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Abstract
Background: Sweden is known for its strong views on equality between men and women. Nevertheless, if one scratches the surface, one will realize that intimate partner violence (IPV) is a problem
meriting much closer attention. Emergency nurses have an important role in identifying women who
have IPV experiences. Objective: To identify and investigate the occurrence of reported experienced
IPV during their lifetime among women seeking emergency care. Design: An explorative and comparative design was used based on answers on the Abuse Assessment Screen questionnaire and
some demographic data. The data was described and analyzed using the Statistical Package for the
Social Sciences version 21. Results: Of the 300 invited women visiting an emergency department in
a small town, 234 completed the questionnaire. Of these 234, 82 (35%) reported having experienced emotional; physical or sexual violence and 31 (13%) reported to being afraid of their
partner. Of the women 181 had one child or more and 58 (32%) of these reported having been
abused. Of all women, with four or more children, 75% (15) reported to have been abused, while
only 25% (5) reported no abuse. Of the 82 women who reported having been abused 12 (15%)
reported being abused in the course of the year prior to pregnancy and 9 (11%) during pregnancy,
often several times. The main abuser was the woman’s husband, boyfriend, cohabitating partner,
ex-partner, or someone else who was seen as a relative, e.g., a parent. Conclusion: Using the questionnaire AAS may contribute to identifying victims of intimate partner violence and increasing
health care practitioners’ attentiveness concerning the type of injury, frequency of care seeking
and actions that may indicate such violence lead to changes of the woman’s situation.
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1. Introduction
World Health Organization (WHO), according to Krug, Dahlberg, Mercy and Lozano [1], has declared that Intimate Partner Violence (IPV) is one of the most common forms of violence against women and therefore
represents a leading worldwide public health problem. National surveys in the late 1990s found the following
IPV percentages: Barbados (30%), Canada (29%), Egypt (34%), New Zealand (35%), Switzerland (21%) and
United States 25% [2]. In 2012, about 28,000 cases of violence against women were recorded in Sweden. The
number of reported assaults has been on the increase for several years. Meanwhile, crime victim surveys show
that a large part of the increase may be due to the fact that more crimes are actually reported [3]. The socioeconomic costs of IPV are estimated at between SEK 2695 million and SEK 3300 million per year. This health
problem is often viewed as a private matter making it difficult to identify [1]. Most women seeking care at
healthcare facilities usually seek care for other reasons rather than IPV. The injuries can be hidden or denied by
the women out of fear or for other reasons. Many women seek care at trauma centers, acute care facilities and
outpatient clinics for healthcare problems that may be indirect results of IPV. Healthcare personnel have a vital
role in identifying IPV as they meet women in different healthcare settings when they are seeking care and
treatment. Such a setting is the emergency department (ED) where patients seek care all days and nights. The
majority of prior studies [4]-[6] examining IPV in ED settings has been conducted in large, urban tertiary care
settings and may not reflect the experiences of women seen at community hospital EDs. Women who repeatedly
seek care at the ED may lead to questions about the possibilities of previous experiences of abuse or ongoing
abuse. Identifying IPV is of great importance as IPV is a crime but also leads to personal suffering, long-lasting
health problems and social consequences for women, their children and their families [7]. Another reason for
identifying women who have experienced or experience abuse is that abused women have more physical symptoms, are more frequent users of healthcare services, are more likely to suffer chronic pain, and have increased
rates of depression, anxiety [4]-[8], low self-esteem, attempted suicide, abuse during pregnancy and pregnancyrelated complications [4] [7] [9]. Knowledge about women’s previous experiences of abuse and ongoing abuse
is important for providing accurate, appropriate and preventive care and help having a holistic perspective on the
abused women and their situation. Caretta [8] emphasizes that nurses should develop health care planning and
direct the health care concerns by using screening and offering support and assistance. Healthcare personnel
may find it difficult to identify and/or ask about IPV, as the patient may feel fear, shame and guilt or frightened
for being exposed that can jeopardize more violence from the partner. However, a self-administrated questionnaire may be seen as easier to hand over, but still it may be difficult to know what to do due to lack of knowledge and preparedness [10].
The Centers for Disease Prevention and Control (CDC) has a wide definition on IPV [11], which includes
four types of behavior:
• Physical violence is when a person hurts or tries to hurt a partner by means of hitting, kicking or using
another type of physical force.
• Sexual violence is forcing a partner to take part in a sex act when the partner does not consent.
• Threats of physical or sexual violence include the use of words, gestures, weapons or other means to communicate the intent to cause harm.
• Emotional abuse is threatening a partner or his or her possessions or loved ones, or harming a partner’s sense
of self-worth. The physical and psychological symptoms of violence which are evident in female victims can
also be manifested in children who become eyewitnesses to the abuse of their mothers [7].
IPV is a sensitive subject and many healthcare professionals still see it as a private matter to be dealt with by
the parties involved themselves. This may affect their ability to identify and provide care to victims of IPV. A
nurse is usually the first healthcare professional to interact with an abused woman in the emergency room, physician’s office, clinic or women’s shelter. It is important that nurses are adequately prepared to identify women
who have been abused and that they feel comfortable about asking questions about domestic violence [11]. Staff
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training is therefore important. Despite the evidence that women experiencing violence often seek help in an
Emergency Department (ED), research indicates that women are not commonly asked about IPV when treated
there [10] [11]. One explanation may be nurses’ limited knowledge about the occurrence and signs of violence;
another may be nurses’ heavy workload which may limit the possibilities to establish a caring and trustful relationship with patients. In communities of affluence and privilege, victims of domestic violence face special
challenges. If a victim has a high level of education, this often increases the shame and self-blame she feels
about being in an abusive situation. There is also the mistaken belief, even among some healthcare professionals,
that domestic violence does not occur among well-educated people [11]. The ED is usually the first place a
woman seeks help in the healthcare system and it is plausible that many abused women passes through emergency care multiple times without being discovered. Very few Scandinavian studies [6] [12] have been conducted to identify abused women and also women with a history of being abused who are seeking emergency
care. However, studies have been conducted concerning abused women in general psychiatric care [9]. Pregnant
women are one of the many groups of women who seek care at ED. All women especially women in childbearing age and women with under age children should be assessed and questioned for IVP, as it has been found that
IVP has long-lasting health problems for both women and their children [6] [9]. Therefore in this study we
wanted to identify and investigate the occurrence of abused women and women with a history of IVP who were
seeking care at an ED in a rural town close to a larger city by using a questionnaire. The aim was to identify and
investigate the occurrence of reported experienced intimate partner violence during lifetime among women
seeking emergency department by using a questionnaire. The study aimed to answer the following questions:
How many women seeking care at an emergency department at a small hospital near a city report having being abused?
Are there any differences between abused and non-abused women in terms of age, income, civil status, employment and number of children?
How many women reported having been abused in the course of the year prior to pregnancy and during pregnancy?
How many children were involved?
How many women reported being afraid of their partner and being forced to have sex?

