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ABSTRACT 

Experiences of abuse are common among women in Sweden and being abused 
during childhood as well as adulthood has consequences for the lives of girls 
and women. One consequence of abuse is the impact on their mental health, 
which entails them seeking psychiatric care as a consequence of this. Being 
abused as a child has consequences during childhood as well as during 
adolescence and adulthood and there is a link between childhood abuse and 
mental ill health as an adult. Adults who have experienced abuse during their 
childhood have poorer mental health as adults and are overrepresented within 
the health care systems. Women who experience abuse as adults often describe 
consequences such as depression, posttraumatic stress disorder and anxiety. 
The psychiatric context is often described as being unhelpful when you have 
experience of abuse and women could be reluctant to disclose their 
experiences to staff for a variety of reasons.  
 
This thesis aims to identify experiences of abuse during childhood and 
adulthood among women who have experienced abuse and have mental ill 
health. The thesis also aims to explore women’s disclosure of abuse and 
experiences of the care provided in a general psychiatric context.  
 
The first study aimed to explore women’s disclosure of experiencing physical, 
emotional and/or sexual abuse to staff during their latest contact at a general 
psychiatric clinic. The study also aimed to explore whether the women had 
ever disclosed abuse to anyone at all. Seventy-seven women completed a 
questionnaire at the clinic and the results showed that the women often 
disclosed their experiences of abuse to others, but they had often chosen not to 
disclose their experiences during their latest contact with staff at the general 
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psychiatric clinic. In the second study 10 women were interviewed regarding 
their experiences of physical, emotional and/or sexual abuse and its influence 
on their self-reported mental ill health. The overall theme evolving from the 
interviews were, “Being vulnerable and without protection in a frightful reality 
that limits one’s possibilities of living and being the person one wishes to be”. 
The categories that emerged were: ”Living in fear that persistently influences 
the substance of life”, “Living with the sense of being worthless”, “Living 
with a constant question about who you are” and “Living between hope and 
despair”. The third study aimed to elucidate how women subjected to 
physical, emotional and/or sexual abuse experience the care provided at a 
general psychiatric clinic after the disclosure of abuse. The overall theme 
capturing the essence of the nine interviews was visualized as ”Dependency as 
a reality containing a duality of suffering and trust”. The categories that 
emerged in the text were: “Being belittled”, “Being misinterpreted” and 
“Being cared for”. The fourth study aimed to investigate the life course of 
women within psychiatric care who had experienced abuse. The study also 
aimed to focus on the women’s resources, stressful events, experience of abuse, 
perpetrators, mental ill health and care and support throughout the life course. 
The subcategories that shaped the categories were presented within the life 
spans; childhood 0-12 years, adolescence 13-19 years and adulthood 20 years 
and above. The life charts revealed that adulthood was the period of life that 
had most frequent events of abuse. The women who had few experiences of 
abuse during childhood had also only a few noted events of mental ill health 
during that period of life. Emotional abuse was most frequent throughout the 
life course. Sexual abuse was the lesser noted abuse during childhood, but 
increased during adolescence and adulthood. The life charts also visualize that 
the women had seldom revealed the abuse during their childhood to others 
growing up and as adults the women often went to formal networks for 
support and care. 
 
The results of the thesis show that the general psychiatric care must improve 
their efforts to identify and support women who have experienced abuse. The 
women’s own stories regarding experiences of abuse during the life course 
must be recognized and integrated with traditional biomedical care. 
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INTRODUCTION 

A picture is interpreted by its beholder, and the picture of the woman walking the 
rope embodies the women in my thesis. The rope represented a path, the life 
course from childhood to adulthood. The women in my research are a vulnerable 
group. They had not only struggled with mental ill health, but had also 
experienced abuse sometimes during their life course. The picture on the cover 
radiated vulnerability and sensitivity as well as determination and strength.  
 
My first encounter with women, who had experienced abuse, was during my 
clinical work as a psychiatric nurse at an in-patient ward at a general 
psychiatric clinic. I realized that my knowledge regarding abuse was 
inadequate and I was also troubled that the abused women’s own experiences 
and stories of abuse were often not a primary issue within psychiatric care. 
Little research has been performed regarding women’s experiences of abuse 
during the life course, disclosure of abuse and the care provided after 
disclosure at a general psychiatric clinic. Hopefully my research can contribute 
to strengthening the body of knowledge in this field. By also using Time 
Geography I illustrated experiences of abuse during the life course. With this 
approach the lived lives of women with mental ill health are visualized and the 
experiences during their life course emerged. By approaching experiences of 
abuse from different angles and with a variety of research designs I hope to 
increase the knowledge and understanding of experiences of abuse among 
women within a general psychiatric setting. 
 
This thesis aims to identify experiences of abuse during childhood and 
adulthood among women who have experienced abuse and have mental ill 
health. The thesis also aims to explore women’s disclosure of abuse and 
experiences of the care provided in a general psychiatric context. 
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BACKGROUND  

Mental ill health and experiences of abuse 
One consequence of experiencing abuse during childhood and/or as an adult is 
the possible repercussions for the person’s mental health. Mental ill health is 
often considered to be an overarching term and other terms commonly used to 
describe this type of condition are e.g. mental disease, mental disorder, mental 
disability and mental illness (Vilhelmsson et al. 2011).  
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 1. Matrix of two dimensions of mental health  
(Stefansson 2006) 

 
 

Mental ill health is a difficult term to define distinctly, but according to 
Stefansson (2006), it ranges from mental disease to milder mental problems. 
One model used to describe mental ill health, is a matrix describing the two 
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dimensions of mental health - the health dimension and the disease dimension 
(see figure 1) (ibid.). The health dimension describes the individual perspective 
of the mental disorder. This dimension is connected to the person’s 
environment, lifestyle and personal choice. In the disease dimension biological 
factors and heredity are important for describing a person’s mental state. 
There are four categories of mental ill health and mental health within the two 
dimensions (I-IV). The matrix explains how an individual can belong to 
different fields depending on his/her circumstances and mental condition. 
People experiencing mental health in both the health dimension and disease 
dimension belong to category (I) where most individuals are to be found. 
Category (II) covers people suffering from a mental disease but who are able 
to live with an acceptable level of mental health due to e.g. medication and 
support. People in category (III) are those who experience mental problems 
but not to the extent that they have a psychiatric diagnosis. People in category 
(IV) suffer from mental disease. The women participating in this thesis most 
likely belong to categories II and IV and are patients receiving general 
psychiatric care. The women participating in the studies have self-reported 
their mental ill health. In this thesis the focus is not on the women’s diagnoses, 
but rather on their own descriptions and interpretations of their mental ill 
health.  
 
