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Purpose: Demographics, mental illness, substance use, and prior family violence are associated with
perpetration of intimate partner violence (IPV) among male patient populations as well as court-based
and community samples. However, few studies have identified health services use and physical symp-
toms associated with IPV perpetration among men. This study assesses the prevalence of IPV perpetra-
tion in a nationally representative sample of men and examines the associations of IPV perpetration
with demographics, health services use, physical symptoms, mental illness, substance abuse, and prior
family violence.

Methods: Data from the 2001 to 2003 National Comorbidity Survey–Replication was used to assess
the prevalence of IPV perpetration among adult men. Bivariate and multivariate logistic regression de-
termined associations of IPV perpetration with demographics, health services use, physical symptoms,
mental health diagnoses, substance abuse/dependence, and prior family violence.

Results: The prevalence of male IPV perpetration is 19.2%. Physical symptoms from irritable bowel
syndrome (odds ratio [OR] 2.61; 95% confidence interval [CI], 1.17–5.84) and insomnia (OR, 1.33;
95% CI, 1.04–1.71), as well as substance abuse/dependence (OR, 1.76; 95% CI, 1.09–2.85), were cor-
relates of IPV perpetration in multivariate logistic regression analyses controlling for demographics
and health services use. When prior family violence was added to the multivariate logistic regression
model, only childhood family violence victimization (OR, 1.99; 95% CI, 1.21–3.28) and witnessing
childhood family violence (OR, 2.02; 95% CI, 1.17–3.49) were associated with IPV perpetration.

Conclusions: Nearly 1 in 5 men in the United States reported lifetime IPV perpetration toward their
current intimate partner. Physical symptoms from irritable bowel syndrome and insomnia, substance
use disorders, and prior family violence are associated with IPV perpetration by men. Understanding
these associations may aid primary care physicians in identifying male patients who perpetrate IPV.
(J Am Board Fam Med 2014;27:661–668.)
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Most research and clinical guidelines on intimate
partner violence (IPV) focus on screening and im-
proving outcomes for women who are victims. Ap-

proximately 320,000 outpatient health care visits1

and 1200 deaths2 due to IPV occur annually among
women in the United States. In 2003, IPV resulted
in an estimated $8.3 billion spent on medical and
mental health services and lost productivity.3 This
amount does not include court costs, district andThis article was externally peer reviewed.
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defense attorneys, or law enforcement. The Joint
Commission on Accreditation of Health care Or-
ganizations mandates clinicians screen patients for
IPV in all health care settings.4 In addition, the US
Preventive Services Task Force recently recom-
mended IPV screening and intervention services
for asymptomatic women aged 14 to 46.5

Studies have identified male patients,6–9 in ad-
dition to men in court-based10 and community11

samples, who perpetrate IPV against their female
partners. One important reason for this focus on
IPV perpetrated by men is gender differences in
IPV injury and harm. While 14.8% of women ex-
perience an injury due to IPV during their lifetime,
only 4% of men are injured from IPV.12 Demo-
graphic associations with IPV perpetration include
young age,6 low educational attainment,6 and low
income.7 History of violence including witnessing
parental IPV and child abuse victimization are as-
sociated with IPV.7 Mental illness, including de-
pression7,8 and posttraumatic stress disorder (PTSD),9

and substance use disorders, including alcohol
abuse8,9 and illicit drug abuse,7–9 are all associated
with IPV. To address IPV perpetration in primary
care settings, an expert opinion–based clinical
guideline outlines steps to identify male IPV per-
petration, assess safety, and make referrals to men-
tal health and substance use treatment programs, as
well as community batterer treatment programs.13