2. Method
An explorative and comparative design was used based on data from a questionnaire and some demographic data as the purpose was to identify and explore the occurrence of IPV.

2.1. Setting
The study was carried out at an emergency department (ED) in a town, with about 40,000 inhabitants not far
from a larger city in; a rural district in the Västra Götaland County in Sweden.
2.1.1. Procedure
During a 10-month period, a total of 22,759 individuals were registered in the emergency care (taken from the
hospital records). Of these, 11,120 (48.9%) were women and 11,639 were men, 9408 were registered as internal
medicine cases, 11,725 as surgical cases and 1626 as psychiatric cases. Eligible subjects were all women visiting
the ED regardless of reason for seeking care were approached, women who were at least 18 years old, had cognitive ability to answer questions, were not suicidal and had no other mental problems hindering their ability to
respond to the questions. A total of 300 women were approached. Two trained nurses who had experience in the
care of abused women invited all the women who visited the ED by giving information about the study and
handing over the questionnaire and an envelope. The nurses emphasized that participation was voluntary and
anonymous. The women were encouraged to submit the self administered questionnaire in a sealed envelope to
ensure complete anonymity. The women in the present study were never asked about IPV in the presence of
other people. Consequently, the questionnaire was given to the women when no other person was present. Prior
to the study a one day information meeting about the nature of the study was held at the ED, where the questionnaire was introduced and the questions discussed. The nurses provided information to all women on follow
ups and of the help available such as shelters and psychological help.
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2.1.2. Participants
Of the 300 women approached, 20 women declined to participate and 37 were not eligible due to illness preventing them from participating or due to timing problems. A total of 243 eligible women (81%, r = 18 - 89
years old, mean age 48 SD = 17, median 2 children) accepted to participate. However, 9 women did not answer
the questions in the Abuse Assessment Screen, so 234 (response rate 78%) women were included in the study.

