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Association Between Men’s Exposure to Intimate Partner Violence
and Self-reported Health Outcomes in New Zealand
Brooklyn M. Mellar, MPH; Pauline J. Gulliver, PhD; Vanessa Selak, PhD; Ladan Hashemi, PhD; Tracey K. D. McIntosh, PhD, MNZM; Janet L. Fanslow, PhD, MNZM

Abstract

IMPORTANCE Health implications of intimate partner violence (IPV) against men is relatively
underexplored, although substantial evidence has identified associations between IPV and long-term
physical health problems for women. Given the gendered differences in IPV exposure patterns,
exploration of men’s IPV exposure and health outcomes using population-based samples is needed.

OBJECTIVE To assess the association between men’s lifetime IPV exposure and self-reported health
outcomes.

DESIGN, SETTING, AND PARTICIPANTS This cross-sectional study analyzed data from the 2019
New Zealand Family Violence Study, which was conducted across 3 regions of New Zealand. The
representative sample included ever-partnered men aged 16 years or older. Data analysis was
performed between May and September 2022.

EXPOSURES Lifetime IPV against men by types (physical [severe or any], sexual, psychological,
controlling behaviors, and economic abuse), any IPV (at least 1 type), and number of IPV types
experienced.

MAIN OUTCOMES AND MEASURES The 7 health outcomes were poor general health, recent pain
or discomfort, recent use of pain medication, frequent use of pain medication, recent health care
consultation, any diagnosed physical health condition, and any diagnosed mental health condition.

RESULTS The sample comprised 1355 ever-partnered men (mean [SD] age, 51.3 [16.9] years), who
predominantly identified as heterosexual (96.9%; 95% CI, 95.7%-97.8%). Half of the sample
(49.9%) reported experiencing any lifetime IPV, of whom 62.1% reported at least 2 types. Of all
sociodemographic subgroups, unemployed men had the greatest prevalence of reporting exposure
to any IPV (69.2%) and all IPV types. After adjustment for sociodemographic factors, men’s exposure
to any lifetime IPV was associated with an increased likelihood of reporting 4 of the 7 assessed health
outcomes: poor general health (adjusted odds ratio [AOR], 1.78; 95% CI, 1.34-2.38), recent pain or
discomfort (AOR, 1.65; 95% CI, 1.21-2.25), recent use of pain medication (AOR, 1.27; 95% CI,
1.00-1.62), and any diagnosed mental health condition (AOR, 1.66; 95% CI, 1.11-2.49). Specific IPV
types were inconsistently associated with poor health outcomes. Any physical IPV exposure was
associated with poor general health (AOR, 1.80; 95% CI, 1.33-2.43), recent pain or discomfort (AOR,
2.23; 95% CI, 1.64-3.04), and frequent use of pain medication (AOR, 1.69; 95% CI, 1.08-2.63), which
appeared to be associated with exposure to severe physical IPV. Exposure to sexual IPV, controlling
behaviors, and economic abuse was not associated with any assessed outcomes after
sociodemographic adjustment. Experience of a higher number of IPV types did not show a clear
stepwise association with number of health outcomes.

(continued)

Key Points
Question Is men’s lifetime exposure to

specific, any, and/or multiple types of

intimate partner violence (IPV)

associated with poor health outcomes?

Findings In this cross-sectional study of

1355 ever-partnered men in New

Zealand, exposure to IPV, particularly

severe physical IPV, was associated with

an increased likelihood of reporting poor

health outcomes. However, associations

with poor health were inconsistent, and

a cumulative pattern by exposure to

multiple types of IPV was not observed.

Meaning Findings suggest that while

men can experience IPV and its adverse

health consequences, IPV against men

does not consistently contribute to

men’s poor health outcomes at the

population level; gender-appropriate

clinical approaches are needed if IPV

against men is identified.
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Abstract (continued)

CONCLUSIONS AND RELEVANCE Results of this study indicate that exposure to IPV can adversely
affect men’s health but is not consistently a factor in men’s poor health at the population level. These
findings do not warrant routine inquiry for IPV against men in clinical settings, although appropriate
care is needed if IPV against men is identified.

JAMA Network Open. 2023;6(1):e2252578. doi:10.1001/jamanetworkopen.2022.52578

Introduction

Intimate partner violence (IPV) is a global health and social issue that includes physical and
psychological aggression, sexual coercion, and controlling behaviors within intimate relationships.1

As the most widespread type of violence against women in the world, IPV is considered a gendered
issue.2 However, estimates suggest that approximately one-third of men also experience IPV in their
lifetime.3 Intimate partner violence against men remains relatively underexplored in the literature,
and existing research has often used small or nonrepresentative convenience samples.4-7

Furthermore, most research has gathered data on physical and/or sexual IPV exposure,8 whereas
other IPV types (eg, psychological abuse and controlling behaviors) have been underassessed.9

Caution is needed about assumptions regarding similarities in the contexts and implications of IPV
experienced by men and women, as evidence indicates that IPV patterns are gendered.4,5,10