Women’s mental ill health in Sweden 
Women living in Sweden report poorer health than Swedish men. Young 
women (16-24 years of age) and women between 65-74 years of age have 
reported anxiety and nervousness more than twice as frequently as men. 
Chronic fatigue is more than twice as common among women as men between 
the ages of 25-84, with a peak at the ages of 65-74 when it is 3.5 times more 
common than among men of the same age (Danielson & Talbäck 2012). The 
National Board of Health and Welfare in Sweden (Socialstyrelsen 2012), 
reported increased psychiatric in-patient care from 2000-2007 among young 
women 18-24 years of age. These women were mainly treated for personality 
disorders. Psychiatric in-patient care has, however, decreased for women older 
than 24 years of age but more women than men use psychiatric out–patient 
care. Both male and female patients between 18-24 years of age are those who 
use out-patient care most extensively. Out-patient care has increased for 
women 18-24 years of age and they are mainly treated for depression and 
anxiety disorders. 
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Psychiatric health care in Sweden 
For people with severe mental ill health in Sweden, specialist psychiatric health 
care is accessed via a referral from a general practitioner (GP) or from 
emergency clinics. People with milder forms of mental ill health can receive 
treatment within the primary health care services. The patients are mostly 
offered psychopharmacological treatment, psychotherapy or both (Hadlaczky 
et al. 2012). The Swedish health care system is organized at three levels: 
national, regional and local. The county councils on the regional level and the 
central government and the county councils are responsible for the 
development and organization of the health care (Glenngård et al. 2005). 
 
Definitions of interpersonal violence 
The definition of interpersonal violence used in this thesis is the typology 
described by the World Health Organization (see figure 2) (Krug et al. 2002). 
This definition includes the violence committed within the family and by 
partners as well as by strangers and acquaintances. By using this definition 
childhood abuse and abuse as an adult could be included. The choice to use 
the word abuse in the thesis is based on the terminology of the NorVold 
Abuse Questionnaire, NorAQ, (Wijma et al. 2004), used in the first study.  
 
The typology referred to above divided interpersonal violence into family and 
partner violence and community violence. Family and partner violence is 
violence between family members and intimate partners that mostly occurs 
within the victim’s home. Community violence is defined as violence between 
unrelated individuals and between strangers and most often occurs outside the 
home.  
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Figure 2.Typology of violence (Krug et al. 2002) 
 
 
Childhood abuse and maltreatment and adult mental ill health 
Experiencing violence as a child has health consequences during childhood as 
well as during adolescence and adulthood (Howard et al. 2010 a). Research 
has also confirmed a link between childhood abuse and mental health in 
adulthood (Muenzenmaier et al. 1993; Schneider et al. 2007; Carr et al. 
2013). Adults who have experienced abuse during childhood are in greater 
danger of committing suicide, substance abuse, violent acts, prostitution and 
adult victimization (Bolen 2008). Survivors of childhood abuse are also 
overrepresented within the healthcare system and above all within mental 
health settings (Bolen 2008). A Swedish study showed that more than half of 
the women in a psychiatric setting had endured abuse during their childhood. 
The most common abuse was emotional abuse (33%) followed by sexual 
abuse (28%) and physical (24%). More than half of those women (53%) had 
been exposed to more than one form of abuse and almost three of four girls 
had been abused repeatedly during their childhood (71%). A parent or sibling 
was the most frequent perpetrator (63%) (Nilsson et al. 2005). 
 
Among children and young people between 15-21 years of age experiencing 
physical or sexual violence, depression and anxiety were the most common 
health consequences (Cerdá et al. 2012). Abused children had also three times 
the rate of any form of depression as well as four times the rate for any form 
of anxiety (ibid.). A review focusing on consequences of childhood abuse 
states that self-reported sexual, psychological and physical abuse showed 
associations with poor mental health in adult life such as depression, anxiety 
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and substance use (Greenfield 2010). Witnessing parental abuse, poverty and 
submission to abuse whilst growing up is, according to Howard et al. (2010 a), 
a risk factor for exposure to domestic violence as an adult.  
 
The World Report on Violence and Health stated that growing up in a home 
with domestic violence increased the risk of abuse during childhood (Krug et 
al. 2002). Women in Sweden, who had experienced severe sexual violence 
before the age of 18, showed symptoms of PTSD (26%) more often in 
comparison to women with no experiences of violence (8%). The most 
common form of mental ill health was self-deliberate harm, (36 %) compared 
to the women with no experiences of severe sexual violence (12 %). Among 
the women who had experience physical violence as a child, 39% suffered 
from self-deliberate harm, followed by PTSD (31%) and depression (22%). 
The women who had experienced emotional violence during childhood had a 
greater prevalence for self-deliberate harm (42%) compared to women with 
no experiences of emotional violence (12%). This indicates that exposure to 
violence during childhood has an impact on mental ill health later in life (NCK 
2014). The survey researching violence against women in the EU (FRA 2014) 
showed that one in every three women (33%) has experienced physical or 
sexual violence by an adult perpetrator before the age of 15 years. The most 
common form of violence was physical and the father was most commonly the 
perpetrator. One in every ten women has also endured psychological violence 
from a family member.  
 
Almost half of the Swedish women had experienced some form of violence by 
an adult perpetrator whilst growing up (44 %) (FRA 2014). In a Swedish 
study more than half of the women had experienced some form of sexual 
violence before the age of 18 years (54%), and it was almost as common with 
a perpetrator who was close in age (16%) as for an adult perpetrator 
committing sexual violence (17%). Physical violence was also common among 
the women before the age of 18 years (46 %), where it was more common 
with an adult perpetrator (34 %) than a person of the same age (28 %). More 
than half of the women had experienced emotional violence before the age of 
18 years (57 %) and almost half of the perpetrators (45%) in these cases were 
friends of a similar age while 37% were adult perpetrators (NCK 2014). 
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Experiences of abuse as an adult and mental ill health  
A review by Dillon (2013) based on 75 studies published between 2006 and 
2012, reveals the link between mental ill health and intimate partner violence 
in western and developed countries. The review showed that depression had a 
significant association with intimate partner violence, and some research 
reports that the duration of violence is associated with the severity of the 
depression. Many of the women in the studies had endured more than one 
form of violence. The review also reported an association between experiences 
of violence and posttraumatic stress disorder (PTSD). As with depression, 
duration and severity of violence was associated with the severity of symptoms 
of PTSD together with experiencing more than one form of violence. The 
review also showed an association between anxiety, suicide and self-harm and 
experiences of intimate personal violence. Similar results are shown in a 
review by Howard et al. (2010 a), who report that depression and PTSD were 
the most commonly reported mental disorders associated with domestic 
violence together with suicidal behavior, sleeping disorders and eating 
disorders. Using drugs and alcohol was also associated with domestic violence. 
Howard et al. (2010 a) also reported a link between duration, severity, type of 
violence and symptoms of mental ill health. A review of sixteen longitudinal 
studies showed that women who had experienced intimate partner violence 
had an increased risk of depression and attempted suicide (Devries et al. 
2013). Exposure to domestic violence for a longer period of time could inhibit 
recovery, intensify symptoms and prevent access to the resources needed when 
living with mental Ill health (Warshaw 2008). Re-victimization also had an 
effect on mental ill health (Howard et al. 2010 a).  
 
