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ABSTRACT
PURPOSE We undertook a study to determine the prevalence and associations of technology-facilitated abuse (TFA)—insults, harassment, coercion, or threats carried out using
digital tools such as smartphones and computers—among a US nationally representative
sample of young men.
METHODS Analyses were based on 1,079 men aged 18 to 35 years who completed ques-

tionnaires during August and September of 2014 and reported ever having been in a
romantic relationship. We used validated measures to assess demographics, health service
use, mental health and substance use, and TFA delivered to and received from partners in
the past year. We calculated survey-weighted descriptive statistics and conducted multinomial logistic regression analysis.
RESULTS Overall, 4.1% of men reported delivering TFA only, 8.0% receiving TFA only, and

25.6% both delivering and receiving TFA. Men were more likely to report only delivering
TFA if they identified as Hispanic (adjusted odds ratio [AOR] = 2.72; 95% CI, 1.13 to 6.57),
used marijuana (AOR = 1.31; 95% CI, 1.02 to 1.68), and used prescription opioids for nonmedical reasons (AOR 2.86; 95% CI, 1.48 to 5.54). Men were more likely to report only
receiving TFA if they identified as Hispanic (AOR = 2.55; 95% CI, 1.01 to 6.43) and used
prescription opioids for nonmedical reasons (AOR = 2.43; 95% CI, 1.34 to 4.39), whereas
a primary care connection appeared protective (AOR = 0.43; 95% CI, 0.22 to 0.86). Men
were more likely to report both delivering and receiving TFA if they identified as nonHispanic Black (AOR = 2.83; 95% CI, 1.44 to 5.58), owned a smartphone (AOR = 1.80;
95% CI, 1.05 to 3.09), had ever had mental health care visits (AOR = 1.86; 95% CI, 1.16 to
2.98), misused alcohol (AOR = 1.10; 95% CI, 1.04 to 1.17), and used prescription opioids
for nonmedical reasons (AOR = 1.79; 95% CI, 1.04 to 3.08).
CONCLUSIONS We found that TFA was prevalent among young men, with 1 in 25 report-

ing delivery only, 1 in 12 reporting receipt only, and 1 in 4 reporting both. Primary care
physicians can consider assessing TFA among male patients and developing interventions to
mitigate this behavior.
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dults in the United States often use technology-facilitated communication tools
to form and maintain intimate relationships. Among US adults, 81% own a
smartphone, 75% own a desktop or laptop computer, and almost 50% own a
tablet.1 For couples who report that digital tools have had at least a minor impact on
their relationships, 74% report that these tools have had a positive impact.2 As digital
tools become integrated into intimate relationships, however, intimate partner violence delivered by technological means has become a public health concern.3
Technology-facilitated abuse (TFA) refers to use of technology as the medium
through which abusive behavior occurs. TFA can include using cell phones, text messages, e-mails, or social media sites to call a partner names, put them down, insult
them, or send unwanted or nonstop texts or calls or online messages asking where
partners were, what they were doing, or whom they were with.4 Other forms of TFA
include using digital tools to threaten physical violence, to pressure or coerce partners to engage in sexual activity, and to send sexually explicit photos and videos.5,6
TFA is associated with in-person physical and sexual dating abuse. These findings
demonstrate that TFA is on the spectrum of abusive behavior, and identifying these
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behaviors may help to prevent additional acts of abuse.4-6
Delivery of TFA can describe acts of perpetrating TFA, and
receiving TFA can describe being a victim of TFA. Health care
clinicians who use the terms “delivered abuse” and “received
abuse” are making a deliberate choice to not label a patient
as solely a perpetrator or victim of harmful behaviors.7,8 This
terminology might assist male patients in disclosing TFA by
reducing stigma when disclosing abusive behavior.9
Data suggest that use of digital tools for abuse is widespread, especially among youth. Among men and women aged
≥18 years, 33% to 35% have delivered TFA and 29% to 33%
have received TFA6; in addition, 12% to 13% of adolescents
and young adults aged <25 years have delivered or received
severe TFA (eg, public humiliation or threats).10 In health
care settings, 48% of young adults have delivered or received
TFA.4 Among a nationally representative sample of adult men
and women, 8% have received TFA over their lifetime.11
To our knowledge, there have been no studies reporting TFA delivered or received exclusively among nationally
representative adult US men, addressing recent, past-year
TFA, or ascertaining the overlap of TFA delivery and receipt.
Additionally, there have been no studies that assess the
associations of male TFA with health services use and health
conditions. The goal of our study was to determine past-year
prevalence of TFA among a nationally representative sample
of young adult men and to evaluate both delivery and receipt.
Our second objective was to examine the associations of TFA
with demographics, smartphone ownership, health services
use, and mental health problems and substance use.