While the health implications of men’s IPV exposure remain underexplored,7,11-13 evidence
consistently shows that women’s IPV exposure is associated with a wide range of long-term physical
(eg, cardiovascular, gynecological, endocrine, somatic, and neurological diseases) and mental (eg,
depression, anxiety, suicide, and substance abuse) health issues.14-18 Limited research has examined
IPV among gay and bisexual men, who have reported health outcomes of IPV that were similar to
those reported by women who experienced violence from male partners,5 and has found greater
implications of IPV in this population compared with heterosexual men.19 Globally, an estimated
40% to 70% of women who are murdered are killed by their intimate partners,20 and the proportion
of homicides committed by an intimate partner is 6 times higher in homicides of women than men.21

The severity, frequency, and duration of IPV have been established as factors in worsened outcomes
for women.14,20,22 Associations between trauma and physical health have been attributed to
psychological, biological, social, and behavioral pathways.23-25 Stressors related to IPV are
hypothesized to play a role in chronic inflammatory states, which can lead to adverse health
outcomes.26,27 Posttraumatic stress disorder and depression, also associated with IPV severity and
frequency, have been shown to play a role in worsened symptoms and progression of various health
conditions and are purported to mediate between IPV and poor health.15,16,28,29

In research including men’s experiences, evidence suggests that IPV-related physical and
mental health outcomes differ between men and women.10-12,30-34 For example, a 2005 study found
that among those who were exposed to lifetime IPV, women reported a greater number of health
issues (including cardiovascular diseases) than men and had larger effect sizes for most health
conditions associated with IPV.31 A population-based US study35 found that men who were exposed
to at least 1 type of IPV were considerably more likely to report 7 of 10 health conditions (excluding
irritable bowel syndrome, diabetes, and hypertension), whereas women had increased risk for all 10
conditions. Another study36 indicated that men who were exposed to IPV were most likely to report
externalized mental health issues such as behavioral disorders and substance use disorder, but
women’s IPV experience was associated with a wider range of mental health outcomes.

Published findings from the population-based 2019 New Zealand Family Violence Study/He
Koiora Matapopore (NZFVS)37 identified gendered differences in IPV exposure. It reported that men
experienced fewer IPV acts than women: of those who experienced physical IPV, 8% of women
reported more than 5 acts compared with less than 1% of men, and severe physical acts and injuries
related to IPV were more prevalent in women. To determine if these gendered differences in patterns
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of IPV exposure differently altered health outcomes, IPV against men and its adverse health
outcomes must be assessed separately from outcomes of IPV against women. This study sought to
extend understanding and address the limitations of previous studies by assessing the association
between men’s lifetime IPV exposure (disaggregated by IPV severity, IPV type, and cumulative
exposure) and self-reported health outcomes using data from the NZFVS.

Methods

Methods for the 2019 NZFVS have been described elsewhere38 but are presented briefly herein. The
NZFVS was a population-based retrospective cross-sectional survey based on the internationally
standardized World Health Organization (WHO) Multi-Country Study on Women's Health and
Domestic Violence Against Women questionnaire, which was adapted to the New Zealand context
after consultation with governmental and expert advisors.38 The NZFVS was conducted from March
2017 to March 2019 across 3 regions, which accounted for approximately 40% of the New Zealand
population and covered a range of ethnicities and urbanicity.38 This study adhered to the WHO
ethical guidelines for the conduct of violence against women research. Ethics approval was granted
by the University of Auckland Human Participants Ethics Committee.38 All participants provided
written consent before the interview. We followed the Strengthening the Reporting of Observational
Studies in Epidemiology (STROBE) reporting guideline.39

Random sampling was conducted within primary sampling units, in which every second and
sixth house from a random starting point was selected.38,40 Nonresidential and short-term
residential properties, rest homes, and retirement villages were excluded. For survey discretion, only
1 randomly selected person per household was eligible to participate.38 Participants had to be 16
years of age or older, be able to speak conversational English, and have resided in the house for at
least 4 nights a week for at least 1 month.38 Interviewers made up to 7 visits to each selected
household to maximize recruitment.38

The NZFVS included complete interview data from 2887 total participants, including 1423 men,
a response rate of 61.3% of the eligible men contacted (Figure). The ethnic and area deprivation
composition of the NZFVS sample was closely representative of the New Zealand population,
although Asian respondents, Māori men, and younger age groups were slightly
underrepresented.38,41,42 For the present cross-sectional study, the data set was restricted to ever-
partnered men (n = 1355), regardless of sexual orientation.

Seven self-reported health outcomes were assessed: poor general health, recent pain or
discomfort, recent use of pain medication, frequent use of pain medication, recent health care
consultation, any diagnosed physical health condition, and any diagnosed mental health condition.
The responses were dichotomized (eTable in Supplement 1).