Few studies have investigated physical symp-
toms and health services use among men who per-
petrate IPV. Chronic pain from any source was
recently shown to be associated with IPV perpetra-
tion by male primary care patients.9 No study to
date has assessed associations between men who
perpetrate IPV and specific pain conditions or
physical symptoms such as those from irritable
bowel syndrome (IBS) and insomnia. Physical
symptoms such as those from IBS14 and insomnia15

have been demonstrated in IPV victims, and be-
cause many IPV victims and perpetrators have a
history of child abuse or witnessing parental IPV,7

male IPV perpetrators may exhibit physical symp-
toms similar to symptoms exhibited by those who
are IPV victims. Regarding health services use, only
2 small studies have assessed the primary care and
emergency department (ED) utilization of male
IPV perpetrators. Of men in one batterer treat-
ment program, 63% had health visits for physical
problems16; in a separate program 44% reported
receiving care in the ED.17 Understanding IPV

perpetrators’ health services use can uncover op-
portunities to identify these men.

This study’s objectives are to (1) describe the
prevalence of IPV perpetration by men in a nation-
ally representative sample and (2) describe the as-
sociations of male IPV perpetration with demo-
graphics, health services use, physical symptoms,
mental illness, substance use, and prior family vio-
lence. These objectives may lead to more inquiry
about the relationship between IPV perpetration,
physical symptoms, and health services use.

Methods
Sampling
We analyzed the 2001 to 2003 National Comorbidity
Survey–Replication (NCS-R), which used a nation-
ally representative, multistage, clustered sample of
households. This probability sampling obtained re-
spondents ages 18 or older living in the noninstitu-
tionalized civilian household population of the
United States.18 Harvard Medical School and the
University of Michigan provided institutional review
board approval for the original data collection.18 The
University of Michigan institutional review board de-
termined this current study to be not regulated be-
cause it is research using a publicly available data set.

We selected potential IPV perpetration risk do-
mains based on prior findings6–9 and included de-
mographics (age, race, education, health insurance,
employment, and income); mental illness (depres-
sion, posttraumatic stress, panic, and anxiety disor-
ders); substance use history (abuse or dependence
of alcohol or drugs); and prior family violence (IPV
victimization from age 21, physical abuse as a child,
and exposure to parental IPV). We selected phys-
ical symptoms or health conditions of chronic pain,
epilepsy or seizures, injury, and headaches, which
may cause men to seek primary care and have been
associated with IPV perpetration in previous work.9

We chose IBS and insomnia symptoms given their
association with IPV victimization.14,15 For rele-
vance to identification in clinical settings, we se-
lected health services use measures that can de-
scribe primary care and ED utilization.

Intimate Partner Violence
Physical abuse measures from the Conflict Tactics
Scale19 were adapted in the NCS-R to construct
the IPV perpetration variable. In brief, the depen-
dent variable IPV perpetration20 was assessed by
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asking: “Over the course of your relationship, how
often have you ever done any of these things
(pushed, grabbed, or shoved; threw something;
slapped or hit; kicked, bit, or hit with a fist; beat up;
choked; burned or scalded; threatened with a knife
or gun) to your current spouse/partner?” Re-
sponses included often, sometimes, rarely, or never.
We dichotomized responses into any/none.

Experience with Violence as a Child
The Conflict Tactics Scale measures of perpetration
of parent-to-child physical abuse21 were adapted for
experience with violence as a child. Victim of child-
hood family violence was measured by the question:
“When you were growing up, how often did someone
in your household do any of these things (push, grab,
or shove; throw something; slap or hit) to you?”
Responses were often, sometimes, rarely, or never.
Witnessed childhood family violence was assessed by
asking: “How often did (your parents/the people who
raised you) do any of these things (push, grab, or
shove; throw something; slap or hit) to each other
while you were growing up?” Responses were often,
sometimes, rarely, or never. We dichotomized re-
sponses into any/none.

Demographics
We dichotomized race between non-Hispanic white
and all other race and ethnicity categories. We
dichotomized education at high school completion.
We dichotomized health insurance and employ-
ment as any/none. We divided income in dollars by
$10,000 increments.

