pets? 

7. Are you forced to engage in sex that makes you feel uncomfortable? 

8. Do you have to have intercourse after a fight to "make up"? 

9. Does your partner watch your every move? Call home 10 times a day? Accuse you of having affairs with everyone? (Schecter, 1987). 

Other risk markers that should be assessed include excessive alcohol/illicit drug use by one or both partners and the presence of life stressors such as a change in employment status (e.g., more responsibility at work, reduction in work load, reassignment to another job), pregnancy, and problems with children. Affirmative responses to threats of violence and of death, and destruction of property and pets are signs of potentially lethal violence.. If possible, partners should be interviewed separately to allow each to feel free to speak openly about their relationship. 

Summary 

This chapter examined current research on the dynamics and patterns of family violence, the types of abuse, the major risk factors for intimate assaults, and emphasized implications of these findings for assessment. Major findings included: 

· The forms and patterns of family violence are not the same for all families experiencing violent conflict. Patterns of common couple violence are more prevalent among general population samples and patterns of severe, terroristic violence are more typical of clinical samples. 

· The cycle of violence that is associated with the battered woman's syndrome may be typical only of the more severe form of intimate violence. 

· Common interaction dynamics include violence as a response to loss of control, unmet dependency needs, fears, anxiety, frustrations, and threats to self-esteem. Extreme, severe and intermittent episodes of rage (with no apparent stimulus) may be associated with particular disorders of personality. 

· Aggression by women, although studied less than male aggression differs in regard to the greater incidence of physical and psychological injuries experienced by women victims compared to men. Women also appear at greater risk for a system of victimization that includes physical, sexual, emotional, and economic forms of abuse. 

· Recent typologies of male batterers distinguish three types of maritally violent men: Family only; Dysphoric/Borderline; Generally Violent/Antisocial. 

· Major risk markers for intimate violence include: violence in the family of origin; socioeconomic factors; personality variables such as low self esteem; substance abuse, biology and situational factors related to the life course. 

· Many risk factors in the family of origin are interwoven and can be passed on to future generations such as exposure to abuse, alcoholism and hostile/depressed personality style parents. 

· Aggression does not inevitably follow from alcohol intoxication but alcohol is the drug most consistently related to intimate assaults. Alcohol facilitates aggression in many ways including pharmacologic effect that interfere with reasoning, perceptions, calculations of the consequences of behavior and perceptions of threat. 

· A potential biological component to intimate violence is suggested by findings of organically based correlates including head injury, attention deficit disorder, and differences in heart rate reactivity among different types of violent men. 

· An analysis of life course risk markers found that rates of intimate violence are increased during courtship and early marriage, pregnancy, separation and divorce. Elders are also at risk for abuse by caretakers though these rates are lower than for other forms of family violence. 

· The risks for spousal homicide are greatest when the spouse is also violent outside of the family, rapes his partner, kills or abuses pets, severely injures the partner, and/or threatens to kill his partner. 

Implications for intervention, policy and research 

The information presented on the different types of abuse points to the need for varying interventions. The most important distinction is whether the abuse patterns fit the common couple dynamic or the terroristic dynamic. The limitations of traditional family systems therapy, couple therapy or even psycho-educational approaches are all too evident when the abuser fits the terrorist profile (Walker, 1995). The research on psychological characteristics, alcohol abuse patterns and biological risk factors point to the need for both a variety of assessments as well as a variety of approaches to intervention. 

Because more severe and injurious abuse is likely to be associated with numerous psychological problems and with alcohol or other drug abuse problems, specialized clinical skills are required. It should not be assumed that a program focused mainly on anger management is sufficient to end the more serious types of intimate violence, or for that matter, that substance abuse focused treatment alone is sufficient. Sobriety may not be enough to end the assaults by all batterers. At the same time, there is a need for more and better research on effective treatment and other deterrence strategies. 

The Vivian and Langhinrichsen-Rohling (1994) study, in particular, pointed to the need to characterize offender-victim relationships. The findings of this research while documenting the rarity of women as the sole "batterers", also showed that victimization of either spouse, even by low levels of aggression, significantly increased psychological distress. The authors went on to suggest that instances where victimizations are truly mutual and mild may be amenable to couples therapy. However, there is still a need to address the specific issue of marital aggression. In cases of asymmetrical aggression (one perpetrator, or one primary aggressor), gender specific treatment of individual partners is advisable. 

Our review of the research found little systematic examination of victim characteristics, risk factors, or research on victim-specific interventions. This gap in the research suggests that more information on victims is needed. Women who have experienced abuse, particularly severe or long-term abuse may need assistance in understanding and processing their experience, so that they can move ahead with their lives (Walker, 1995).  . .clinical evidence based on reports of battered women service providers suggest that the safety mechanisms and psychological counseling provided by battered women's shelters are central to women's recovery (Walker, 1995). 

Implications for military families 

The major implications for practice that arise from this chapter are in the areas of assessment of risk, and relatedly, assessment of where the abuse falls on the common couple violence to terrorist continuum. The same issues of assessment hold true for both military and non-military families alike. However, certain patterns of risk may be more prevalent among the military. For example, it is possible that those with certain violence-prone personality styles may be more attracted to the military. By violence prone , we mean those who grew up witnessing or experiencing their parents violence. When such individuals are also trained to use violence in their professional careers, there are greater risks that the violence will spill over into family life. Secondly, because both violence and problem drinking are often linked, and because both run in families , substance abuse related intimate violence may be a particular problem in military families. One study, conducted among alcoholics using a Veterans Administration facility found that half of the men had been assaultive towards their wife in the year prior to treatment (O'Farrell & Choquette, 1990). Careful assessment of both substance abuse and marital violence are important at intake, throughout treatment, and post-treatment, as well. As mentioned above, achieving sobriety may not be sufficient to end entrenched assaultive behavior patterns in families. 

When both members of a couple are assaultive, it can be difficult to distinguish clear victim and aggressor roles. The literature we reviewed suggested a need to consider the characteristics of both individuals as well as the interactional dynamics, and the symmetry of abuse. A careful history of conflict resolution styles over the course of the relationship is essential to establishing victim/perpetrator roles. Women are at greater risks for psychological and physical injury, and the safety of women and children in the family needs to be a primary goal in risk assessment and treatment planning. 

We noted above that family structure and family role conflicts may contribute to intrafamily violence. Certain aspects of the military such as the necessity for an authoritarian structure (e.g., giving and taking orders), may lead to confusion about where the boundaries of this structure end. For example, if the authoritarian power structure is brought into the family, then the risks for violence are increased. Clinicians need to be sensitive to the presence and the potentially adverse effects of this role structure in families. 

Our discussion of life course events as risk factors suggested that life stressors can increase frustration and anger levels, and thus increase the risks that violence may be used to resolve intimate conflicts. Military families can experience a number of unique stressors such as relatively low pay, extended family separations, frequent changes in locations, isolation from extended family, lack of privacy, and stressful, difficult assignments in an area of violent conflict. These stressors need to be assessed at intake and taken into account in clinical interventions, and in making future military assignments (For more information on partner violence among military families see chapter 6). 

Finally, in assessing risk for intimate violence, many factors should be weighed. These should include the severity of maltreatment or the potential for severity as measured by the acts committed by the offender, along with the number and degree of risk factors, and the potential for lethality as discussed above. 