to them (received) using cell phones, text messages, e-mail,
instant messages, or social networking sites such as Facebook: “call names, put down, or insult,” “send threatening
or harassing messages,” “send unwanted and nonstop texts,
calls, and online messages asking where at, what doing, and
who with,” “check partner’s cell phone to see who talking
to or texting without their permission,” or “access partner’s
online accounts without permission.” Respondents reported
frequency using a 7-point Likert scale from 1 (never) to
7 (more than 20 times). See Supplemental Appendix for a
list of questions regarding TFA provided to survey respondents. Responses were dichotomized into no TFA delivered
or received (never to all 5 items) vs any TFA delivered or
received (greater than never to any of the items). For analyses we further split TFA into 3 categories: delivered-only,
received-only, and both delivered and received.
Health services use was assessed by asking dichotomous
questions for connection to primary care (having 1 doctor
they usually go to for medical care), emergency department
visits (receiving care from a hospital emergency department
in the past 2 years), and mental health care visits (ever having
seen a psychiatrist, psychologist, or social worker for counseling or therapy) from KnowledgePanel personal health items.14
Mental health was measured using a score of greater than 2
on the Patient Health Questionnaire-2 to assess depression.15
Substance use problems were assessed from the mean
score on the 10-item Alcohol Use Disorders Identification
Test for alcohol misuse; possible scores range from 0 to 40,
with higher scores denoting greater misuse.16-18 Past-year
National Longitudinal Study of Adolescent Health measures
were used to assess the mean scores for marijuana use and
for prescription opioid pain medication use for nonmedical
reasons; both have possible scores ranging from 0 to 6 with
higher scores denoting greater use.19
Smartphone use was measured using a dichotomous
question (“Do you own a smartphone?”) from the KnowledgePanel technology and electronics items.14 Demographic
questions included age; race and ethnicity (non-Hispanic
White, non-Hispanic Black, Hispanic, another non-Hispanic
race/ethnicity, multiracial non-Hispanic); education (less than
high school, high school, some college, bachelor’s degree or
higher); current employment; and having ever been in relationships with women, men, or both.

METHODS
Participants
We administered the Men’s Health, Fatherhood, and Relationships survey12 between August and September 2014 to
men aged 18 to 35 years using the online KnowledgePanel,13
a probability-based web panel representative of the civilian, noninstitutionalized US population. KnowledgePanel
members recruited through 2009 were chosen by randomdigit dialing, and panelists selected in late 2009 onward were
chosen by address-based sampling. Those without Internet
access receive a web-enabled device and free Internet service.
These participants had already agreed to participate in survey
research through KnowledgePanel. Survey nonresponders
received e-mail reminders at 3 and 10 days, and a telephone
reminder at 16 days from initial contact. The survey included
self-read informed consent. The Institutional Review Board
for Health Sciences and Behavioral Sciences at the University
of Michigan approved the study.

Analysis Plan
We used KnowledgePanel survey weights that account for
survey design and nonresponse to obtain nationally representative estimates for nonincarcerated adult men aged 18
to 35 years. Survey weights accounted for demographic factors from the most recent (based on time of data collection)
Annual Social and Economic Supplement of the Current
Population Survey, conducted in March 2013. The survey
response rate was 47% (1,346 of 2,889), with differences in
responders and nonresponders addressed by survey weighting. Of the 1,346 men who completed the survey, the 1,079