Health Services Use and Physical Symptoms or
Health Conditions
We assessed having a regular medical doctor for rou-
tine care and �1 outpatient or ED visit per year.
Responses were dichotomized. Men were asked
whether they ever had chronic pain from arthritis,
back or neck problems, or any other source; epilepsy
or seizures; or injury. IBS symptom was measured by
the question, “Have you ever had a period lasting 12
months or longer when at least 1 week each month
you had frequent pain or discomfort in your stomach
or lower abdomen that was relieved when you had a
bowel movement?” We dichotomized IBS symptoms
into yes/no. Insomnia symptoms were measured by
the question, “How often do you have trouble getting
to sleep or staying asleep?” Headache symptoms were
measured by the question, “How often are you both-

ered by headaches or pains in the head?” The re-
sponse set for insomnia and headache symptoms were
nearly all the time (1), pretty often (2), not very much
(3), and never (4). We analyzed insomnia and head-
ache responses using a mean frequency of positive
report of symptoms.

Substance Use and Mental Health Diagnoses
Constructed variables using Diagnostic and Statisti-
cal Manual of Mental Disorders IV criteria22 assessed
the following lifetime diagnoses: substance abuse/
dependence (defined as alcohol abuse or depen-
dence or drug abuse or dependence), major depres-
sive disorder, PTSD, and anxiety disorders (defined
as panic disorder or generalized anxiety disorder).20

We chose these mental health variables because of
IPV perpetration associations in previous research.8,20

We dichotomized the responses.

Statistical Analysis
We conducted data analyses using STATA/SE soft-
ware version 11 for Windows (StataCorp., College
Station, TX). We analyzed age and income demo-
graphic variables, as well as insomnia and headache
symptom physical health conditions, as continuous
variables. Survey weights were applied in all analyses.
First, we describe IPV perpetration among married
or cohabiting men �21 years old. Second, we present
demographic characteristics of and prior family vio-
lence among the full sample, as well as univariate
characteristics of patients who do and do not perpe-
trate IPV (Table 1). We also present bivariate logistic
regression associations evaluating participants who do
and do not perpetrate IPV (Table 1). We chose mul-
tivariate logistic regression models (Table 2) based on
which bivariate associations were significant and the-
oretically grounded while adjusting for demographics
and health insurance. The first model included only
demographics, health services use, and physical symp-
toms because most primary care physicians do not
assess Diagnostic and Statistical Manual of Mental Dis-
orders–based substance use diagnoses, nor do they
routinely obtain history of victimization from or wit-
nessing childhood family violence. The second model
added substance abuse and dependence to evaluate
whether the associations with physical symptoms re-
mained significant. The third model added prior fam-
ily violence to understand the relationship of sub-
stance abuse and history of family violence to IPV.
No multicollinearity of variables was observed in any
of the 3 models.
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Results
Overall Sample
The original NCS-R sample was composed of 4139
men, of whom we analyzed a subset of 530 men
who received questions on IPV perpetration, phys-
ical symptoms, and health conditions. In this na-
tionally representative sample of 530 men, the
prevalence of IPV perpetration was 19.2% (n �
102). Demographic characteristics of these men
(Table 1) include an average age 42.6 years, 78.3%

non-Hispanic white, 56.2% educated beyond high
school, 83.8% employed, and 72.3% insured.

Bivariate Analysis of Male IPV Perpetrators and
Nonperpetrators
The bivariate logistic regression analyses (Table 1)
found that no demographic variable including in-
come, education, or race was associated with IPV
perpetration. Of health services use variables, men
who reported having a regular doctor for routine

Table 1. Demographics and Prevalence of Prior Family Violence and Bivariate Analyses Comparing Intimate
Partner Violence (IPV) Perpetration and Nonperpetration Among Married or Cohabiting Adult Men (N � 530)

Variable
Full sample
(N � 530)

No IPV Perpetration
(n � 428)

IPV perpetration
(n � 102)

IPV Perpetration, OR*
(95% CI)