A study by Cavanaugh et al. (2011) reported that one in five women, who 
were victims of intimate partner violence, had threatened or attempted to 
commit suicide. A Swedish population-based study report that women with 
experiences of violence reported mental ill health more often than women with 
no such experiences. Almost a third of the women in the study (29 %) 
reported symptoms of PTSD as a consequence of severe sexual violence, 
compared to women with no experiences of severe sexual violence (8%). The 
study also reported that approximately a fifth of the women (19%) hade 
symptoms of depression as a consequence of experiencing severe sexual 
violence as an adult compared to women with no such experiences (10%). 
Self-deliberate harm was the most common consequence of severe sexual 
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(43%) and severe physical violence (36%) reported in the study. Other 
consequences of experiencing severe physical violence as an adult were PTSD 
(30%), alcohol abuse (30%) and depression (21%). Women who had 
experienced emotional violence as an adult endured self-deliberate harm 
(32%) in comparison to women with no experience (12%), PTSD (26%) and 
alcohol abuse (24%) (NCK 2014).  

 
Experiences of abuse and psychiatric care  
There is a high level of prevalence of abused women within psychiatric care, 
which can be seen in a systematic review of 134 international studies 
measuring prevalence of domestic violence where the highest levels were to be 
found in psychiatric and obstetrics/gynecology settings in comparison to other 
settings (Alhabib et al. 2010). A review by Oram et al. (2013) based on 42 
articles reports a high lifetime prevalence of domestic violence among women 
within psychiatric in-patient care (30%) and for psychiatric out-patient care 
the prevalence was slightly higher (33%). Most of the studies researching 
domestic violence within out-patient care focused on physical violence. The 
prevalence rate for physical violence was higher within the out-patient 
population (43%) compared to female psychiatric in-patient samples (26%). 
The studies conducted within mixed psychiatric settings e.g. in-patient, out- 
patient, community, emergency and forensic psychiatry reported similar rates 
of prevalence (26%).  
  
Women with experience of domestic violence and psychiatric care described 
mental health services as unhelpful (Humphreys & Thiara 2003). The staff did 
not link the depression or need for trauma counseling to the experience of 
violence, and there was no referral to other authorities or agencies. Even 
though the abuse was known to staff it was never addressed, and thereby lost, 
and the mental ill health was not seen as a consequence of experiencing 
violence. The women could experience being labeled as “being a domestic 
violence” as well as receiving medication instead of emotional support (ibid.). 
In a qualitative study it is acknowledged that abuse is seldom spoken about by 
staff. Even so the result highlights encouraging response from staff to the 
women to talk about their experiences of violence (Trevillion et al. 2012). 
Another study reported that more than half of the abused women in a 
psychiatric setting did not need further support for their experiences of abuse, 
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and a majority of the women expressed that they had a formal and or 
informal network to turn to (Bengtsson-Tops & Tops 2007). 
 
Disclosure of abuse 
There are a number of reasons why abused women choose to disclose or not 
disclose their experiences of abuse. Factors that could prevent disclosure are 
self-blame and blaming attitudes from others, fear of violent acts, fear of not 
being believed, fear of social services, and fear of child protection proceedings 
(Rose et al. 2011). Judgmental attitudes from staff or the presence of a 
perpetrator at the hospital or clinic could also be reasons why women would 
not want to discuss abuse. Escalating emotional distress and healthcare staff 
ignoring abuse were other reasons for not disclosing abuse (Luthenbacher et 
al. 2003). Environmental factors such as security, facilities and lack of 
information about domestic violence (Bates et al. 2006) are other factors that 
could prevent disclosure. Factors such as lack of time to raise the issue, no 
privacy and no continuity of care could also prevent abused women from 
disclosing domestic violence to health professionals (Bacchus 2003). A review 
regarding experiences of healthcare and adult survivors of child sexual abuse, 
reports a need to create an open and sensitive atmosphere with no judgmental 
or victim blaming. It was also evident that there was sufficient time for 
disclosing the abuse, and that the person was believed when talking about 
experiences of abuse (Havig 2008). On the other hand a review by Howard et 
al (2010 b) shows that health care personnel seldom ask questions regarding 
domestic violence. 
 
Abused women preferably disclose abuse to others than to staff within 
healthcare settings. A study by Prosman and Lo Fo Wong (2013), showed that 
abused women needed support from their informal network of family and 
friends prior to asking for professional support. Other research has also 
shown that women preferentially disclose experiences of violence to family 
and friends prior to health care professionals (e.g. Garcia- Moreno et al. 2005; 
Littleton 2010). A review describing informal support and intimate partner 
violence shows that victims of intimate partner violence preferably disclosed 
experiences of abuse to a friend, followed by a female relative (Sylaska & 
Edvards 2014). Similar results are reported in a Swedish study, were women 
who had experienced sexual violence before the age of 18 years preferred to 
talk to family members and friends (35-40%). Only 5-10 percent had received 

23



 

 24 

professional help. The result also showed that it was more common to talk to 
family members or friends about experiencing sexual violence as an adult 
(50%) then seeking professional care as a consequence of the violence (5-10 
%). Among the women who had experienced physical violence before the age 
of 15 years 35 percent had talked to family members or friends regarding their 
experience but only seven percent of the women had received professional 
help. It was more common that the women talked to family members or 
friends about their experiences of physical violence as an adult (65%) (NCK 
2014). 
 
Violence and abuse against women in Sweden 
Experiencing abuse is common among Swedish women. Forty-six per cent of 
Swedish women have reported physical and/or sexual violence or threats after 
the age of 15 years. Twenty-nine percent of the women had experienced 
physical and/or sexual violence from a previous partner (FRA 2014). A 
Swedish study reported that almost half the group of the 7 000 women 
participating in a population based study (46%) had experienced violence by a 
man after the age of 15, whereas one in four women had experienced physical 
violence and every third woman had endured sexual violence (Lundgren et al. 
2001). 

 
Similar prevalence levels can be found in a recent Swedish population based 
study of 5 680 women (NCK 2014). This latter report showed that almost 
half the group of participating women (46%) had endured severe physical, 
sexual or emotional violence sometime during their life course. Forty-seven 
percent of the women had experienced sexual violence after the age of 18 and 
the current or former partner was often the perpetrator of severe sexual 
violence. More than one of every five women in the study (22%) had 
experienced physical violence after the age of 18 years. The most common 
physical violence were being slapped or pulled by the hair after the age of 
eighteen. A former or current partner was most commonly the perpetrator and 
the women seldom reported a stranger as the perpetrator. Experiencing 
systematic and ongoing emotional violence from a current or former partner 
was experienced among one in five women (20%) after the age of 18 years. 
The emotional violence was most commonly experienced as being humiliating, 
belittling and insulting (NCK 2014). 
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THEORETICAL FRAMEWORK 

There are a number of theories for explaining violence and abuse. There are 
those, for example, with psychological approaches, which describe the 
perpetrator as “ill” or suffering from a personality disorder. Other theories 
have evolutionary perspectives, developed from social learning theories or 
feminist theories (DeKeeredy & Schwartz 2011). A further theoretical 
approach towards the understanding of violence against women and girls is a 
multidimensional theory e.g. the ecological model based on the framework of 
Bronfenbrenner (1994).  
 