2.1.3. Data Collection
Data was collected by using the Abuse Assessment Screen (AAS) questionnaire, developed by Soeken, McFarlene, Parker and Lominack [13] and some demographic data. The AAS is a five-item questionnaire used to assess the risk of abuse and has been used in many studies worldwide [12]-[17]. We have chosen to use a modified
version by Stenson et al. [14] which was earlier tested in a Swedish population consisting of specific yes/no
questions regarding emotional and physical abuse, abuse before and during pregnancy, and sexual abuse. To
compare the answers from women in different stages of pregnancy, this was altered to “the year preceding this
pregnancy”. The question concerning “sexual abuse” was changed to: “Have you ever been forced to participate
in or been subjected to sexual activity against your will?” The original version was: “Have you the last year.”
This question was changed to identify lifetime abuse as it has been found that IVP lead to long-lasting health
problems [14]. The women were asked to reflect on the violence they had experienced from their partner/husband and indicate how much they were “affected” by various difficulties (see Box 1). Additional questions concerning age, relationship to abuser, number of children and employment status were asked. No piloting of the
AAS modified version was conducted. In consistence with the study of Stenson et al. [14] professionals in the
field of physical, emotional and sexual abuse was called on to analyze the items for content validity.

2.2. Data Analysis
Descriptive statistics and analysis were applied using Statistical Package for the Social Sciences version 21
(SPSS). Mean, standard deviation, median and range were used for describing the demographic data. Fisher’s
Exact, Chi Square and Non-Parametric tests were used for comparisons between groups. Statistical significance
Box 1. Abuse Assesment Screen for women in emergency department,
Kungälv Hospital
1) Have you ever been emotionally or physically abused by your partner or someone
important to you?
Yes… No…
If yes, by whom?
Husband… Ex-husband… Boyfriend… Ex-boyfriend… Stranger… Other…
Number of times…
2) In the course of the year prior to becoming pregnant, were you ever hit, kicked,
shoved or otherwise physically hurt by someone?
Yes… No
If yes, by whom?
Husband… Ex-husband… Boyfriend… Ex-boyfriend… Stranger… Other…
Number of times…
3) In the course of your pregnancy, were you ever hit, kicked, shoved or otherwise
physically hurt by someone?
Yes No
If yes, by whom?
Husband… Ex-husband… Boyfriend… Ex-boyfriend… Stranger… Other…
Number of times…
4) Have you ever been forced to participate in or been subjected to sexual activity
against your will?
Yes No
If yes, by whom?
Husband… Ex-husband… Boyfriend… Ex-boyfriend… Stranger… Other…
Number of times…
5) Have you ever been afraid of your partner or anyone you have mentioned here?
Yes No
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was defined as p < 0.05. Logistic regression was used to test the association between emotional and physical
abuse and the variables age, marital status, employment status, yearly income and the age of the younger child.
Odds Ratio and 95% confidence interval (CI) was calculated.

2.3. Ethical Considerations
This study was part of a larger study on IPV against women in Sweden. Participation in the study was voluntary
and all participants gave their approval for the study and the data protection explanations by completing and returning the questionnaire. The participating institution was told, prior to the study, that the study results would
be published in an international scientific journal in anonymous form, to which it gave its consent. The participants were also told that the results would be presented in figures and tables and that no one would be able to
trace any answers back to an identifiable individual. This study was approved by the Ethics Research Committee
at Gothenburg University, Sweden (DNR: -009-06). The following principles guided the research: The consent
of the women who constituted the research sample was obtained. Care was taken that the participants’ identities
would remain confidential and questions posed would not trigger reactions that were harmful to the patient’s
health. The safety of the respondents and the researchers was considered to be of paramount importance.