Demographics
Mean age, years (SD) 42.6 (13.1) 43.0 (13.4) 41.0 (11.8) 0.98 (0.96–1.00)
Non-Hispanic white race 415 (78.3) 339 (79.2) 76 (74.5) 0.77 (0.46–1.27)
Education beyond high school 298 (56.2) 248 (57.9) 50 (49) 0.70 (0.45–1.08)
Health insurance 383 (72.3) 311 (72.7) 72 (70.6) 0.90 (0.56–1.45)
Employed 444 (83.8) 358 (83.6) 86 (84.3) 1.05 (0.58–1.90)
Mean income, in tens of thousands

$ (SD)
7.7 (4.9) 7.9 (5.0) 7.2 (4.7) 0.97 (0.93–1.02)

Health services use
Regular doctor for routine care — 324 (75.7) 66 (64.7) 0.59 (0.37–0.93)†

�1 Routine health visit in past year — 266 (62.1) 54 (52.9) 0.69 (0.44–1.06)
�1 Emergency room visit in past year — 115 (26.9) 32 (31.1) 1.24 (0.78–1.99)

Physical symptoms or health conditions
Chronic pain from arthritis — 88 (20.6) 23 (22.5) 1.12 (0.67–1.89)
Chronic back or neck pain — 130 (30.4) 31 (30.4) 1.00 (0.63–1.60)
Chronic pain from other sources — 39 (9.1) 14 (13.7) 1.59 (0.83–3.05)
Epilepsy or seizures — 9 (2.1) 1 (1.0) 0.46 (0.06–3.68)
Injury or poisoning in past year — 42 (9.8) 10 (9.8) 1.00 (0.48–2.06)
Irritable bowel syndrome symptoms — 18 (4.2) 12 (11.8) 3.04 (1.41–6.53)‡

Insomnia symptoms, mean (SD) — 1.98 (0.85) 2.25 (0.89) 1.42 (1.11–1.81)‡

Headache symptoms, mean (SD) — 1.78 (0.65) 1.89 (0.72) 1.27 (0.93–1.75)
Mental health diagnoses, DSM-IV criteria

Substance abuse/dependence§ — 96 (22.4) 39 (38.2) 2.14 (1.35–3.39)‡

Major depressive disorder — 78 (18.2) 19 (18.6) 1.03 (0.59–1.79)
Posttraumatic stress disorder — 20 (4.67) 5 (5.0) 1.05 (0.39–2.87)
Anxiety disorders� — 46 (10.7) 15 (14.0) 1.43 (0.76–2.68)

Prior family violence
Victim of childhood family violence¶ 234 (44.2) 170 (39.7) 64 (63.4) 2.63 (1.68–4.11)**
Witnessed childhood family violence†† 97 (18.4) 62 (14.6) 35 (35) 3.16 (1.93–5.17)**

Data are n (weighted %) unless otherwise indicated. IPV perpetration includes having pushed, grabbed, or shoved; threw something;
slapped or hit; kicked, bit, or hit with a fist; beat up; choked; burned or scalded; and threatened their partner with a knife or gun.
*The odds ratio reference category is no IPV perpetration.
†P � .05.
‡P � .01.
§Alcohol abuse, alcohol dependence, drug abuse, or drug dependence.
�Panic disorder or generalized anxiety disorder.
¶N � 529 because only 529 randomly assigned men received both the IPV perpetration and victim of childhood family violence questions.
**P � .001.
††N � 526 because only 526 randomly assigned men received both the IPV perpetration and witnessed childhood family violence questions.
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care had decreased odds of IPV perpetration. Of
physical symptoms or health conditions evaluated,
IBS and insomnia symptoms had increased odds
(odds ratio [OR] of 3.0 and 1.4, respectively) of IPV
perpetration. For mental health diagnoses, sub-
stance abuse/dependence was significantly associ-
ated with IPV perpetration, but depression, PTSD,
and anxiety disorders were not. Prior family vio-
lence—both victimization from or witnessing childhood
family violence—were strongly associated with IPV
perpetration.