The ecological model 
The ecological model is suitable for the purpose of visualizing why women 
and girls are subjected to interpersonal violence. Violence is complex and 
works on different levels but can also describe violence over the life course. 
The ecological model visualizes risk factors on different levels ranging from 
individual aspects to the context of society and culture. The model also 
highlights risk factors connected to a person’s life course (Heise 1998; Krug et 
al. 2002). 
 
Violence is present on all levels of our society and affects both the individual, 
the family, in the community as well as the culture. The model offers 
explanations of multiple victimization as well as identification of exposure to 
violence and risk of childhood abuse and revictimization later in life. The 
model also offers detailed pictures of how features of an individual, the family, 
community and culture contribute to healthy trajectories as well as 
victimization for individuals exposed to violence (Graham-Bermann & Gross 
2008). 
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The ecological model of human development was developed and introduced 
by Bronfenbrenner during the 1970s. Human development has, according to 
Bronfenbrenner (1994), to be understood within the ecological system. The 
model consists of subsystems ranging from micro levels, describing the growth 
of an individual to the macro levels of a society (ibid.). The systems are 
positioned within each other, moving from the inner level to the outside 
structure of the model. The first level of the ecological model is the 
microsystem e.g. family, workplace, school and contains the roles, activities 
and the interpersonal relations of the developing human being. The second 
level, mesosystem contains systems of microsystems describing the processes 
and linkage of contexts involving the human e.g. relations between a 
developing person and her workplace. The third system in the model is the 
exosystem containing settings where at least one setting does not contain the 
developing human but which influences the context where the developing 
human lives e.g. the human’s and a partner’s workplace. The macrosystem 
contains all the other systems and the norms, lifestyles and cultures embedded 
in those systems. Finally Bronfenbrenner (1994) describes the chronosystem 
which encompasses change over time in the environment were the developing 
person lives and changes in the family during the life course.    

 
The ecological model has also been used to describe factors related to violence 
against women and interpersonal violence on different levels of social ecology 
(Heise 1998; Heise et al. 1999; Krug et al. 2002). Fernbrandt et al. (2013) has 
also used the ecological model to highlight the perceptions of newly arrived 
Iraqi refugees in Sweden regarding honor and risk of intimate partner 
violence. 
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Figure 3, Ecological model influenced by Heise (1998)   
 
 
Heise (1998) used the ecological model to organize already existing research 
and with the purpose of connecting theory with gender based violence (see 
figure 3). The model is constructed for understanding influencing factors for 
violence against women. The first level of the model entails the personal 
history of an individual behavior such as witnessing abuse during childhood, 
being abused as a child or having an absent or rejecting father shapes a 
women’s response to the other systems. The first level represents personal 
history factors that the individual bring into a relationship as well as personal 
behavior. The second level, micro, encompasses social relationships and the 
context of the abuse. Violence within this level is describing violence between 
partners, within families or acquaintances. This is the environment where the 
family is the context for the most abusive environments. Factors within this 
level are male dominance and male control over wealth within the family, use 
of alcohol and marital conflicts. Within the third level, the exo, the 
socioeconomic status and employment relates to violence against women and 
is described as formal and informal social and institutional structures. 
Isolation of the women and the family and delinquent peer associations is also 
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seen within the exo system. The fourth level is the macro system compassing 
male ownership over women, rigid gender roles and acceptance of inter-
personal violence. Violence as an accepted conflict solver as well as 
masculinity linked to dominance is a factor on a structural level (Heise 1998).  

 
Krug et al. (2002) used the ecological model to describe background factors 
for the development of interpersonal violence. The first level of the ecological 
model, the individual level refers to the characteristics of a person that 
increases the risk of being a victim of violence as well as a perpetrator such as 
aggressive behavior, impulsivity, substance abuse and low educational 
accomplishment. The second level marks the relationship between e.g. 
intimate partners and family members. In the case of family violence the risk 
for abuse increases when the victim and the perpetrator exist within the same 
family structure. The third level is the community context e.g. the workplace 
and the neighborhood where high mobility, drug trafficking and high rates of 
unemployment and heterogenic populations are risk factors for violence. The 
societal level is the fourth level described by Krug et al. (2002) and 
encompasses cultural norms as well as health, education and social policies. 
The model is recommended by the World Health Organization (WHO) for 
prevention of interpersonal violence (ibid.). 
 
The ecological model could also be used to explain how exposure to violence 
can be experienced along the life course. Experiencing violence as a child on a 
personal level could affect a person later in life, as a victim or a perpetrator. 
(Krug et al. 2002). 
 
The Time Geography framework 
In order to be able to better understand experiences of abuse during a person´s 
life course a Time Geography approach was chosen. This was developed by 
Hägerstrand (1991) and his colleagues in the 1960’s and sets time and space 
as equally vital dimensions and applies a conceptual apparatus elucidating 
people´s lives (Kjellman 2003). Ellegård and Svedin (2012) described Time 
Geography as a framework providing opportunities to chart individuals from 
a variety of populations and with a multidimensional and abstract view of 
process in time and space. The framework of Time Geography does not 
conceptualize an organism as an object but rather as a joined and recognizable 
process from birth to death. 
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The human life course, visualized in a time notation system, is a continuous 
depiction of activities in time and space. Time Geography created a frame-
work for linking the scientific arena with everyday praxis as well as revealing 
relationships that are otherwise lost when objects are separated from their 
environment (Hägerstrand 1991). Time Geography described the process of an 
individual’s movements and activities in time and space visualized in a time-
space notation system. Space is marked on the X-axis and displays significant 
places and locations. Time is marked on the Y-axis and displays the duration 
of the activities. The notation visualized the life course of humans at a chosen 
level of detail. Hereby it is possible to picture the human life course from birth 
to death, and thereby identify where and when important events happened in 
a person’s life and e.g. if they are single events or clustered (Hägerstrand 1991; 
Lenntorp 1992; Kjellman 2003). Lenntorp (1999) maintained that time and 
space should be seen as a frame of analysis and not as a structure of the two 
dimensions. 
 
