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Prevalence of Rural Intimate Partner Violence
in 16 US States, 2005
Matthew J. Breiding, PhD;1 Jessica S. Ziembroski, PhD;2 and Michele C. Black, PhD1

residents in the United States, we know of no
large-scale population-based public health studies
measuring the prevalence of IPV in the rural United
States.7 However, one study examining a single rural
community examined severe physical IPV and found
that 2.9% of women, and 4.7% of men, had experienced
severe physical violence in the past year.8 Another
study of a single rural community found that 13.6% of
men had perpetrated an act of physical violence toward
their partner in the past year, as reported by either the
man or his partner.9 Data from the National Crime
Victimization Survey revealed that 3.9 per 1,000 rural
women, and 0.8 per 1,000 rural men, reported
experiencing rape, sexual assault, robbery, or physical
assault by an intimate in the past year.10 However,
crime surveys may underestimate the scope of IPV
because certain acts of violence by an intimate may not
be considered a crime by survey respondents.11
Valid and reliable population-based IPV prevalence
estimates among people living in rural areas are needed
in order to estimate the magnitude of the problem in
rural areas. In addition, better information regarding
rural IPV is needed in order to address some of the
unique challenges faced by those in rural settings.
Specifically, individuals in rural areas often have fewer
resources available to address IPV. There are fewer
domestic violence shelters, physical and mental health

ABSTRACT: Context: Intimate partner violence (IPV)
is a public health problem that affects people across the
entire social spectrum. However, no previous
population-based public health studies have examined the
prevalence of IPV in rural areas of the United States.
Research on IPV in rural areas is especially important
given that there are relatively fewer resources available in
rural areas for the prevention of IPV. Methods: In 2005,
over 25,000 rural residents in 16 states completed the
first-ever IPV module within the Behavioral Risk Factor
Surveillance System (BRFSS). The BRFSS is a Centers
for Disease Control and Prevention-sponsored annual
random-digit-dialed telephone survey. The BRFSS
provides surveillance of health behaviors and health risks
among the non-institutionalized adult population of the
United States and several US territories. Findings:
Overall, 26.7% of rural women and 15.5% of rural men
reported some form of lifetime IPV victimization, similar
to the prevalence found among men and women in
non-rural areas. Within several states, those living in
rural areas evidenced significantly higher lifetime IPV
prevalence than those in non-rural areas. Conclusion:
IPV is a significant public health problem in rural areas,
affecting a similar portion of the population as in
non-rural areas. More research is needed to examine how
the experience of IPV is different for rural and non-rural
residents.

I

ntimate partner violence (IPV) is a public health
problem that affects people across the entire
social spectrum. The Centers for Disease Control
and Prevention has defined IPV as threatened,
attempted, or completed physical or sexual
violence, as well as the infliction of emotional abuse in
the context of physical or sexual violence.1 IPV includes
violence by a spouse, ex-spouse, current or former
boyfriend or girlfriend, dating partner, or date.1 The
health effects of IPV go beyond the risk of injury, as IPV
is associated with both long-term mental and physical
health consequences.2-5
Approximately 17% of the US population lived in
rural areas in 2005.6 Despite the large number of rural
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professionals, and law enforcement personnel per
capita than for those living in non-rural areas.12-16 In
addition, rural residents are also more likely to be
underinsured than are those in many urban and
suburban areas.17,18 A lack of insurance likely limits the
ability of many victims to seek health care for the
physical and mental health problems associated with
IPV.
Rural communities are often made up of tightly
knit social networks where individuals depend heavily
on one another yet, paradoxically, value privacy and
self-sufficiency to a significant degree.19,20 This dynamic
may contribute to decreased help-seeking among those
who have experienced IPV. In addition, rural
populations may display more traditional gender roles
than in non-rural places.21 Traditional gender role
norms may create an environment in which violence in
intimate relationships is viewed as more socially
acceptable.22,23 Each of the aforementioned
characteristics of rural communities likely make it more
difficult for those who experience IPV to seek the
resources they need.
Another reason for concern is that the percentage of
individuals in rural areas that experience poverty is
higher than in urban or suburban areas. In 2003, 14.2%
of the population living in non-metropolitan areas were
at or below poverty levels compared to 12.1% in
metropolitan areas.24 The link between poverty and IPV
has been well established.25-28 Poverty greatly
contributes to family and relationship stress, and limits
victims’ ability to leave abusive partners or family
members. Geographic and social isolation, poverty, lack
of resources, and resultant stress in rural areas may
create unique risks for those experiencing IPV in rural
families.
The paucity of reliable data on the extent of IPV
experienced by rural residents in the United States is
noteworthy. There has been little research attention
paid to rural IPV, and successful strategies for
prevention of rural IPV are still relatively unknown.
This study provides estimates of the prevalence of IPV
among both women and men in rural areas, and
compares the prevalence of IPV in rural areas to those
in non-rural areas.