Measures
TFA delivered and received were measured using technology-facilitated abuse items.4 Participants were asked if, in
the past 12 months, they had done the following to their
partner (delivered) or their partner had done the following
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DISCUSSION

men (80%) who reported ever having been in a romantic
relationship were asked questions about TFA and constituted
our analytic sample. Men without a current partner were not
excluded. Most men reported being in romantic relationships
with women only, so we did not separately analyze men in
relationships with women or men.
We measured survey-weighted descriptive statistics with
percentages for dichotomous variables and mean scores for
continuous variables, with 95% CIs for each estimate. We
conducted survey-weighted multinomial logistic regression
analysis to assess associations of demographics, smartphone
ownership, health services use, and mental health and substance use problems with categories of TFA delivered-only,
TFA received-only, and TFA both delivered and received,
compared with the reference category of no TFA. We calculated adjusted odds ratios (AORs) and 95% CIs. We assessed
for multicollinearity in multivariate analyses through a correlation matrix, which showed a Pearson correlation coefficient
of less than 0.3 for all independent variables.
All analyses were conducted using Stata version 15.1
(StataCorp LLC). Because we analyzed a subpopulation of
the full sample of men completing the survey (ie, only those
who reported ever having been in a romantic relationship),
we used Stata’s subpop command, which correctly calculates
standard errors.

Physicians largely do not identify intimate partner violence
among male patients,12 in part based on limited guidance for
identifying and responding to abusive behavior disclosed by
adult men.20 Ours is the first study to characterize adult male
self-reported TFA delivered and received in a nationally representative US population by describing the overlap of both
behaviors. We found that almost 1 in 3 young men reported
any TFA delivered or received in the past year; by specific
category, 1 in 25 reported TFA delivered-only, 1 in 12 TFA
Table 1. Characteristics of and Technology-Facilitated
Abuse Among Men Aged 18-35 Years (N = 1,079)
Measure

Value

Demographics
Age, mean (SD), y

26.5 (26.2-27.0)

Race and ethnicity, % (95% CI)
White non-Hispanic

57.6 (54.0-61.1)

Black non-Hispanic

11.6 (9.2-14.5)

Hispanic

21.9 (19.0-25.1)

Another non-Hispanic

7.1 (5.3-9.4)

Multiracial non-Hispanic

1.8 (1.1-3.0)

Education, % (95% CI)
<High school

14.5 (11.6-18.1)

High school

29.6 (26.4-33.0)

RESULTS

Some college

33.0 (29.9-36.3)

The 1,079 men studied had a mean age of 26.5 years, and
57.6% were of non-Hispanic White race and ethnicity (Table
1). Most, 94.7%, reported relationships with women, while
3.4% and 1.9% reported relationships with men or with both
women and men, respectively (data not shown).
Nearly one-third of the sample had some experience with
TFA in the past year (Table 1). Overall, 4.1% of men reported
delivering TFA only, 8.0% receiving TFA only, and 25.6%
both delivering and receiving TFA.
In multinomial regression analysis, men were more likely to
report TFA delivered-only if they were Hispanic (AOR = 2.72;
95% CI, 1.13 to 6.57), used marijuana (AOR = 1.31; 95% CI,
1.02 to 1.68), and used prescription opioids for nonmedical
reasons (AOR = 2.86; 95% CI, 1.48 to 5.54) (Table 2). They
were more likely to report TFA received-only if they identified as Hispanic (AOR = 2.55; 95% CI, 1.01 to 6.43) and used
prescription opioids for nonmedical reasons (AOR = 2.43;
95% CI, 1.34 to 4.39), whereas they were less likely to report
this category of abuse if they were connected to primary care
(AOR = 0.43; 95% CI, 0.22 to 0.86). Men were more likely
to report TFA both delivered and received if they identified
as non-Hispanic Black (AOR = 2.83; 95% CI, 1.44 to 5.58),
owned a smartphone (AOR = 1.80; 95% CI, 1.05 to 3.09), had
ever made a mental health care visit (AOR = 1.86; 95% CI,
1.16 to 2.98), misused alcohol (AOR = 1.10; 95% CI, 1.04 to
1.17), and used prescription opioids for nonmedical reasons
(AOR = 1.79; 95% CI, 1.04 to 3.08).