3. Result
Eighty-two of the 234 (35%) women who answered the AAS reported having being abused emotionally and
physically during their lifetime. The participants’ demographic data is presented in Table 1. Abused women
were significantly younger (43 years old) than non-abused (50 years old). Thirteen (16%) of the abused women
were 18 to 24 years old and 57 (69%) were 25 to 54 years old. Twelve women (15%) were older than 55 years
old. Significant (p = 0.003) association was found when age and being abused emotionally and physically were
assessed, (OR = 0.975; 95% CI = 0.959, 0.992), which indicated lower odds for being abused when older.
As can be seen in Table 1, the abused women’s income varied between very low incomes (325 SEK/year) to
a relatively normal income (312,000 SEK/year), while it varied between 30,000 and 600,000 SEK/year among
women not abused. Significantly fewer abused women were not married compared to non-abused women (p =
0.000). More non-abused women were employed or studied compared to abused women (p = 0.005). This significant relationship was also found when investigating the relationship between being employed /studying and
no abuse. There was no significant difference between abused married women and non abused married women.
There was however a greater risk for being abused when not married (OR = 1.31; 95% CI = 0.146, 3.80). Being
housewife and unemployment (OR = 5.331; 95% CI = 1.41, 22.812) seemed to be associated with higher odds
of being abused emotionally and physically.
One woman was identified as having been abused in a lesbian relationship, while 21 (26%) had been abused
Table 1. Demographic data for respondents, abused and non-abused women.

*

Demographics

Abused women n = 82

Non-abused women n = 152

All women n = 234

Age in years: mean (SD); MD; range;
#
n = 81 abused/150 non-abused

43 (15.2); 44; r = 18 - 78**

50 (17.3); 51; r = 18 - 89

48 (16.7); 47.5; r = 18 - 89

Employed/student n (%)

33 (27)*

88 (73)

121

Unemployed, retired, housewife n (%)

44 (45)

53 (55)

97

Salary SEK/year: mean; range;
#
n = 23 abused/44 non-abused

211,831; r = 325 - 312,000

253,908; r = 30,000 - 600,000

241,237; r = 325 - 600,000

Women with no children/with children

23/58

29/123

52/181

***

88 (81.5)

108

17 (45)

21 (55)

38

33 (59)

23 (41)

56

Married n (%)

20 (18.5)

Cohabiting n (%)
Living alone/single n (%)

= p.005, ** = p.001, *** = p.000, # = the number of women who answered the question.

552

D. Pratt-Eriksson et al.

by a husband, boyfriend or partner (current or former). Seventeen (21%) reported having been abused by someone else and six reported having been abused by an unknown person. “Someone else” was seen in this study as a
close relative (such as a father, mother, stepfather, cousin) or a friend. Five women (6%) revealed having been
abused several times by a “stranger” or someone else. Of these five women three disclosed being first abused by
a parent, then by a partner and then by a son. Twenty-seven (33%) of the abused women were retired or on early
retirement.

3.1. Abused Women and Their Children
Fifty-two (23%) women (23 of the abused women and 29 of the non-abused) reported not having children.
These women were between 18 and 24 years old. Of the women (25 - 89 years old) who had children (n = 181),
123 women (68%) had one child or more (on average 2 children) and reported not having been abused, while 58
(32%) reported having been abused. It was found that more women who were abused (n = 15) had 4 or more
children compared to non-abused women (n = 5; Chi square p < 0.000). In total, the 181 women had 241 children (r = 1 - 7 children). 80 children of abused women were younger than 18 years old and were living at home.
When examining the association between being abused emotionally and physically and the variable “age of the
youngest child” it was significantly (p = 0.008) associated with lower odds of being abused (OR = 0.969; 95%CI
= 0.947, 0.991) indicating that the younger the child the lower risk.

3.2. Violence Prior to and during Pregnancy
Of the 234 women who answered the questionnaire, 174 women answered the question about being abused/not
being abused in the course of the year prior to and during pregnancy. Twenty-four (29%) of the 82 who reported
having being abused reported having been abused in the year prior to becoming pregnant and 16 (20%) during
pregnancy. The women disclosed that they had been hit, kicked, shoved or otherwise physically hurt by someone in the course of the year prior to and during pregnancy. The abuser was a husband, ex-husband, boyfriend or
someone else. Several women reported being abused by more than one person (Table 2).