of the United States and several US territories. In 2005,
an optional IPV module was available for use at the
discretion of each state/territory.29 The IPV module was
administered to the entire survey sample in 10 US states
(AZ, HI, IA, MO, NV, OH, OK, RI, VT, VA), Puerto Rico,
and the US Virgin Islands. Six states (MA, MI, NE, NM,
OR, WA) administered the module to a randomly
assigned split sample. Puerto Rico and the US Virgin
Islands were excluded from analysis as rural status was
not examined in these territories. In the 16 states
examined, a total of 65,737 participants completed the
IPV module, of which 25,789 (15,598 women and 10,191
men) were classified as living in a rural area.
Among the 16 states included in the analysis,
response rates for the BRFSS core ranged from 37.8% in
Massachusetts to 66.7% in Nebraska, with a median of
51.3%.30 Data were weighted to provide estimates that
are representative of each state’s population. The
design and characteristics of BRFSS are described in
greater detail elsewhere.31 Overall, among the states we
evaluated, approximately 18.3% of all respondents who
completed the BRFSS core interview dropped out
before completing the various optional modules being
administered by individual states (overall completion
rates ranged from 62.5% in Puerto Rico to 96.5% in
Oregon). Because of the differing sets of optional
modules administered across states, it is unclear how
many of these respondents discontinued during a
previous module or just prior to the IPV module.
The IPV module was the final module
administered. Before beginning the module,
respondents were told that the next questions were
regarding physical and sexual violence victimization by
an intimate partner. Respondents were explicitly
informed that they could skip any question and that the
entire module could be skipped if they considered
answering such questions unsafe. The IPV module
included the following 4 initial questions related to
lifetime physical and sexual IPV victimization: (1) “Has
an intimate partner ever threatened you with physical
violence? This includes threatening to hit, slap, push,
kick, or hurt you in any way”; (2) “Has an intimate
partner ever attempted physical violence against you?
This includes times when they tried to hit, slap, push,
kick, or otherwise hurt you, but they were not able to”;
(3) “Has an intimate partner ever hit, slapped, pushed,
kicked, or hurt you in any way?”; and (4) “Have you
ever experienced any unwanted sex by a current or
former intimate partner?” “Unwanted sex” was defined
with the following statement: “Unwanted sex includes
things like putting anything into your vagina [if
female], anus, or mouth or making you do these things
to them after you said or showed that you didn’t want
to. It includes times when you were unable to consent,