Bachelor’s degree or higher

22.9 (20.5-25.4)
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Employed, % (95% CI)

69.7 (66.1-73.0)

Smartphone use
Owns a smartphone, % (95% CI)

65.3 (61.3-69.1)

Health service use
Primary care connection, % (95% CI)

59.6 (55.7-63.4)

Emergency department visits in past 2
years, % (95% CI)

22.3 (19.2-25.8)

Mental health care visits ever, % (95% CI)

28.2 (24.9-31.9)

Mental health problems and substance use
Depression, % (95% CI)a

11.3 (9.2-13.9)

Alcohol misuse, mean (SD) scoreb

3.6 (3.3-4.0)

Marijuana use, mean (SD) scorec

0.6 (0.5-0.8)

Prescription opioid nonmedical use,
mean (SD) scorec

0.2 (0.1-0.2)

Technology-facilitated abused
Any delivered, % (95% CI)

29.8 (26.3-33.5)

Any received, % (95% CI)

33.6 (30.0-37.5)

Delivered only, % (95% CI)

4.1 (2.9-5.7)

Received only, % (95% CI)

8.0 (6.0-10.6)

Both delivered and received, % (95% CI)

25.6 (22.2-29.2)

None delivered or received, % (95% CI)

62.3 (58.4-66.0)

Score of greater than 2 on Patient Health Questionnaire-2.
On a scale from 0 to 40, where higher scores denote greater misuse.
On a scale from 0 to 6, where higher scores denote greater use.
d
Based on respondents’ report of having experience with any of 5 acts of abuse in the
past year. See Methods.
a