Multivariate Logistic Regression Analysis Showing
Correlates of Male IPV Perpetration
Multivariate logistic regression analyses (Table 2)
found IBS (OR, 2.80; 95% confidence interval [CI],
1.26–6.21) and insomnia symptoms (OR, 1.38;
95% CI, 1.08–1.77) were associated with IPV per-
petration in model 1. When adding substance
abuse or dependence to the first model, as might

occur when a primary care physician obtains a more
in-depth history, IBS (OR, 2.6; 95% CI, 1.17–5.84)
and insomnia (OR, 1.33; 95% CI, 1.04–1.71)
symptoms remained significant; substance abuse/
dependence (OR, 1.76; 95% CI, 1.09–2.85) also
was associated with IPV perpetration. In model 3,
however, in which a history of family violence was
assessed, only victim of childhood family violence
(OR, 1.99; 95% CI, 1.21–3.28) and witnessing
childhood family violence (OR, 2.02; 95% CI,
1.17–3.49) remained associated with IPV perpetra-
tion.

Discussion
Over their current relationship, nearly 1 in 5 men
in the United States report perpetrating IPV to-
ward an intimate partner. This IPV perpetration
prevalence is similar to other national estimates.20

No other nationally representative sample of
men has assessed routine health and ED visits

Table 2. Multivariate Logistic Regression Showing Correlates of Any Intimate Partner Violence (IPV) Perpetration
Among Adult Married and Cohabiting Men

Characteristics

IPV Perpetration

Model 1 (n � 530) Model 2 (n � 530) Model 3* (n � 526)

Demographics
Age, years (in decades) 1.00 (0.98–1.02) 1.00 (0.98–1.02)) 1.00 (0.98–1.02)
Non-Hispanic white race vs. other 0.80 (0.48–1.35) 0.79 (0.47–1.34) 0.80 (0.46–1.37)
Employed 1.19 (0.60–2.36) 1.20 (0.60–2.39) 1.09 (0.53–2.22)
Education beyond high school 0.80 (0.50–1.29) 0.84 (0.52–1.36) 0.90 (0.55–1.49)
Income, $ (in tens of thousands) 0.99 (0.94–1.05) 0.99 (0.94–1.05) 0.98 (0.93–1.03)

Health services use
Regular doctor for routine care 0.67 (0.41–1.09) 0.72 (0.43–1.18) 0.73 (0.44–1.23)

Physical symptoms
Irritable bowel syndrome symptoms 2.80 (1.26–6.21)† 2.61 (1.17–5.84)† 2.19 (0.95–5.01)
Insomnia symptoms 1.38 (1.08–1.77)† 1.33 (1.04–1.71)† 1.29 (0.99–1.67)

Mental health diagnoses, DSM-IV criteria
Substance abuse/dependence‡ 1.76 (1.09–2.85)† 1.60 (0.97–2.66)

Prior family violence
Victim of childhood family violence 1.99 (1.21–3.28)§

Witnessed childhood family violence 2.02 (1.17–3.49)†

Data are odds ratios (95% confidence intervals). No IPV perpetration is odds ratio reference category. IPV perpetration includes
having pushed; grabbed or shoved; threw something; slapped or hit; kicked, bit, or hit with a fist; beat up; choked; burned or scalded;
or threatened their partner with a knife or gun. Model 1 includes only demographics, health services use, and physical symptoms that
primary care physicians routinely assess. Model2 added substance abuse and dependence to evaluate whether the associations with
physical symptoms remained significant. Model 3 added prior family violence to understand the relationship of IPV to substance abuse
and history of family violence.
*Model 3 cohort was n � 526 because only 526 randomly assigned men received both the IPV perpetration and prior family violence
questions.
†P � .05.
‡Alcohol abuse, alcohol dependence, drug abuse, or drug dependence.
§P � .01.
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among those who do and do not perpetrate IPV.
This data found more than half the men who per-
petrate IPV reported at least one primary care visit
in the past year, and nearly one-third noted at least
one ED visit. This finding suggests male IPV per-
petrators seek routine medical services, giving pri-
mary care providers the opportunity to identify
men’s aggressive behavior and potentially inter-
vene. Although having a regular doctor for routine
care was significant in the bivariate analysis, when
controlling for IBS and insomnia symptoms this
bivariate association was not significant in the mul-
tivariate analysis. This finding suggests that the
health services use by IPV perpetrators may be
related to physical symptoms.