3.3. Sexual Abuse and Violence
A total of 187 women answered the question about being forced to have sex. Of these 187 women, 54 (29%)
reported having been forced to have sex and 133 reported not having been forced. Nineteen of the women (35%)
who had been forced to have sex reported being forced several times. Twenty-three of the abused women identified “Someone else” as the abuser while 21 (39%) identified their husband and/or boyfriend (Table 2). Ten of
the abused women (19%) had been raped both by someone they knew and by a stranger several times at different occasions. Of these ten women, four disclosed experiencing sexual abuse as a child. Three of these four
women (4%) disclosed that they had been forced into incestuous behavior by their father. Two of the women
had been gang raped several times. The women were aged between 37 and 78 years old. Of the 54 women who
reported having been forced to have sex, 18 (33%) had been forced into sexual activity in the course of the year
prior to becoming pregnant.
Table 2. Number of women abused before and during pregnancy, and sexual abuse, the frequency and the abuser.
Husband/
More than two
boyfriend/partner
occasions
or “ex-husband”

n (%)

On one
occasion

Husband and
other person

Someone
else/unknown

Abused before pregnancy1
Women who answered = 174

24 (29)

3

9

14

1

8

Abused during pregnancy2
Women who answered = 174

16 (20)

3

6

13

1

2

Forced to have sex3
Women who answered = 187

54 (67)

7

19

21

0

23

1
= Of the 24 women who had been abused prior to pregnancy, 12 disclosed how many times they had been abused before pregnancy; 2 = Of the 16
women who had been abused during pregnancy 9 disclosed how many times they had been abused during pregnancy; 3 = 26 women disclosed how
many times they had been forced to have sex and 44 disclosed by whom.
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3.4. Feeling Fear of Their Partner

A total of 186 of the women (79.5%) answered the question “Are you afraid of your partner or anyone”. Thirtyone (38%, mean age 43 years old) of the women reporting having been abused (n = 82) expressed fear of their
partner. Of these 31 women, 27 (87%) disclosed having experienced physical and psychological abuse during
pregnancy and 9 women (29%) disclosed having been afraid of their partner in the course of the year prior to
pregnancy.