Methods
This study utilized data collected as part of the 2005
Behavioral Risk Factor Surveillance System (BRFSS)
survey. The BRFSS is an ongoing, yearly,
random-digit-dialed telephone survey developed by
the Centers for Disease Control and Prevention to
provide surveillance of health behaviors and health
risks among the non-institutionalized adult population
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for example, you were drunk or asleep, or you thought
you would be hurt or punished if you refused.”
Respondents who reported any experience of
physical violence or nonconsensual sex by an intimate
partner were also asked, “In the past 12 months, have
you experienced any physical violence or had
nonconsensual sex with an intimate partner?”
Respondents who reported physical or sexual IPV
within the past 12 months were asked: “In the past 12
months, have you had any physical injuries, such as
bruises, cuts, scrapes, black eyes, vaginal or anal tears,
or broken bones, as a result of this physical violence or
unwanted sex?” Prior to the administration of the
questions an intimate partner was defined as “any
current or former spouse, boyfriend, or girlfriend.
Someone you dated would also be considered an
intimate partner.”
Rural status was defined using the metropolitan
statistical area (MSA) variable within BRFSS. Areas are
designated an MSA based on criteria from the US Office
of Management and Budget (OMB). The OMB currently
defines an MSA as an “urbanized area that has a
population of at least 50,000. The Metropolitan
Statistical Area comprises the central county or counties
containing the core, plus adjacent outlying counties
having a high degree of social and economic integration
with the central county as measured through
commuting.”32 Respondents were classified as rural if
their MSA designation within the BRFSS data set was
“Not in an MSA,” whereas respondents were classified
as non-rural if their MSA designation was any of the
following: “In an MSA that has no center city”; “Inside
a suburban county of the MSA”; “Outside the center
city of an MSA but inside the county containing the
center city”; or “In the center city of an MSA.”

Twelve-month and lifetime prevalence estimates
were stratified by sex and rural status. Lifetime
prevalence estimates were further stratified by the state
of residence. State-level 12-month prevalence estimates
by rural status are not reported because most estimates
were deemed unstable (ie, relative standard error >
0.30) for most states. Bivariate logistic regression
models compared lifetime IPV prevalence estimates by
rural status, stratified by state of residence and sex.

Results
Table 1 shows overall lifetime and 12-month IPV
prevalence estimates stratified by sex and rural status
for each of the participating states combined. Overall,
26.7% of women and 15.5% of men in rural areas
reported experiencing IPV in their lifetime. This
compares to 26.8% of women and 16.1% of men in
non-rural areas. Prevalence estimates were not
significantly different in rural areas in comparison to
non-rural areas for men (crude odds ratio [cOR] = 0.96,
95% confidence interval [CI] 0.83-1.10) and for women
(cOR = 0.99, 95% CI 0.91-1.08). Approximately 1.4% of
women and 0.6% of men in rural areas reported
experiencing IPV in the past 12 months, as compared to
1.4% of women and 0.8% of men in non-rural areas.
Again, prevalence estimates in rural areas were not
significantly different from those observed in non-rural
areas for both men (cOR = 0.85, 95% CI 0.45-1.61) and
women (cOR = 0.97, 95% CI 0.70-1.36). Finally, 0.7% of
rural women reported injury due to IPV in the past
12 months, compared to 0.9% of non-rural women, a
nonsignificant difference (cOR = 0.78, 95% CI
0.49-1.24). Twelve-month prevalence of IPV injuries are
not reported for men as the estimates were deemed
unstable due to a relative standard error (RSE) for this
estimate greater than 0.30. Differences in the prevalence
of rural and non-rural IPV were also compared with the
state of residence included as a control variable.
However, similar to the above results, there was no
significant effect of rural status on IPV prevalence.
Table 2 displays lifetime IPV prevalence estimates
stratified by the state of residence, sex, and rural status.
Twelve-month IPV prevalence estimates were generally
unstable when broken down by the state of residence,
sex, and rural status, and consequently are not reported
in the following analyses. For women we observed that
lifetime IPV prevalence in rural areas ranged from
20.9% in Nebraska to 40.0% in Nevada. For men,
lifetime IPV prevalence in rural areas ranged from
11.8% in Iowa to 23.5% in Arizona. In comparing the
prevalence of IPV in rural areas to non-rural areas
within each state we identified a number of significant
differences. For men, those in rural Arizona evidenced