Participants’ exposure to IPV was assessed using questions pertaining to lifetime experience of
violent behaviors of any current or previous partner (eTable in Supplement 1). Dichotomous variables
(ever or never) were created for lifetime exposure (at least 1 act) to each of 5 IPV types (physical,
sexual, psychological, controlling behaviors, and economic abuse). Physical IPV was disaggregated
into moderate (eg, slapping and pushing) or severe (eg, kicking and choking) according to WHO
classifications, which are based on the likelihood of inflicting injury.43 Severe physical IPV was
defined as experiencing at least 1 severe physical behavior, whether or not moderate behaviors were
present. Any lifetime IPV was defined as reported exposure to at least 1 IPV type. A count variable
was produced for number of IPV types experienced (no exposure, 1, 2, 3, and 4 or 5).

Sociodemographic characteristics (age, prioritized ethnicity [including Asian; Māori; Middle
Eastern, Latin American, and African; New Zealand European; and Pacific peoples], food security
status, employment status, and educational level) were collected to examine the prevalence of
health outcomes among population subgroups and to adjust for potential confounding in
multivariable analyses (eTable in Supplement 1).
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Statistical Analysis
All analyses were conducted in Stata, version 16.0 (StataCorp LLC).44 Survey functions were used to
account for sampling methods by weighting data by the number of eligible participants in each
household. There was less than 1% missing data for all exposure and outcome variables, except for
economic abuse (1.9%).

Weighted proportions described the prevalence of IPV types by sociodemographic
characteristics (Table 1) and exposure to multiple IPV types (Table 2 and Table 3). Bivariate and
multivariable logistic regressions were run to calculate the odds of experiencing health outcomes for
those who were exposed to different IPV types (compared with those who did not report
experiencing each type), any IPV type (Table 2 and Table 3), and multiple IPV types (Table 4). Age
and prioritized ethnicity were included in multivariable analyses to account for differences in health
status across groups.45 Covariates for socioeconomic status (food security status, employment

Figure. Flowchart of the 2019 New Zealand Family Violence Study Recruitment and Refinement
for the Present Study Sample

9568 Approached for participation in 2019 New Zealand Family Violence Study

8036 Total eligible HH

6232 HH agreed to participate

4710 Total eligible individuals

2943 Selected individuals agreed (62.3%)

2888 Final survey sample size

1423 Males in refinement for this study

1355 Ever-partnered men in sample for this study

1532 Excluded
522 No HH member home

140 Entire HH absent for extended period
110 All HH members spoke foreign language
26 Dwelling destroyed

404 Dwelling inaccessible
330 Dwelling vacant

1522 Excluded
1070 No eligible person

92 Selected person incapacitated

251 Selected person not at home
109 Selected person speaks foreign language

1465 Excluded
1464 Female

1 Other sex

68 Excluded
65 Never partnered
3 Missing partnered data

1804 Excluded because HH refused to participate (22.4%)

1767 Excluded because selected individual refused (37.5%)

55 Excluded with incomplete interview

HH indicates household.
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status, and educational level) improved model fit and were therefore included in multivariable
analyses.

Results are reported herein with 95% CIs. Statistical significance was set at P < .05. Data
analysis was performed between May and September 2022.

Table 1. Sociodemographic Characteristics and Prevalence of Lifetime IPV Exposure for Men in the 2019 New Zealand Family Violence Study

Characteristic
Participants,
No. (%)

IPV type, No. (weighted %)

Physical

Sexual Psychological
Controlling
behaviors

Economic
abuse Any lifetimeSevere Any

All participants 1355 171 (12.8) 391 (29.4) 28 (2.1) 545 (39.9) 262 (20.2) 158 (11.5) 682 (49.9)

Age group, y

16-29 153 (15.6) 23 (13.5) 49 (29.6) 8 (4.3) 60 (35.0) 43 (27.6) 11 (4.9) 76 (46.9)

30-49 477 (34.0) 54 (11.8) 139 (29.0) 8 (1.6) 210 (44.2) 99 (21.7) 59 (12.7) 258 (53.5)

50-69 507 (36.7) 81 (16.4) 165 (34.5) 11 (2.1) 230 (45.1) 102 (20.2) 71 (14.6) 279 (54.9)

≥70 216 (13.7) 13 (5.3) 37 (16.2) 1 (0.5) 43 (20.3) 17 (7.6) 17 (7.7) 67 (30.4)

Ethnicity

Asian 194 (17.4) 14 (7.9) 36 (21.6) 1 (0.7) 52 (28.3) 34 (20.9) 12 (6.5) 72 (37.4)

Māori 118 (8.9) 29 (23.0) 48 (37.2) 6 (4.7) 60 (46.0) 35 (27.0) 30 (25.9) 68 (53.4)

Middle Eastern, Latin American, and African 21 (1.5) 1 (8.0) 3 (16.7) NA 7 (41.7) 6 (32.0) 2 (8.0) 8 (44.0)

New Zealand European 940 (64.5) 117 (13.2) 282 (31.0) 20 (2.3) 396 (42.6) 167 (18.2) 102 (11.0) 490 (52.4)