Lenntorp (1992) used Time Geography on patients within psychiatric care. 
The research showed that life histories are an important and interesting in the 
field of psychiatric treatment, care and diagnosis of suicidal patients. He used 
the framework to illustrate movements in time and space. The patients at the 
clinic were asked to write diaries describing their movements and activities 
during the day and Lenntorp (1992) used the information to create a life 
course. The areas of the ward were marked on an X-axis and the hours of the 
day on a Y-axis. Activities were marked on the life course as well as contact 
with others, which was illustrated as “bundles” of life courses. Lenntorp 
(1992) also used the Time Geography to create anamneses by using the 
patient’s movements over time and space along with significant events such as 
suicide attempts and stressful events such as divorce and death of relatives 
along the life course. The X-axis notes geographical sites and the Y-axis marks 
the time during the life course described in years. It is beneficial to start the 
anamnesis with the geographical movements since they could be considered 
neutral for the patients as well as something concrete. Movement can also 
imply significant changes in a patient’s life that could be of relevance 
(Lenntorp 1992). 
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Sunnqvist et al. (2007, 2013) continued researching patients within psychiatric 
care using Time Geography (see figure 4). One of her studies shows how time 
geographical life charting and identification of coping strategies is helpful for 
suicidal assessment among psychiatric patients (Sunnqvist et al. 2013). 
 

 
Figure 4. A life course with important events (Sunnqvist 2013) 

 
 
Autobiographical memory 
The use of geography, which is an essential element within Time Geography, 
stimulates the autobiographical memory and access is gained to memories 
connected to different lifespans of a person’s life. A person’s personal memory 
is the recollection of memories from specific episodes in his/her past and is 
connected to time and place (Brewer 1986). The autobiographical memory is 
defined according to Brewer (1986) as memory connected to the self (e.g., 
personal memory). Conway and Rubin (1993) extended the definition to 
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include personal relevant goals and personal meaning and defined the 
autobiographical memory as memory of the events in a person’s life.   
 
The autobiographical knowledge base is structured into three levels; lifetime 
periods, general events and event specific knowledge. The lifetime periods are 
referred to as extended periods such as “when I worked in”, “when I lived at” 
and so forth. The life time periods are on both an abstract and a general level 
and contain memories of significant others, emotions, goals and thematic 
information (e.g., mother, nurse, etc.). Life time periods could overlap each 
other but differ in terms of goals, emotions and themes and span over years 
and decades. General events, are more specific, have shorter time duration and 
are the sum of recurring events or first time experiences. The general events 
are the most frequent type of memory and function on a more basic level, 
which means that they are neither too abstract nor too general. The event 
specific layer is more detailed and consists of images, feelings and is highly 
specified in details. Each layer provides access to other layers of the 
autobiographical knowledge base (Conway & Rubin 1993).  
 
Research focusing on the autobiographical memory over the life span has 
identified phenomena such as childhood amnesia and a reminiscence bump. 
Research has identified that people have very little recollection before the age 
of five, labeled as childhood amnesia (Conway and Rubin 1993). On the other 
hand, autobiographical memory is developed in early childhood but 
accelerates and is accessible around the ages of 4-6 years (Bauer 2012).  
Research has also identified an increased recall of events occurring during 
adolescence reported by older adults; the reminiscence bump (Conway & 
Rubin 1993). Baddeley (2012) described research identifying how people over 
the age of 40 years of age appear to have an increased amount of knowledge 
from their lives when they are approximately 20-30 years old. One 
explanation could be that this period of a person’s life entails important 
changes, personal development and creation of self-images. 
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AIM  

This thesis aims to identify experiences of abuse during childhood and 
adulthood among women who have experienced abuse and have mental ill 
health. The thesis also aims to explore women’s disclosure of abuse and 
experiences of the care provided in a general psychiatric context. 
 
Specific aims 
 
Study I: 
- To explore women’s disclosure of experiencing physical, emotional and/or 
sexual abuse to staff during their latest contact with staff at a general 
psychiatric clinic. The study also aims to explore whether the women have 
ever disclosed abuse to anyone at all. 
 
Study II: 
- To illustrate experiences of physical, emotional and/or sexual abuse and its 
influence on self-reported mental ill health among women seeking general 
psychiatric care. 
 
Study III: 
- To elucidate how women subjected to physical, emotional and/or sexual 
abuse experience the care provided at a general psychiatric clinic after the 
disclosure of abuse. 
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Study IV: 
 
- To investigate the life course of women within psychiatric care who have 
experienced abuse. The study also aims to focus on the women’s resources, 
stressful events, experience of abuse, perpetrators, mental ill health and care 
and support throughout the life course. 
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METHOD 

 
In this thesis a variety of methodological approaches have been chosen in 
order to gain deeper insight regarding experiences of abuse among women in a 
general psychiatric context. The first study is quantitative with a descriptive 
analysis. The following two studies are qualitative interview studies with a 
latent content analysis. The final study is also a qualitative study but with 
Time Geography and manifest content analysis. In this study life charts are 
created together with the women by using a computer (see table 1). 
 
The Context  
The urban setting where this research was conducted has approximately 300 
000 inhabitants with a majority of female inhabitants (51%) over male (49%). 
The average age is 36 years, which compares to the national average of 41 
years. The majority of the population is between 20 and 64 years of age 
(63%) and almost one out of five is younger than 20 years of age (22 %). 
Thirty-one per cent of the inhabitants are foreign-born and mainly from Iraq, 
Denmark, former Yugoslavia, and Poland, equally divided between men and 
women. The unemployment rates are higher (15.3 %), than national average 
(8.5%), but lower among women than among the men. Almost half of the 
inhabitants (46 %) have some degree of higher education, which is slightly 
higher than national average (Malmö in brief 2014). 
 
The general psychiatric setting 
There are three divisional areas of responsibility in the psychiatric care setting 
where this research has been conducted: child psychiatry, forensic care and 
adult psychiatric care. The assignments for Psychiatry Scania is to provide 
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specialist psychiatric care for the individuals with severe mental ill health in 
the Scania Region (Psychiatry Scania 2014). 
 
The patients in the general psychiatric out-patient care services selected for the 
studies reside in an urban area and access the out-patient care services after 
referral or after telephone contact with a psychiatric nurse. The out-patient 
care assignment is to provide assessments, treatment, and rehabilitation. The 
care is provided in terms of pharmacological treatment and counselling. 
Patients can also attend the psychiatric daycare that offers individual and 
group treatment for individuals with anxiety problems, depression and crisis 
(Psychiatry Scania, general psychiatric care 2014). Patients in the general 
psychiatric in-patient care are often treated for affective disorders, personality 
disorders, eating disorders and for severe crisis. The patients are admitted 
from the psychiatric out-patient care or the psychiatric emergency ward 
(ibid.). 
 
Participants study I-IV 
The women in study I-IV were all patients at a general psychiatric clinic. All of 
them except one participant had in the periods 1st September - 31st October 
2010 (Study I) or 1st September - 31st  October 2011 participated in a study by 
answering a questionnaire (NorAQ). The answers from the questionnaires 
collected in 2011 are not included in this thesis. The one woman who did not 
participate in study I was recruited at the general psychiatric clinic due to her 
self-reported experiences of abuse and after her accessing written information 
of the study at the clinic. She volunteered to participate by calling the 
telephone number on the written information form. The women participated 
later either in study II or in study III and the participants in study IV are a mix 
from studies I-III (see figure 5).  
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Figure 5. Flowchart of participants and included studies 
 

Returned  
questionnaires 

            (n=88) 

Women who agreed to  
participate (n=450) 

Women who have experienced 
abuse sometime during their 

life course 
(n= 77) 

Study I 
(n=77) 

Study II 
(n=10) 

Study III 
(n=9) 

Study IV 
(n= 11) 

Excluded women 
within In-patient 

care 
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The mental ill health was self-reported by the women and no information of 
mental disorder was obtained from medical records. All of the women had 
experiences of emotional, physical and or sexual abuse during childhood, 
adulthood or both (see table 2 for demographic facts). 
 