4. Discussion
This is the first Swedish study to our knowledge which identified and investigated the occurrence of IPV experienced at some point during their lifetime by women seeking care at an ED. In this study, it was found that
more unemployed women reported being abused than employed or studying women. The difference between the
lowest and the highest salary of abused women and non-abused women was great. It is possible that those
women who reported very low annual salary did not estimate social financial allowance as salary, which usually
is connected to employment. It has to be noted that women’s income and employment reflects the situation at
time for the ED visit. As the questions about IPV concerned previous and ongoing abuse, the situation could
have been another at time for the IPV. However the figures concerning income and employment are interesting.
These may indicate that some women seeking care at ED may have long-lasting health problems, which also
have been found by Campbell 2002 [18] and Campbell and Lewandowski 1997 [19]. Maybe these health problems caused by IPV make them unable to work or work full-time as the lowest income was found in the group of
abused women. Abused women were significantly younger than non-abused women who are consistent with a
British study [5]. One explanation in relation to employment and having one’s own income may be that over the
last few years many young people (18 - 26 years old) in Sweden have been both out of school and unemployed.
This socio-economic context may make it difficult for young people to enter into sustainable and lasting relationship, to marry and start a family. Nonetheless, it may be questioned and discussed whether employment,
studies and work are important factors for preventing IPV. It is possible that the occurrence of IPV in relationships where both woman and man are employed and enjoy a satisfactory financial situation may be the same as
for unemployed couples, but these women may have the possibility in their work to stay home when being injured due to IPV or they seek help for their injuries at private clinics and not emergency rooms in hospitals,
where they may be seen by others.
About one-third of the abused women were retired or on early retirement. One reason for early retirement
may be consequences of long-lasting IPV, heavy work often with low income, or psychiatric/psychological
problems or chronic diseases as a consequence of IPV. Therefore it would be interesting to further study retired
women’s health including the occurrence of IPV.
The main perpetrator identified in this study was the women’s husband, boyfriend/partner or ex-husband. A
small number of women disclosed having been abused by someone they knew, such as a relative. In a few cases,
women had been abused by an unknown person. An important factor identified in this study is the high number
of children with mothers who are or have been an object of IPV. Children who have been exposed to domestic
violence are at risk of developing mental health problems such as depression, anger, aggression or anxiety and it
affects adult health [19]-[21]. A small number of women included in our study also disclosed having experienced
childhood abuse. Women, who had experienced both childhood abuse and abuse as an adult, undergo both a significantly higher number of surgeries and more major surgeries than women with no history of abuse [20] [22].
Violence has negative influence on women during pregnancy. In a Turkish study, lower weight was found
more often among abused women than among non-abused women, which was considered to be associated with
emotional dysfunction and psychological stress [16] [22]. This study shows a decrease in violence during the
pregnancy which is consistent with the study by Bagcioglu, Vural, Karababa, Aksin and Selek [16]. We fear
many women may use pregnancy as a tool to stop the violence in an abusive relationship, because during pregnancy the violence decreases. Pregnancy may be used as a shield to protect her from further abuse. Another reason why the violence may decrease is that a child may serves as a symbol of a good relationship and of the parents’ commitment to each other; the child becomes a project that bonds. Several women in this study revealed
having been sexually abused prior to becoming pregnant. Sexual abuse is associated with higher risk of contracting sexually transmitted diseases, such as HIV/AIDS, either through forced unprotected sex or through the
increased likelihood of risky sexual behavior [23]-[26]. According to a European Union study [27], Sweden has
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one of the highest rates of reported rape in Europe and a low conviction rate, but the definition of rape is quite
different from country to country.
Several women in this study disclosed being afraid of their partner/husband or cohabitating partner. We believe that some woman may stay with her abuser because she thinks the lifestyle is “normal”, or she may have
developed a form of “Stockholm syndrome” and identifies and agrees with the abuser that she is bad, stupid or
deserves what is happening to her as seen in other studies [28]. Healthcare professionals in EDs should be expected to ask about possible abuse and to promote satisfactory communication with female patients seeking care
or using a questionnaire for detecting IPV. They also have to recognize signs of health problems that could be
associated with experiences of IPV. Communication and a caring relationship are of vital importance in order to
create a trustful and secure situation, which may for example reduce reported feelings of isolation. However,
team support and education is needed so that the health care personnel knows what to do and how they could
help the woman as highlighted by Sundborg et al. [29]. Despite held social beliefs that women do not leave abusive partners or start another relationship with an abusive partner McDonald and Dickerson [30] found that
women can leave and develop a belief in their own ability to live their lives even if mistrust and control of others
remained regardless of how long they had been out of the abusive relationship.
The AAS questionnaire was found to be a useful questionnaire for identifying IPV in an emergency setting,
which was also seen as easy to handle by the nurses who should invite participants. However, it is possible and
plausible that all women who had or was abused were not detected. We also wanted to know the occurrence of
IPV, sexual abuse and abuse in connection with pregnancy, in a small town, situated close to a larger city. Previous studies of pregnant and non-pregnant women have shown that AAS is an effective tool for identifying IPV
[13]-[17] [31]. No other questionnaire in Swedish language with questions about abuse and pregnancy was
available. Soeken, McFarlane and Parker [13] report an indicated internal reliability and construct validity based
on the comparison of results with other national surveys.
This study has several limitations. There was some internal dropout due to some women not answering some
of the questions. In some cases relatives were close to the patient all the time and therefore it was impossible to
hand over the questionnaire. As it was important to not cause harm but to protect women from unknown consequences the nurses who invited the patients to participate in the study, had to in each case assess the situation
and to listen to their intuition. This shows that IVP is a sensitive topic making it difficult to assess violence, but
by using the AAS at least some women with lifetime abuse were identified. This study does not represent the
entire Swedish population none the less; it gives a picture of the occurrence of women with ongoing or previously experienced IPV in a small town.

5. Conclusion
Emergency care professionals are in contact with abuse women who have both hidden and discovered abuse.
Repeated readmissions can be signs of ongoing or previous IPV and therefore may be seen as a cry for help and
serious long lasting health problems. Therefore it is important to use strategies such as a self-administrated
questionnaire that may detect health problems and injuries connected to ongoing or previous IPV. In emergency
care the healthcare professionals need to be prepared with a positive and caring attitude, and communicative
skills that may increase the possibilities for abused women to bring up IPV.
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