Pacific peoples 80 (7.7) 10 (10.1) 22 (27.9) 1 (0.8) 30 (37.2) 20 (25.6) 12 (11.6) 44 (55.0)

Educational level

Primary and secondary 578 (43.6) 77 (13.6) 162 (28.9) 10 (1.8) 217 (37.9) 121 (20.9) 72 (12.2) 280 (48.9)

Tertiary 774 (56.4) 94 (12.3) 229 (29.9) 18 (2.3) 328 (41.7) 141 (19.8) 86 (11.0) 402 (50.9)

Food security status

Secure 1127 (82.6) 126 (11.0) 299 (26.9) 18 (1.6) 430 (37.8) 195 (18.1) 113 (10.0) 542 (47.5)

Insecure 219 (17.4) 45 (21.9) 90 (41.4) 10 (4.6) 113 (50.2) 65 (29.8) 44 (19.1) 137 (61.8)

Employment status

Student 50 (5.8) 2 (7.2) 10 (20.6) NA 17 (28.9) 11 (24.7) 2 (2.2) 21 (42.3)

Unemployed or houseworka 81 (6.7) 23 (31.5) 33 (46.7) 6 (8.4) 43 (53.3) 30 (36.5) 24 (29.0) 55 (69.2)

Employed 973 (71.7) 124 (12.3) 296 (30.5) 21 (2.0) 412 (42.0) 193 (20.2) 109 (11.0) 510 (51.6)

Retired 249 (15.9) 22 (9.5) 52 (21.1) 1 (0.4) 73 (29.9) 28 (12.2) 23 (10.4) 96 (38.0)

Abbreviations: IPV, intimate partner violence; NA, not applicable.
a Categories were combined due to low numbers reported for housework.

Table 2. Association Between Exposure to Physical and Sexual IPV and Health Outcomesa

Health outcome

No. of
participants
(weighted %)

Physical IPV

Sexual IPVModerate Severe Any

OR (95% CI) AOR (95% CI)b OR (95% CI) AOR (95% CI)b OR (95% CI) AOR (95% CI)b OR (95% CI) AOR (95% CI)b

Poor general health 293
(22.0)

1.40
(0.99-1.97)

1.34
(0.91-1.95)

2.32
(1.60-3.37)c

1.92
(1.32-2.80)c

2.07
(1.56-2.75)c

1.80
(1.33-2.43)c

2.28
(1.03-5.06)c

1.55
(0.58-4.17)

Recent pain or discomfort 293
(20.0)

1.66
(1.18-2.33)c

1.71
(1.18-2.47)c

2.65
(1.80-3.91)c

2.03
(1.36-3.04)c

2.50
(1.89-3.32)c

2.23
(1.64-3.04)c

3.24
(1.39-7.57)c

2.10
(0.93-4.76)

Recent use of pain medication 535
(38.0)

1.09
(0.79-1.48)

1.03
(0.75-1.42)

1.58
(1.11-2.26)c

1.33
(0.93-1.89)

1.36
(1.06-1.74)c

1.19
(0.93-1.53)

1.29
(0.61-2.76)

1.02
(0.50-2.08)

Frequent use of pain medication 136
(9.1)

1.24
(0.75-2.03)

1.25
(0.75-2.08)

2.23
(1.38-3.61)c

1.76
(1.06-2.95)c

1.90
(1.26-2.87)c

1.69
(1.08-2.63)c

0.97
(0.28-3.31)

0.63
(0.15-2.57)

Recent health care consultation 411
(28.4)

0.91
(0.66-1.27)

0.99
(0.70-1.39)

1.39
(0.93-2.07)

1.31
(0.89-1.95)

1.14
(0.87-1.49)

1.16
(0.88-1.52)

1.07
(0.45-2.51)

0.96
(0.39-2.34)

Any diagnosed physical
health condition

575
(39.8)

0.96
(0.68-1.35)

1.02
(0.72-1.45)

1.27
(0.89-1.81)

1.20
(0.82-1.76)

1.11
(0.86-1.45)

1.13
(0.86-1.49)

1.36
(0.60-3.09)

1.44
(0.65-3.15)

Any diagnosed mental
health condition

140
(9.6)

1.14
(0.72-1.81)

1.04
(0.64-1.68)

2.26
(1.41-3.64)c

1.55
(0.97-2.47)

1.81
(1.24-2.65)c

1.36
(0.92-1.99)

4.14
(1.65-10.37)c

2.17
(0.94-5.00)

Abbreviations: AOR, adjusted odds ratio; IPV, intimate partner violence; OR, odds ratio.
a Reference for each IPV type was no exposure to this type.
b Adjusted for age, ethnicity, food security status, employment status, and educational level.
c Statistically significant at P < .05.
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Results

A total of 1355 ever-partnered men, with a mean (SD) age of 51.3 (16.9) years, were included in the
analysis. The sample predominantly identified as heterosexual (96.9%; 95% CI, 95.7%-97.8%) and
was composed of 17.4% Asian; 8.9% Māori; 1.5% Middle Eastern, Latin American, and African; 64.5%
New Zealand European; and 7.7% Pacific men. Sociodemographic characteristics of the sample are
presented in Table 1.