b
c

Note: Data are weighted for the US population.
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in the United States support health
care professionals asking men about
intimate partner violence,12 primary
TFA Delivered
TFA Received
TFA Both Delivered
Only, AOR
Only, AOR
and Received,
care clinicians can consider queryCharacteristic
(95% CI)
(95% CI)
AOR (95% CI)
ing not only about intimate partner
violence but also about TFA among
Demographics
male patients. Men who reported
Age: per year
1.05 (0.95-1.16)
0.94 (0.87-1.02)
0.96 (0.92-1.01)
ever having mental health care
a
Race/ethnicity
visits had higher odds of TFA both
b
Black non-Hispanic
1.02 (0.20-5.36)
1.19 (0.35-4.03)
2.83 (1.44-5.58)
delivered and received. Given this
c
c
2.55 (1.01-6.43)
1.53 (0.89-2.63)
Hispanic
2.72 (1.13-6.57)
association, primary care physicians
Another non-Hispanic
1.95 (0.44-8.65)
2.95 (0.79-11.0)
2.54 (0.96-6.72)
can consider assessing TFA among
Multiracial non-Hispanic
0.22 (0.02-3.21)
1.87 (0.61-5.72)
0.31 (0.07-1.43)
male patients who use mental health
Educationd
services. Three screening tools
High school education
0.48 (0.12-1.86)
0.40 (0.06-2.55)
0.90 (0.33-2.47)
for intimate partner violence—the
Some college
1.51 (0.44-5.20)
0.50 (0.08-2.94)
0.92 (0.33-2.52)
Hurt, Insult, Threaten, and Scream
Bachelor’s degree or higher
1.36 (0.40-4.69)
0.72 (0.12-4.47)
0.77 (0.27-2.14)
Brief Domestic Violence tool, the
Employed
4.25 (0.62-29.2)
1.04 (0.38-2.82)
1.61 (0.90-2.88)
Partner Violence Screen, and the
Index of Spousal Abuse—have been
Smartphone use
b
validated in women and are now
Owns a smartphone
0.72 (0.29-1.82)
0.70 (0.29-1.69)
1.80 (1.05-3.09)
showing promise in primary care
Health service use
and emergency medicine settings
1.19 (0.78-1.83)
Primary care connection
0.83 (0.39-1.77)
0.43b (0.22-0.86)
for identifying male intimate partEmergency department visits
0.83 (0.33-2.08)
1.14 (0.49-2.62)
1.49 (0.89-2.50)
ner violence perpetration or vicMental health care visits
0.71 (0.28-1.82)
0.95 (0.48-1.89)
1.86b (1.16-2.98)
timization.23,24 Although these tools
Mental health problems and
still need further validation in male
substance use
patients, primary care clinicians can
Depression
1.48 (0.49-4.40)
0.41 (0.09-1.85)
0.97 (0.45-2.10)
consider expanding some of the
e
Alcohol misuse
1.00 (0.91-1.10)
1.06 (0.98-1.15)
1.10 (1.04-1.17)
tools’ questions to include TFA.
b
0.83 (0.64-1.07)
1.08 (0.94-1.24)
Marijuana use
1.31 (1.02-1.68)
Alcohol misuse, marijuana use,
c
c
b
2.86 (1.48-5.54)
Prescription opioid non2.43 (1.34-4.39)
1.79 (1.04-3.08)
and prescription pain medication
medical use
use for nonmedical reasons were
AOR = adjusted odds ratio; TFA = technology-facilitated abuse.
associated with increased odds of
Reference group is White non-Hispanic.
TFA, findings that are consistent
P <.01.
P <.05.
with correlates of such abuse among
Reference group is less than high school.
adolescents and youth.25-27 Although
P <.001.
depression, education level, and
Notes: Results of multinomial logistic regression analysis using no TFA as the reference category. Data are weighted for the US
population.
employment status have been associated with increased intimate partreceived-only, and 1 in 4 TFA both delivered and received.
ner violence,28,29 these characteristics were not correlated with
These rates are similar to national past-year estimates of male
TFA in our study. This difference may reflect our controlling
intimate partner violence victimization, with 5% experiencing
for other factors typically associated with intimate partner
contact sexual violence, physical violence, or stalking,21 and
violence,28,29 or possibly differing effects of depression, edu22
18% experiencing psychological aggression. Notably, the
cation level, and employment status for men compared with
largest group of men reporting TFA were those in the group
women. Men identifying as non-Hispanic Black had increased
both delivering and receiving abuse. This finding is similar
odds of TFA both delivered and received, and men identifyto other data demonstrating that the largest group of men
ing as Hispanic had increased odds of TFA delivered-only and
reporting physical intimate partner violence were those both
received-only. Other national studies have shown lower lifereceiving and delivering it, compared with those only delivertime physical and sexual violence and stalking victimization
ing or only receiving.12 Taken together, these results highlight
reported by White men as compared with self-identified Black,
the complexity of identifying and responding to intimate
Native American, or multiracial men,22 and large health care–
partner violence and TFA among men, given that delivery
based studies have shown increased odds of physical intimate
and receipt commonly occur together.
partner violence perpetration and victimization among young
Men who had a primary care physician had lower odds of
men of Black vs White or other race.17 These racial and ethnic
reporting TFA received. Given that 9 out of 10 young men
findings likely represent unmeasured socioeconomic factors,
Table 2. Multivariate Associations of Characteristics With TFA (N = 1,079)

a

b
c

d
e
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neighborhood factors, or both. Additionally, the observed
disparities by race demonstrate the need for culturally and
contextually designed interventions to equitably address these
health disparities among minority men.30,31
Men who owned smartphones were more likely to report
TFA both delivered and received. Primary care physicians
may use this association to consider developing and delivering
TFA interventions by smartphones. Digital interventions are
being used for alcohol and drug use disorders,32,33 and these
substance-use interventions could be adapted to include TFA.
Additionally, tailored online intimate partner violence interventions that show success for helping women experiencing
intimate partner violence could be expanded to include men
while including TFA-specific interventions.34
Our cross-sectional survey can assess only associations
with and not causation of TFA among men. Experiences
of TFA delivered and received were self-reported measures
without context or input from partners and did not include
reports of in-person or technology-facilitated physical or
sexual abuse. Our data were collected in 2014, and given the
continued expansion of communication technologies and
applications, TFA prevalence may have changed since then.
Additionally, we did not assess men’s sending or receiving of
sexually explicit photos, and we did not have questions on
transgender and cisgender status, or gender identity. Future
research can measure expanded forms of TFA and gender
identity among men. With these limitations in mind, our
study contributes to physician understanding of TFA by
demonstrating that past-year TFA was prevalent and associated with primary care and mental health service use, alcohol
misuse, and substance use. Primary care physicians can consider assessing TFA among their male patients and developing
interventions to mitigate this behavior.
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