Table 2. Demographic characteristics of participants in the studies 

 
 
 
 
 

 Paper I 
(n=77) 

Paper II 
(n=10) 

Paper III 
(n=9) 

Paper IV 
(n=11) 

Age 
19 -30 
31-40 
41- 50 
51-58 

 
33 
25 
11 
  8 

 
4 
4 
1 
1 

 
2 
3 
3 
1 

 
2 
8 
1 
0 

Country of birth 
Sweden 
Other 

 
65 
12 

 
8 
2 

 
7 
2 

 
8 
3 

Years of education 
9 years or less 
10-12 years 
13 years or more 

 
11 
17 
49 

 
1 
6 
3 

 
1 
4 
4 

 
0 
6 
5 

Income source 
Employed 
Unemployed/unemployment 
Training courses 
Sick leave 
Student 
Other 

 
32 
7 
9 
8 
19 
 2 

 
4 
2 
0 
3 
1 
0 

 
5 
1 
0 
2 
1 
0 

 
3 
1 
0 
4 
3 
0 

Experience of abuse 
Emotional 
Physical 
Sexual 

 
61/77 
72/77 
55/77 

 
9/10 
7/10 
7/10 

 
7/9 
8/9 
9/9 

 
8/11 
7/11 
6/11 

P= Pregnant or maternity leave, SS= Recipient of social assistance, R= Retired 

 Study I 
(n=77) 

Study II 
(n=10) 

Study III 
(n=9) 

Study IV 
(n=11) 

Age 
19 -30 
31-40 
41- 50 
51-58 

 
33 
25 
11 
  8 

 
4 
4 
1 
1 

 
2 
3 
3 
1 

 
2 
8 
1 
0 

Country of birth 
Sweden 
Other 

 
65 
12 

 
8 
2 

 
7 
2 

 
8 
3 

Years of education 
9 years or less 
10-12 years 
13 years or more 

 
11 
17 
49 

 
1 
6 
3 

 
1 
4 
4 

 
0 
6 
5 

Income source 
Employed 
Unemployed or employment 
training courses 
Student 
Sick leave  
P/SS/R 
Unknown 

 
31 
 7 
 
 9 
19 
 8 
 3 

 
4 
2 
 
3 
1 
0 
0 

 
5 
1 
 
2 
1 
0 
0 

 
3 
1 
 
4 
3 
0 
0 

Experience of abuse 
Emotional 
Physical 
Sexual 

 
61/77 
72/77 
55/77 

 
9/10 
7/10 
7/10 

 
7/9 
8/9 
9/9 

 
8/11 
7/11 
6/11 
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Participants  
 
Study I   
The participants in study I had all previously received care from the general 
psychiatric in-patient or out-patient services at some time during the period 1st  
September - 31st October 2010. In this period 1549 female patients were cared 
for at the selected general psychiatric setting. Initially 450 women agreed to 
participate but only 88 of these answered the questionnaire. Seventy-seven 
women had experienced emotional, physical and/or sexual abuse sometime 
during their life course and were thus included in the study. The participants 
were women from three out-patient care units (n=45) and four in-patient units 
(n=32) in an urban area in Sweden. Exclusion criteria were women who spoke 
languages other than Swedish, Arabic, and Serbo-Croatian. Those selected 
languages were the most frequently spoken at the general psychiatric clinic. 
Furthermore women at the inpatient units were excluded if they had 
symptoms of confusion, intellectual disability, and visual handicap. The 
reason for this was that the women were to be able to complete the 
questionnaire without assistance. No exclusion criteria were possible to apply 
at two of the out-patient units, where all women were asked to participate 
when approaching the reception. The third unit, which was a daycare unit had 
the same exclusion criteria as the in-patient units. Of the 77 participants, 52 
women self-reported affective disorders, suicidal behavior, and/or anxiety 
disorder as reasons for seeking general psychiatric care at that particular time, 
five women self-reported eating disorders, two suffered from AD/HD, three 
women self-reported paranoid and/or psychotic behavior, five women self-
reported contact due to a need for support, therapy, or prescription renewal, 
seven women stated abuse as a reason for seeking care and three did not reply 
to the question (see table 3-4 for experiences of abuse over the life course). 
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Table 3. Experiences of emotional and physical abuse over the life course 
(n=77) 

 

Definitions of abuse according to NorAQ (Wijma et al. 2004). 
 
 

 
 

Number of women with 
experience of abuse 
 
Unknown 

Emotional abuse 
 
61 (79 %) 
 
 

    2 
 

Physical abuse 
 
72 (93 %) 
 
 
0 

Mild 
No experience 
≤18 years 
≥18 years 
Life-time 
Unknown 

 
22 (29 %) 
12 (16 %) 
10 (13 %) 
31 (40 %) 
2 

 
5 (6 %) 
25 (32 %) 
20 (26 %) 
26 (34 %) 
1 

 
Moderate 
No experience 
≤18 years 
≥18 years 
Life-time 
Unknown 

 

 
 
32 (42 %) 
11 (14 %) 
12 (16 %) 
19 (25 %) 
3 

 
 
18 (23 %) 
19 (25 %) 
19 (25 %) 
17 (22 %) 
4 

 
Severe 
No experience 
≤18 years 
≥18 years 
Life-time 
Unknown 

 
 

 
 
29 (38 %) 
17 (22 %) 
11 (14 %) 
18 (23 %) 
2 

 
 
36 (47 %) 
11 (14 %) 
16 (21 %) 
13 (17 %) 
1 
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Table 4. Experiences of sexual abuse over the life course (n=77) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Definitions of abuse according to NorAQ (Wijma et al. 2004). 

 
Number of women with 
experience of abuse 
 
Unknown 

Sexual abuse 
55 (71 %) 
 
 
 0 
 

Mild, no genital 
No experience 
≤18 years 
≥18 years 
Life-time 
Unknown 
 
Mild, emot./sexual 
humiliation 
No experience 
≤18 years 
≥18 years 
Life-time 
Unknown 

 
32 (42 %) 
14 (18 %) 
16 (21 %) 
15 (19 %) 
0 
 
 
 
58 (75 %) 
11 (14 %) 
3 (4 %) 
4 (5 %) 
1 

 
Moderate 
No experience 
≤18 years 
≥18 years 
Life-time 
Unknown 

 
 
31 (40 %) 
21 (27 %) 
12 (16 %) 
13 (17 %) 
0 

 
Severe 
No experience 
≤18 years 
≥18 years 
Life-time 
Unknown 

 
 
38 (49 %) 
13 (17 %) 
15 (19 %) 
11 (14 %) 
0 
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Study II 
Ten women participated in study II and all of them had experienced abuse at 
some time during their life course which constituted the inclusion criteria for 
participation. Six of the women who participated in study II were recruited in 
2010 and four in 2011. The women who were recruited in 2010 had also 
participated in study I. The women who were recruited in 2011 had also 
answered the questionnaire but the results are not included in the thesis. All of 
the women reported affective disorder as a reason for general psychiatric care. 
Seven of the women had been abused both as children and adults, one woman 
just as an adult (>18 years of age) and two only during childhood (<18 years 
of age).  
 