Prevalence rates were 29.4% for physical IPV, 39.9% for psychological IPV, 2.1% for sexual IPV,
20.2% for controlling behaviors, and 11.5% for economic abuse. Half (49.9%) of the sample reported
experiencing any of the 5 IPV types in their lifetime (Table 1). Among men with exposure to any IPV,
the weighted percentage exposed to 1 type was 37.9%, 32.5% to 2 types, 17.5% to 3 types, and 12.2%
to 4 or 5 types (Table 4). Of the full sample, 18.9% of men experienced 1 type of IPV, 16.2%
experienced 2 types, 8.7% experienced 3 types, and 6.1% experienced 4 or 5 types (Table 4).

Men in the oldest age group (�70 years) had the lowest prevalence of reporting exposure to
any IPV (30.4%) and each IPV type, aside from economic abuse (Table 1). Pacific men had the highest

Table 3. Association Between Exposure to Psychological, Controlling, and Economic IPV and Health Outcomesa

Health outcome

No. of
participants
(weighted %)

Psychological IPV Controlling behaviors Economic abuse Any lifetime IPV

OR (95% CI) AOR (95% CI)b OR (95% CI) AOR (95% CI)b OR (95% CI) AOR (95% CI)b OR (95% CI) AOR (95% CI)b

Poor general health 293
(22.0)

1.94
(1.45-2.59)c

1.87
(1.38-2.53)c

1.55
(1.10-2.17)c

1.26
(0.88-1.81)

1.82
(1.21-2.73)c

1.47
(0.98-2.21)

1.89
(1.42-2.52)c

1.78
(1.34-2.38)c

Recent pain or discomfort 293
(20.0)

1.50
(1.12-2.00)c

1.30
(0.95-1.77)

1.28
(0.91-1.81)

1.20
(0.83-1.73)

1.58
(1.06-2.36)c

1.16
(0.75-1.79)

1.85
(1.39-2.46)c

1.65
(1.21-2.25)c

Recent use of pain medication 535
(38.0)

1.34
(1.05-1.70)c

1.11
(0.86-1.44)

1.16
(0.85-1.58)

1.13
(0.83-1.54)

1.37
(0.96-1.96)

1.03
(0.72-1.47)

1.51
(1.20-1.90)c

1.27
(1.00-1.62)c

Frequent use of pain medication 136
(9.1)

1.07
(0.71-1.61)

0.94
(0.60-1.46)

1.02
(0.62-1.69)

1.01
(0.61-1.67)

1.14
(0.64-2.02)

0.71
(0.39-1.28)

1.14
(0.76-1.72)

0.99
(0.63-1.54)

Recent health care consultation 411
(28.4)

1.20
(0.93-1.54)

1.28
(0.98-1.68)

1.09
(0.77-1.54)

1.21
(0.87-1.69)

1.49
(1.03-2.14)c

1.26
(0.87-1.82)

1.16
(0.90-1.49)

1.24
(0.95-1.61)

Any diagnosed physical
health condition

575
(39.8)

1.07
(0.85-1.34)

1.15
(0.89-1.47)

0.88
(0.65-1.19)

1.04
(0.76-1.42)

1.27
(0.89-1.80)

1.06
(0.72-1.57)

1.08
(0.85-1.37)

1.17
(0.91-1.52)

Any diagnosed mental
health condition

140
(9.6)

2.05
(1.44-2.93)c

1.56
(1.09-2.25)c

1.76
(1.14-2.73)c

1.50
(0.97-2.32)

1.40
(0.84-2.33)

0.97
(0.57-1.66)

2.15
(1.46-3.16)c

1.66
(1.11-2.49)c

Abbreviations: AOR, adjusted odds ratio; IPV, intimate partner violence; OR, odds ratio.
a Reference for each IPV type was no exposure to this type.
b Adjusted for age, ethnicity, food security status, employment status, and educational level.
c Statistically significant at P < .05.

Table 4. Association Between Number of IPV Types Experienced and Health Outcomesa

Health outcome

Number of IPV types

1 2 3 4 or 5
OR (95% CI) AOR (95% CI)b OR (95% CI) AOR (95% CI)b OR (95% CI) AOR (95% CI)b OR (95% CI) AOR (95% CI)b

Poor general health 1.56
(1.09-2.22)c

1.64
(1.13-2.38)c

1.81
(1.22-2.69)c

1.83
(1.23-2.71)c

1.92
(1.17-3.17)c

1.51
(0.86-2.64)

3.45
(2.03-5.86)c

2.62
(1.51-4.55)c

Recent pain or discomfort 1.65
(1.13-2.40)c

1.56
(1.04-2.34)c

1.61
(1.09-2.37)c

1.51
(1.02-2.25)c

2.15
(1.32-3.49)c

1.94
(1.14-3.30)c

2.84
(1.67-4.81)c

1.95
(1.07-3.57)c

Recent use of pain medication 1.76
(1.29-2.39)c

1.48
(1.06-2.05)c

1.38
(0.97-1.97)