Almost 12% of men who report perpetrating
IPV also note IBS symptoms, and these men expe-
rience insomnia symptoms pretty often (mean
score, 2.25). Patients might initiate a discussion of
these physical symptoms during a routine visit, or
the symptoms may be uncovered as part of a gen-
eral review of systems during a comprehensive visit.
The association of IPV perpetration with IBS and
insomnia symptoms has not previously been noted
in a nationally representative sample.

The second model showed that including sub-
stance use in the analysis does not eliminate the
association of physical symptoms with IPV. This
novel finding for men who perpetrate IPV could
serve as a reminder for health care providers to
inquire more in depth about substance use among
patients with IBS and insomnia symptoms. Prior
research has shown IBS to be associated with child-
hood sexual assault,23 substance use including alco-
hol, and insomnia.24 Future work is needed to un-
derstand the relationship of substance use, insomnia,
IBS, and IPV perpetration. However, given that
the previously described clinical guideline already
outlines an approach to identifying IPV perpetra-
tion among male patients,13 this study can provide
further direction for primary care providers to find
cases of IPV perpetration based on physical symp-
toms and substance use indicators. In addition,
when compared with primary care studies,7–9 this
study showed similar findings of substance use as-
sociations with IPV perpetration. In contrast, pri-
mary care studies have shown depression and
PTSD to be associated with IPV perpetration,7–9

although this study did not.
When prior family violence was considered in

the third model, no other factors were significant.

This finding supports previous reports that IPV is
intergenerational, with IPV perpetration associated
with victimization from or witnessing childhood
family violence.25 This suggests that prior family
violence, which is well identified in the literature as
being related to perpetration of IPV as an adult,
may be interrelated with insomnia and IBS symp-
toms, as well as substance abuse/dependence. Pri-
mary care providers who are evaluating symptoms
of insomnia and IBS should consider both IPV
perpetration as well as a history of prior family
violence.

The implications of this study for primary care
are that while screening for IPV perpetration is not
routine, it is important for understanding the above
associations and sharing available resources. The
US Preventive Services Task Force IPV victimiza-
tion screening recommendation does not comment
on identifying or responding to men who are vic-
tims or perpetrators of IPV.5 However, the Amer-
ican Medical Association encourages routine screening
for IPV victimization and perpetration among men
and women, in addition to inquiry about history of
family violence and substance use.26 This study
provides empiric support for American Medical As-
sociation recommendations. Our results also show
how nearly 2 of 3 male IPV perpetrators are victims
of childhood family violence. Primary care provid-
ers can maintain compassion toward male patients
who perpetrate IPV by knowing that these patients
might also have experienced childhood abuse.

There were several limitations to our study. Be-
cause the NCS-R collects cross-sectional data, only
associations with, and not causation of, IPV perpe-
tration can be determined. The men’s responses
were self-report only, with no independent valida-
tion of responses outside of partner report. In ad-
dition, only physical violence was assessed in the
NCS-R, so the prevalence measures do not capture
rates of verbal, emotional, and sexual forms of IPV
or childhood family violence victimization or expo-
sure. Further, the majority of the sample was non-
Hispanic white; additional examination of these
issues is needed for minority groups.

These limitations notwithstanding, IPV perpe-
tration by men is a large public health problem.
When primary care providers encounter men with
IBS or insomnia symptoms, physicians can consider
assessing for substance use, childhood family vio-
lence, and IPV perpetration. If these men receive
mental health, substance use, and/or IPV perpetra-
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tion referrals and interventions, physicians may
prevent subsequent violence and injuries by these
men to their partners. Such mental health, sub-
stance use, and IPV referrals and interventions
could be integrated within primary care. Future
IPV perpetration research needs to include mental
health associations and understand what interven-
tions are helpful.
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