Analyses. Analyses were conducted using
SUDAAN, version 9.0 (Research Triangle Institute,
Research Triangle Park, NC). Weighted estimates of
lifetime and 12-month IPV victimization prevalence
were calculated. Lifetime IPV prevalence estimates
were based on respondents’ reports of experiencing any
combination of the lifetime IPV behaviors measured
(threatened, attempted, or completed physical violence,
and nonconsensual sex) by a current or former intimate
partner. Twelve-month prevalence estimates were
based upon a single question that assessed both
completed physical violence and nonconsensual sex in
the past year. Data analyses describing lifetime IPV
were based upon data from all 16 states that
administered the module. Because Washington used a
different protocol to assess IPV in the 12 months
preceding the survey, 12-month prevalence was
calculated for 15 states.
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Table 1. Prevalence of Lifetime and 12-Month Intimate Partner Violence, by Rural Status and
Sex—16 US States, 2005
Female
Rural

Lifetime
Any∗
Threatened physical
Attempted physical
Completed physical
Unwanted sex
Completed physical and/or
unwanted sex
12 months†
Completed physical and/or
unwanted sex
Injury

Male
Non-Rural

Rural

n

WTD%

95% CI

n

WTD%

95% CI

n

4,228
3,256
2,452
3,366
1,700
3,778

26.7
20.3
15.9
21.5
10.3
24.2

25.3-28.0
19.1-21.6
14.7-17.1
20.2-22.8
9.4-11.2
22.8-25.5

6,658
4,952
3,662
5,141
2,595
5,923

26.8
19.2
14.4
20.2
10.3
23.9

227

1.4

1.0-1.8

316

1.4

1.2-1.7

70

0.6‡

102

0.7

0.4-0.9

163

0.9

0.6-1.1

30

–§

Non-Rural

WTD%

95% CI

n

WTD%

95% CI

15.5
9.3
10.7
9.9
1.3
10.4

13.9-17.0
7.9-10.6
9.3-12.0
8.8-11.0
0.7-1.9
9.2-11.5

2,481
1,380
1,670
1,718
211
1,825

16.1
8.6
10.5
11.1
1.4
11.8

15.1-17.1
7.9-9.4
9.7-11.3
10.3-11.9
1.1-1.8
11.0-12.7

0.3-1.0

90

0.8

0.5-1.0

–§

23

0.2‡

0.1-0.3

25.8-27.7 1,459
18.5-20.0
861
13.6-15.1 1,010
19.4-21.0
985
9.7-11.0
127
23.0-24.8 1,047

WTD = weighted.
∗ Includes threatened, attempted, and completed physical violence as well as unwanted sex.
† Based on a total of 15 states (all except Washington).
‡ Potentially unstable estimate (0.23 < RSE < 0.30).
§ Unstable estimate (RSE > 0.30).

Table 2. Prevalence of Lifetime Intimate Partner Violence,∗ by State, Rural Status, and Sex—16 US
States, 2005
Female
Rural
State
Arizona
Hawaii
Iowa
Massachusetts
Michigan
Missouri
Nebraska
Nevada
New Mexico
Ohio
Oklahoma
Oregon
Rhode Island
Vermont
Virginia
Washington

n
184
524
284
–†
180
298
298
147
160
69
1,128
108
–‡
640
162
46

Male
Non-Rural

WTD%

95% CI

n

WTD%

95% CI

24.0
26.3
22.8
–†
26.2
25.8
20.9
40.0
24.2
25.8
27.4
37.7
–‡
24.7
26.1
37.6

(19.7-28.2)
(23.8-28.9)
(20.1-25.5)
–†
(22.0-30.4)
(22.5-29.0)
(18.0-23.7)
(34.1-45.8)
(20.3-28.2)
(19.9-31.6)
(25.2-29.6)
(31.3-44.0)
–‡
(22.7-26.7)
(21.7-30.6)
(27.0-48.1)

356
323
375
414
554
487
173
317
231
943
738
244
386
246
589
282

22.4
19.2
23.4
22.7
25.6
27.8
23.1
34.4
29.0
30.4
26.7
27.9
21.4
22.1
28.2
28.5

(19.0-25.8)
(16.9-21.6)
(20.9-25.9)
(19.8-25.6)
(23.4-27.9)
(24.7-31.0)
(19.3-26.9)
(29.8-39.1)
(25.0-32.9)
(27.5-33.3)
(24.2-29.1)
(24.5-31.4)
(19.0-23.7)
(19.1-25.1)
(25.5-30.8)
(25.0-32.0)