1.19
(0.84-1.68)

0.99
(0.64-1.54)

0.89
(0.56-1.43)

2.15
(1.32-3.51)

1.51
(0.94-2.44)

Frequent use of pain medication 0.93
(0.51-1.68)

0.83
(0.44-1.55)

1.19
(0.69-2.07)

1.11
(0.62-1.98)

1.24
(0.64-2.37)

1.08
(0.51-2.30)

1.58
(0.75-3.33)

1.08
(0.51-2.32)

Recent health care consultation 1.19
(0.84-1.70)

1.26
(0.88-1.81)

0.90
(0.63-1.29)

1.00
(0.69-1.44)

1.35
(0.83-2.21)

1.54
(0.93-2.53)

1.58
(0.96-2.62)

1.48
(0.90-2.44)

Any diagnosed physical
health condition

1.10
(0.80-1.51)

1.18
(0.84-1.66)

1.04
(0.74-1.48)

1.17
(0.83-1.65)

0.99
(0.65-1.53)

1.19
(0.74-1.92)

1.22
(0.76-1.95)

1.12
(0.66-1.90)

Any diagnosed mental
health condition

1.84
(1.13-3.01)c

1.61
(0.93-2.78)

2.20
(1.31-3.69)c

1.76
(1.04-2.97)c

2.08
(1.08-4.01)c

1.46
(0.79-2.69)

3.18
(1.68-6.04)c

1.87
(0.92-3.79)

Abbreviations: AOR, adjusted odds ratio; IPV, intimate partner violence; OR, odds ratio.
a Reference was no exposure (n = 667 [50.1%, weighted]).
b Adjusted for age, ethnicity, food security status, employment status, and educational level.
c Statistically significant at P < .05.
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prevalence of reporting any IPV exposure (55.0%), and Māori men had the highest prevalence of
reported experience of each IPV type, except for economic abuse (Table 1). Asian men had the lowest
prevalence of exposure to any IPV (37.5%) compared with respondents of other ethnicities. Of all
sociodemographic subgroups, men who were unemployed or did housework had the greatest
prevalence of reporting exposure to any IPV (69.2%) and each IPV type (Table 1). Due to a low
number of nonheterosexual participants, analyses could not be run by sexual orientation subgroups.
However, it is important to note that sexual IPV was disproportionately experienced by those who
identified as either gay, bisexual, or other sexual identity (14.6%), and all other IPV types were
experienced proportionately (approximately 3% of those with gay, bisexual, or other sexual identity).

Regardless of IPV exposure, the most common health outcome reported was any diagnosed
physical health condition (39.8%), and 28.4% of men recently consulted a health care professional
(Table 2). The least prevalent health outcome was frequent use of pain medication (9.1%).

Health outcomes were more prevalent among men 50 years or older, Māori and Pacific men,
those with primary and secondary educational level, and those with food insecurity. For example, a
diagnosed physical health condition was reported by 54.8% of men 50 years or older (vs 24.7% of
those younger than 50 years), by 49.8% of Māori men (vs 44.1% of New Zealand European; 36.7% of
Pacific; 32.0% of Middle Eastern, Latin American, or African; and 21.0% of Asian men), and by 46.2%
of men with food insecurity status (vs 38.5% of those with food security).

Men’s exposure to severe physical IPV was associated with reports of poor general health
(adjusted odds ratios [AOR], 1.92; 95% CI, 1.32-2.80), recent pain or discomfort (AOR, 2.03; 95% CI,
1.36-3.04), and frequent use of pain medication (AOR, 1.76; 95% CI, 1.06-2.95) (Table 2). Experience
of moderate physical IPV was associated with increased likelihood of reporting recent pain or
discomfort (AOR, 1.71; 95% CI, 1.18-2.47) but no other assessed health outcomes (Table 2).

Of the 5 IPV types, exposure to physical IPV was associated with the highest count of health
outcomes (3) after adjustment for sociodemographic characteristics: poor general health (AOR, 1.80;
95% CI, 1.33-2.43), recent pain or discomfort (AOR, 2.23; 95% CI, 1.64-3.04), and frequent use of
pain medication (AOR, 1.69; 95% CI, 1.08-2.63) (Table 2). Experience of psychological IPV was
associated with increased likelihood of poor general health (AOR, 1.87; 95% CI, 1.38-2.53) and any
diagnosed mental health condition (AOR, 1.56; 95% CI, 1.09-2.25) (Table 3). After adjustment for
sociodemographic characteristics, exposure to controlling behaviors, sexual IPV, and economic
abuse was not associated with any assessed health outcomes. After adjustment for
sociodemographic characteristics, any lifetime IPV was associated with experiencing 4 of the 7
assessed health outcomes: poor general health (AOR, 1.78; 95% CI, 1.34-2.38), recent pain or
discomfort (AOR, 1.65; 95% CI, 1.21-2.25), recent use of pain medication (AOR, 1.27; 95% CI,
1.00-1.62), and any diagnosed mental health condition (AOR, 1.66; 95% CI, 1.11-2.49) (Table 3).