Study III 
Nine women who had experienced abuse at some time during their life course 
participated in study III. They had also disclosed their experiences of abuse to 
staff at the general psychiatric clinic and were therefore included in the study. 
Seven of the participants in study III were recruited in 2010. As in study II 
these women had also participated in study I. Two women were recruited in 
2011. One of them had answered the questionnaire but the result is not 
included in the thesis and one volunteered after accessing information 
regarding the study at the clinic. Four women self-reported affective disorder, 
two had scheduled appointments, one was paranoid and scared, one woman 
had been psychotic due to alcohol abuse and one woman had been suicidal. 
Only one of the women reported being only abused as an adult (>18 years of 
age). The other eight women had experience abuse both as children and as 
adults. 
 
Study IV 
The eleven women who participated were recruited and interviewed between 
January and March 2013. All of them had participated in the previous studies 
prior to participation in study IV. All of the women self-reported affective 
disorders as a primary reason for seeking general psychiatric care. Six of the 
women had endured abuse throughout their life course. Two women had 
experienced abuse from childhood until adulthood. For two women the abuse 
had started during adolescence and continued as adults. Only one woman had 
experienced abuse during one episode of her life and that was as an adult. 
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Data collection 
 

Study I 
 The questionnaires were distributed to all women who complied with the 
inclusion criteria at the four in-patient units at the general psychiatric clinic 
and the day care unit (out-patient clinic) on weekdays from 1st September - 31st 
October 2010. Women at the inpatient units were excluded and not requested 
to participate if they presented with confusion (n=7), intellectual disabilities 
(n=2), visual handicaps (n=2), or were transferred to other units before 
receiving the questionnaire (n=9). Each in-patient unit and the daycare unit 
had a gatekeeper who briefed the researcher about the newly admitted female 
patients and if they were able to participate due to their mental ill health 
status. Women with high levels of anxiety and suicidal thoughts were excluded 
until they had gained a stable condition. The other units had a contact person 
who received the questionnaires at the reception. The researcher approached 
the women personally at the in-patient units and at one of the out-patient 
units and handed over the questionnaire in an envelope together with two 
consent forms, one of which was for the women to retain for themselves, 
written information of the study, a prepaid envelope and contact information 
to a help-line for abused women.  At two of the out-patient units the women 
received the questionnaire from staff at the reception. Boxes to return the 
questionnaires were posted at each unit. A pilot study at one of the out-patient 
units was conducted during a period of three weeks prior to study I. 

 
The NorVold Abuse Questionnaire (NorAQ) 
The questionnaire chosen for the first study was the NorVold Abuse 
Questionnaire, NorAQ. The definition of abuse in NorAQ is a theoretical 
construct for research purposes only and defined by answering yes or no to 
questions regarding experiences of abuse (see below). Psychological harm is 
synonymous with emotional abuse, and in physical and emotional abuse 
threats are included. Sexual abuse is described as various forms of sexual 
coercion (Wijma et al. 2004).  
 
Definition of abuse according to NorAQ 
The abuse questions are visualized in severity, ranging from mild to severe. 
The different forms of abuse were also stated as no experiences, experienced 
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as a child (<18 years), adult (>18) or both (Wijma et al. 2004). Experiencing 
abuse was defined by answering yes or no to the following questions:  
 
Emotional abuse 
Mild: have you experienced anybody systematically and for any longer period 
trying to repress, degrade or humiliate you? 
Moderate: have you experienced anybody systematically and by threat or 
force trying to limit your contacts with others or totally control what you may 
or may not do? 
Severe: Have you experienced living in fear because somebody systematically 
and for a longer period has threatened you or somebody close to you? 
 
Physical abuse 
Mild: have you experienced anybody hitting you, smacking your face or 
holding you firmly against your will? 
Moderate: have you experienced anybody hitting you with his/her fist(s) or 
with a hard object, kicking you, pushing you violently, given you a beating, 
trashing you or doing anything similar to you? 
Severe: have you experienced anybody threatening your life by, for instance, 
trying to strangle you, showing a weapon or knife or by any other similar act? 
 
Sexual abuse 
Mild, no genital contact: has anybody against your will touched parts of your 
body other than the genitals in a “sexual way” or forced you to touch other 
parts of his or her body in a “sexual way”? 
Mild, emotional/sexual humiliation: have you in any other way been sexually 
humiliated; e.g. by being forced to watch a porno movie or similar acts against 
your will, forced to participate in a porno movie or similar, forced to how 
your body naked or forced to watch when somebody else showed his/her body 
naked? 
Moderate, genital contact: Has anybody against your will touched your 
genitals, used your body to satisfy him/herself sexually or forced you to touch 
anybody else’s genitals?  
Severe, penetration: Has anybody against your will put his penis in your 
vagina, mouth or rectum or tried any of this, put in or tried to put an object or 
other part of the body into your vagina, mouth or rectum.  
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The questions concerning abuse in the questionnaire (NorAQ) had previously 
been validated in a Nordic obstetric and gynecological setting. The NorAQ 
has been verified towards the Conflict Tactic Scale and Sexual Abuse 
Questionnaire and showed good validity and reliability (Swahnberg 2003). 
The present study adapted NorAQ to a psychiatric context where questions 
regarding disclosure of abuse were modified using the term “general 
psychiatric clinic”. Questions regarding attempted suicide and deliberate self-
harm were included in order to gain a more complete picture of the women’s 
mental ill health. The modified questionnaire contains 74 questions; beginning 
with demographic questions, an open-ended question where the women 
described why they were seeking or visiting general psychiatric care, self-
estimated health questions, and questions about their experiences of physical, 
emotional, sexual abuse and abuse in the healthcare system along with follow-
up questions. The questionnaire ends with concluding questions. The 
questions regarding emotional, physical and sexual abuse and disclosure of 
abuse were the focus in study I. Responses to the questions concerning 
emotional and physical abuse were: mild; moderate; and severe. Sexual abuse 
was defined as: mild (no genital contact); mild (emotional/sexual humiliation); 
moderate (genital contact); and, severe (penetration). Response alternatives 
were: Yes, as a child; Yes, as an adult; Yes, both as a child and an adult; or 
No to one or more of the questions describing the severity and form of abuse. 
The questions regarding disclosure of abuse focus on the women’s communi-
cation of experienced abuse to someone, and the response alternatives were: 
No; Yes, partly; and Yes, about all of it. Another question regarding 
disclosure of experienced abuse was: Recall your last visit to the general 
psychiatric clinic: Did you tell anyone at the clinic about your being subjected 
to emotional abuse? The response alternatives were: No; Yes, he/she knew 
already; Yes, when he/she asked about it; and Yes, I told him/her spontane-
ously. 
 