Rural
n
84
203
88
–†
57
94
101
71
53
29
341
31
–‡
236
55
16

Non-Rural

WTD%

95% CI

n

WTD%

95% CI

23.5
17.7
11.8
–†
14.1
13.2
12.7
21.5
16.0
17.6
16.1
19.8
–‡
13.6
14.4
16.9

(17.4-29.6)
(14.8-20.7)
(9.2-14.5)
–†
(10.0-18.1)
(10.1-16.4)
(9.7-15.7)
(16.4-26.6)
(11.0-20.9)
(10.1-25.1)
(13.6-18.6)
(12.6-26.9)
–‡
(11.6-15.6)
(10.0-18.9)
(6.8-27.0)

108
154
134
158
187
166
45
209
62
347
236
102
135
97
227
114

13.1
14.5
15.2
13.9
14.8
17.0
9.7
23.3
13.6
16.0
15.1
17.1
12.9
13.2
17.7
19.4

(9.6-16.7)
(11.8-17.1)
(12.3-18.1)
(11.1-16.6)
(12.4-17.2)
(13.3-20.7)
(6.2-13.2)
(19.3-27.2)
(9.6-17.6)
(13.2-18.9)
(12.2-17.9)
(13.5-20.6)
(10.2-15.5)
(10.4-16.1)
(14.7-20.8)
(15.4-23.3)

WTD = weighted.
∗ Includes threatened, attempted, and completed physical violence as well as non-consensual sex.
† Only 15 respondents in Massachusetts were classified as "not in an MSA," and none reported IPV.
‡ No respondents in Rhode Island were classified as "not in an MSA."
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The impact of IPV may be particularly damaging in
our nation’s rural areas due to a relative lack of health
resources. Consequently, it is important for rural health
care practitioners to be conscious of the public health
problem posed by IPV. Assessing exposure to IPV as
part of standard clinical practice is recommended by
several medical organizations such as the American
Medical Association and the American College of
Obstetricians and Gynecologists.33,34 Assessment of IPV
in rural health care settings may be particularly
important in rural communities as rural residents
typically have fewer opportunities outside of a doctor’s
office to disclose abuse. Further, without an obvious
opportunity, rural residents may be more reluctant to
disclose IPV, for reasons previously mentioned (greater
community interdependence, greater value placed on
privacy). Assessment of IPV in rural clinical settings
may be an excellent opportunity for secondary
prevention, helping to prevent chronic IPV and the
many known health difficulties associated with IPV,
such as chronic disease and negative health behaviors.35
The results of this study also point to the need for
regular surveillance of IPV conducted at the state level.
The finding that rural residents in certain states
evidence higher IPV prevalence than their non-rural
counterparts is not evident when analyzing data for all
states combined. Given that much of the funding for
IPV prevention is allocated at the state level, estimates
such as these can be helpful to states in pointing to
where the highest levels of IPV occur, and helpful in
allocating limited prevention resources to those areas
most in need. In addition, the lack of regular, ongoing
surveillance, using uniform definitions and survey
methods across states has hindered efforts to track rural
IPV. Without such ongoing IPV surveillance, it is
difficult for state and federal public health officials to
monitor trends in nonfatal IPV and to guide and
evaluate prevention efforts.
Future studies might examine whether rural
populations evidence greater susceptibility to the
long-term effects of IPV given the lack of preventive
health infrastructure. In addition, further studies are
needed to identify how IPV experienced in rural areas
may be different from how IPV is experienced in
non-rural areas. For instance, there is evidence to
suggest that rural areas often ascribe to more traditional
gender role norms.21 More traditional gender role
norms are believed to put women, in particular, at
greater risk of IPV36,37 although this has not been shown
directly among rural populations. Future studies may
also examine whether attitudes about IPV are
considered relatively more normative or acceptable
within rural couples and families. Finally, within rural
communities there appear to be a number of barriers to

significantly higher lifetime IPV prevalence than men
in Arizona who did not live in a rural community
(cOR = 2.02, 95% CI 1.28-3.21). For women, those in
rural Hawaii demonstrated significantly higher lifetime
IPV prevalence than women in Hawaii who did not live
in a rural community (cOR = 1.50, 95% CI 1.23-1.83).
Finally, women in rural Oregon evidenced significantly
higher lifetime IPV prevalence than women in Oregon
who did not live in a rural community (cOR = 1.56,
95% CI 1.13-2.15).