There was minimal evidence of a cumulative association between number of IPV types
experienced and health outcomes (Table 4). Exposure to recent pain or discomfort was the only
health outcome associated with each number of IPV types. However, a clear stepwise association
was not evident as AORs ranged from 1.51 (95% CI, 1.02-2.25) for exposure to 2 IPV types, to 1.56
(95% CI, 1.04-2.34) for 1 type, to 1.94 (95% CI, 1.14-3.30) for 3 types, and to 1.95 (95% CI, 1.07-3.57)
for 4 or 5 types. Compared with those who were unexposed to IPV, men experiencing 4 or 5 IPV
types were also significantly more likely to report poor general health (AOR, 2.62; 95% CI, 1.51-4.55).

Discussion

Prevalence rates of exposure to IPV against men in this study were slightly higher than in other
studies. A review article46 found that prevalence rates ranged from 3.4% to 20.3% for physical IPV
(29.4% in this sample), 7.3% to 37% for psychological IPV (39.9% in this sample), and 0.2% to 7% for
sexual violence (2.1% in this sample).

Overall, exposure to any lifetime IPV against men was associated with increased likelihood of
self-reporting 4 of the 7 assessed health outcomes. However, specific IPV types were inconsistently
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associated with poor health outcomes. Participants who reported exposure to any physical IPV had
the greatest number of associations with the 7 assessed health outcomes. These associations
appeared to be associated with exposure to severe, as opposed to moderate, physical IPV.
Experiences with sexual IPV, controlling behaviors, and economic abuse were not associated with
any of the assessed outcomes after adjustment for sociodemographic factors. While exposure to
increasing numbers of IPV types did not clearly show a stepwise association with health outcomes,
exposure to 4 or 5 IPV types was associated with an approximately 2-fold increased likelihood of
reporting poor general health and recent pain or discomfort.

By comparison, a companion study to the 2019 NZFVS found evidence of associations between
women’s lifetime IPV exposure and increased likelihood of reporting poor health outcomes across
all specific IPV types (B. M. Mellar, MPH, unpublished data, 2022). Together, these findings support
the assertions that IPV exposure affects the health of men and women differently and to varying
degrees.10-12,30-34

The different health consequences observed for men and women with IPV exposure may be
explained by gendered differences in the nature of the violence experienced.10 The present findings
reinforce the results of a previous study35 that men’s exposure to severe physical violence was
associated with increased odds of reporting a number of health conditions. Severe physical IPV
entails acts that are more likely to inflict injuries or gradual bodily harm, which may be directly related
to various health conditions.16,47 In the NZFVS, 43.7% of men who were exposed to any physical IPV
were exposed to severe physical acts compared with 58.7% of women (B. M. Mellar, MPH,
unpublished data, 2022). These results support previous evidence suggesting that men may be
primarily subjected to moderate violent acts, whereas women are at increased risk of experiencing
severe physical IPV.3,6,7,48 Similarly, a US population-based study found that differential patterns of
abuse were associated with differences in health outcomes between men and women; women were
over twice as likely to experience systematic abuse, defined by severe physical IPV and multiple IPV
types, which conferred substantially increased risk for adverse health outcomes.10 Furthermore,
lower reported prevalence of severe physical IPV among men may also signal less exposure to other
IPV types (particularly sexual IPV),49,50 which may partially explain the fewer observed associations
with health outcomes.

Psychological IPV has been posited as the most common type of IPV experienced by men,5,30 a
finding supported by data from the present study. However, exposure to psychological IPV was
associated with only 2 of the assessed health outcomes (poor general health and any diagnosed
mental health condition) in the present study; psychological IPV was the only type associated with
reporting of any diagnosed mental health condition. These associations are consistent with those
reported in limited research on men’s experience of psychological IPV.13,30 For women, a greater
number of associations were found between psychological IPV and health outcomes, which may be
due to differences in the co-occurrence of IPV types experienced by men and women (B. M. Mellar,
MPH, unpublished data, 2022). Women likely experience psychological IPV in combination with
other IPV types,51 which may compound health consequences; however, the same may not be true
for men. It is also possible that men were more likely to report infrequent or sporadic occurrences of
IPV behaviors, whereas women’s reports of IPV may have identified chronic patterns of IPV that are
associated with worse health outcomes.

Compared with men, women are more likely to experience IPV types that have been associated
with worse health outcomes, including sexual IPV, controlling behaviors, and stalking.12,52,53

Experience of these IPV types and injurious acts likely contribute to findings that women are more
likely to report fearing their violent partners.12,33,53,54 This claim is corroborated by the NZFVS
findings, with a substantially higher proportion of women than men reporting being afraid of their
partner (7.7% vs 1.5%; P < .001).37 Fear (or perceived danger)48 may play a key role in the
development of posttraumatic stress disorder and associated outcomes, thus leading to worse
health consequences for women with exposure to IPV.12 A qualitative study55 found that males who
experienced IPV did not consider physical violence by women threatening and believed they were
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not subjected to coercive control tactics. In the present study, exposure to at least 1 controlling
behavior was reported by 20.2% of men but was not associated with any health outcomes. In
contrast, studies (including the NZFVS) exploring women’s exposure to controlling behaviors have
found this IPV type to be consistently associated with numerous poor health outcomes (B. M. Mellar,
MPH, unpublished data, 2022).56 This finding further substantiates claims that experience of
controlling behaviors is a highly gendered phenomenon, and dynamics of power and control (which
often underpin other IPV types) may play a crucial role in the differences in health outcomes
between men and women who experience violent acts.57,58

Evidence suggests that exposure to multiple types of IPV (and other forms of violence) has a
dose-response association with or cumulative implication for health outcomes.20,35 In the present
study, a clear cumulative pattern was not observed with additional counts of IPV types reported by
men, including for mental health conditions. This finding is in contrast to results of previous
research.32 Of men who experienced any IPV in this study, 12.2% reported experiencing 4 or 5 IPV
types. In the NZFVS, of the women who experienced IPV, 20.7% experienced 4 or 5 IPV types, and a
strong cumulative pattern was observed (ie, significantly associated with all 7 health outcomes) (B.
M. Mellar, MPH, unpublished data, 2022). The lower number of men who reported experiencing
multiple IPV types in the present study may reflect a lower prevalence of such exposure in the wider
population. This finding would contribute to the statistical failure of these IPV number groupings to
be associated with health consequences, as the likelihood of type II error increases. In clinical
practice, men who are exposed to multiple IPV types may experience worsened health outcomes,
but this study did not find associations between multiple IPV exposures and disease burden at the
population level.

Research has found that violence perpetrated by women is primarily retaliatory (rather than
systematic) and motivated by self-defense and fear of their male partners.4,6,52,53,59 This pattern may
help to explain the minimal implications for health outcomes observed in men who reported IPV
exposure despite similar IPV prevalence for men and women.10

Strengths and Limitations
This study addressed a global gap in research on associations between IPV against men and their self-
reported health outcomes. We purposefully designed this analysis to address underexplored IPV
types using stringent sampling and data collection methods as well as a pretested and robust
questionnaire based on the WHO Multi-Country Study on Women's Health and Domestic Violence
Against Women. To our knowledge, this study was the first to explore the prevalence and health
implications of IPV among men in New Zealand. The community-based sample reflected the broader
New Zealand population, and not just those seeking help from health care or IPV support services.

Among the limitations of the study was that several sampling factors may have led to an
underestimation of the prevalence of IPV, such as exclusion of inaccessible housing, men who could
not speak English, and men residing in facilities such as prisons.38 While the NZFVS data collection
was conducted in compliance with WHO’s recommendations for maximizing participant safety and
disclosure,60 recall or social desirability biases may have compromised self-reported measures,
including IPV exposure.22 Biases may be a particular issue for men’s IPV disclosure, as some research
has indicated that men may underreport IPV against men due to stereotypes of masculinity and fears
of ridicule.6 Furthermore, men may be less likely to seek health care than women,61,62 thus reflecting
the lower prevalence of recent health care consultation, use of medication, and diagnoses of physical
and mental conditions in the present study. The study possibly captured a relatively healthy sample
by excluding those in rest homes and hospitals given that those who were unwell may have been less
likely to participate, thus underestimating the prevalence of health outcomes. A few point estimates
may be imprecise due to wide CIs. Furthermore, correlation does not equal causation; it is possible
that those with poor health are more likely to experience IPV.

Use of single-measure thresholds (at least 1 act) for each IPV type may have captured sporadic
occurrences rather than systematic patterns of violence or control. Other studies have suggested
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distinctions between typologies of situational couple violence and intimate terrorism.63 At present,
there is lack of consensus in the field regarding when psychologically aggressive acts meet the
thresholds for being defined as IPV.11,64 Analyses of the implications of specific IPV types for health
are indicative, but independent associations could not be examined as different types often co-occur.
Furthermore, this study did not differentiate between current and historical IPV, partner and
nonpartner violence,5,65 or sexual orientation. Future research exploring IPV against men with
diverse sexual identities is warranted, particularly for IPV-related behaviors that are unique to
these groups.66

Conclusions

In this cross-sectional study, although men and women experienced different health outcomes of
IPV, men’s exposure to IPV can still have adverse health consequences. The findings suggest that IPV
exposure may not consistently contribute to the poor health of men at the population level and that
routine inquiry for IPV against men is not warranted in clinical settings. However, appropriate care
and services are needed if IPV against men is identified. While gender-appropriate needs should be
factored into the design and delivery of violence prevention and intervention strategies, the nuances
and complexity of relationship contexts and individual life spans must be considered with sensitivity
to ensure safety and appropriate care for all who experience violence.
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