Discussion
This study is the first public health study to provide
population-based IPV prevalence estimates for those
living in rural areas. For both men and women we
found no significant differences in either 12-month or
lifetime IPV prevalence when comparing those living in
rural areas to those living in non-rural areas. The results
of the study indicate that IPV is as much a public health
issue for both rural women and men as for those living
in non-rural areas. This is significant because while IPV
may be similarly prevalent in rural and non-rural areas,
there are likely far fewer resources to prevent or
address IPV in rural communities.12-18
Overall, in the 16 states that participated in the
survey, 26.7% of women and 15.5% of men in rural
areas reported some form of physical or sexual IPV
during their lifetime. Further, there was significant
variation in the prevalence of lifetime IPV in rural areas
by state. Within some states, those living in rural areas
evidenced significantly higher lifetime IPV prevalence
than their non-rural counterparts. Specifically, rural
men in Arizona were more likely to report IPV than
non-rural men in Arizona, rural women in Hawaii were
more likely to report IPV than non-rural women in
Hawaii, and rural women in Oregon were more likely
to report IPV than non-rural women in Oregon. These
results indicate that in some states there may be an even
greater need for IPV prevention resources in rural areas
than in non-rural areas.
Rural populations may be a particularly vulnerable
group to the associated risks of IPV, as rural areas are
underserved in terms of physical and mental health
services.12-16 One contributing factor may be
perceptions of rural life by health care providers and
policymakers alike. In a survey of legislators and other
respondents, rural communities represented traditional
American values and a better quality of life for many.20
In addition, Americans generally consider people who
live outside the nation’s urban areas to be safer from
violence, less concerned about material possessions and
more concerned about family, spiritual matters, and
community.20
The Journal of Rural Health
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reporting and seeking help for IPV, barriers such as
tightly knit social networks and fewer health care
resources.12-23 However, the relationship between these
barriers and seeking help has not been directly tested.

2.

3.

Limitations. Because of the limited number of
questions that could be asked, questions regarding
emotional abuse were not asked, and 12-month
completed physical IPV and unwanted sex were
combined into 1 question, making it impossible to
estimate their prevalence separately. In addition, no
measures of stalking were included in this study even
though others have found that IPV victims are often
stalked by their partners.38,39 Although the manner in
which we classified rural status is similar to the
classification used in the 2000 Census,40 it likely does
not capture the full range of the urban-rural continuum
as well as other systems of classification. While data
from the study are representative of each participating
state/territory, and representative cumulatively of the
16 states surveyed, the data do not provide national
estimates of rural IPV prevalence. The relatively low
response rate in certain states might introduce relatively
greater bias in the estimates, although some studies
have shown that nonresponse does not necessarily
introduce additional bias overall.41 Finally, because the
BRFSS is a telephone survey of residential households,
those who do not live in a household residence (prisons,
nursing homes, military bases, college dormitories,
shelters, the homeless) and households that do not have
a landline telephone are not included in the sample.

4.

5.

6.

7.

8.

9.

10.

11.

Conclusions

12.

The results presented here indicate that IPV is a
significant public health problem in rural areas,
affecting a similar portion of the population as in
non-rural areas. Certain characteristics of rural life,
such as relatively greater community interdependence
and relatively fewer health care resources, likely make
the experience of IPV unique for rural residents.
Consequently, more research is needed to examine how
the experience of IPV is different for rural and
non-rural residents. The prevalence of rural IPV
reported in this study, combined with a lack of health
resources available in rural areas, point to the need for
public health prevention efforts that specifically
address the unique challenges of IPV in rural areas.

13.

14.

15.

16.
17.

18.
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