During the research periods in 2010 and 2011 written information of the 
study was set up in the waiting room area at the general psychiatric clinic. In 
2011 written information about future studies (II-IV) were also handed out to 
discharged women and made available in the waiting rooms at the outpatient 
units. The women volunteered for the study by sending in a form of consent in 
which they could also agree to receive further information about the future 
studies (II-IV). 
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Studies II-III 
All of the women except one had previously participated in study I. After 
participation in the first study information regarding participation in studies II 
and III was sent to the women who had consented to further participation. 
Purposive sampling (Polit & Beck 2012) was used and those women who had 
disclosed abuse to staff were selected for study III. Initially 44 women were 
interested and chose to receive information about study II, 16 of these agreed 
to be contacted for scheduling time for an interview and finally 10 women 
participated. In study III 21 women were initially interested in participating 
and chose to receive further information, twelve agreed to participate and 
finally nine women participated in the study. Participation in the studies is 
based on the inclusion criteria, which for study II was experience of abuse as a 
child, adult or both. In paper III the women also had to answer yes to the 
question “Recall your last visit to the general psychiatric clinic: Did you speak 
to the staff about being subjected to (emotional/physical/sexual) abuse? The 
use of purposive sampling is often based on the researcher’s knowledge of the 
group and the most suitable participants (Polit & Beck 2012).  
 
The interviews took place at a location and at a time of their choice and the 
women chose to be interviewed at the university. The interviews in study II 
were conducted between January and November 2011 and the interview 
lasted for a total of 11.05 hours, ranging between 35-120 minutes and with an 
average of 65 minutes. The interviews in study III were conducted between 
February 2011 and February 2012 and lasted for a total of 10 hours and 10 
minutes, ranging from 32 minutes to 1 hour and 48 minutes and with an 
average of 1 hour. The interviews started with demographic questions of age, 
education, marital status, occupational status, experiences of abuse and 
general psychiatric care. Information concerning reasons for seeking general 
psychiatric care and experiences of abuse during childhood and adulthood 
were obtained from the questionnaire (study I) or during the interviews.   

 
The interview in study II started with the question “Can you tell me how your 
experiences of physical, emotional or/and sexual abuse have influenced your 
mental ill health”.  In study III, the interview started with the question, “Can 
you tell me how you were cared for when you told the staff that you had 
experienced physical, emotional and/or sexual abuse?” The women were then 
encouraged to describe situations and experiences and talk freely throughout 
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the interviews in order to enrich their stories and talk freely. Follow-up 
questions were for example: ” Can you clarify?” “Can you give an example?” 
The interview ended with ”Is there anything you want to add?” The 
interviews were audiotaped and transcribed verbatim. 

 
Study IV 
The women participating in study IV had previously participated in studies I-
III and agreed to be contacted for participation in future studies. Two women 
were contacted via e-mail and 37 by mail. Inclusion criteria were self-reported 
experiences of physical, emotional and/or sexual abuse sometimes during their 
life course. The women received written information about the study and if 
interested in participating the women returned a consent form in order to be 
contacted by telephone. Eleven women agreed to participate and a time and 
place for the interviews were chosen by the women. All the women preferred 
to be interviewed at the university and the interviews were conducted between 
January and March 2013. The interviews were recorded for back-up and 
commenced by graphically creating the women’s life chart on the computer. 
Social events, stressful events, experience of abuse (emotional, physical, 
sexual), perpetrator, mental ill health and care and support were marked in 
chronological order on the life chart and marked in different colors. If the 
event e.g. abuse or mental ill heath occurred during a longer period of time, 
this was marked as a vertical line. The interview lasted between 1 hour 49 
minutes and 2 hours 56 minutes with a mean time of 2 hours 24 minutes. 
After the interviews the women received a printed copy of the life chart and a 
second appointment was scheduled where the women had the opportunity to 
modify their life chart. The interval between the two appointments could vary 
from two weeks to one month depending on the women’s schedule. The 
following life charts are constructed only to visualize the process of data 
collection. The events are shown separately to visualize for the reader and to 
exemplify the process. 
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Figure 6. Geographical moves 

 
The interviews started with the drawing of the life course (see figure 6). The 
geographical sites were marked on the X-axis and time was marked on the Y-
axis, starting with the year of birth until year of participation in the study. In 
the individual life chart the name of the geographical site was used. Multiple 
moves within a geographical site are also marked on the life charts.  
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Figure 7. Social events 
 
 
After creation of the life course the area of interest is social events (green 
icon). During the interview the women “travel” in chronological order 
through their life course. The use of time and geographical sites activates the 
autobiographical memory of the women. Examples of social events could be 
siblings being born, education, and work, falling in love for the first time and 
starting a family. The events were self-reported and thus divorce or dropping 
out of school could also be marked as social events if not considered stressful 
by the women. By starting with social events the memory is trigged and the 
interview starts with lesser stressful and frightful memories (see figure 7).  
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Figure 8. Stressful events 
 
After the marking of the social event, the interview once more focuses on the 
geographical site of the birth of the woman. The information gained when 
identifying the social events is now used in the interview to identify and mark 
self-reported stressful events along the life course (red icon). Throughout the 
interviews previous icons are visible to the women. Divorce could once more 
be marked on the life chart but this time as a stressful event, depending on the 
woman’s interpretation of her experiences (see figure 8). 
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 Figure 9. Physical, emotional and sexual abuse and the perpetrator 
 
After identifying the stressful events, the interviews focused on the women’s 
experiences of self-reported physical, emotional and sexual abuse (purple icon) 
(see figure 9). Once more the women travel along their life course, starting 
from their place of birth. Being bullied is marked separately and longer 
periods of abuse are marked as a vertical line. The perpetrator is also 
identified and marked together with the form of abuse.  
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Figure 10. Mental Ill health 
 
The interview moved on to detecting the mental ill health (blue icon) (see 
figure 10). The mental ill health is self-reported by the women. Events during 
their childhood that were described by the women as mental ill health are also 
marked on the life chart. Episodes of medication and psychiatric treatment are 
marked along the life course. 
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Figure 11. Care and support 
 
Finally events of care and support were (black icon) chronologically identified 
during the life course. These support systems could be individuals or 
organizations that supported and cared for the women (see figure 11). 
Psychiatric treatment and care is not included where healthcare is mentioned. 
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Figure 12. Completed Life chart 
 
 
The completed life chart is printed and handed to the women after the 
interview. The life course is thus visible for the women and for staff at the 
general psychiatric clinic and offers a more complete picture of the women’s 
experiences during the life course (see figure 12). 
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Data analysis 
 
Study I 
Descriptive statistics were used to describe frequencies of physical, emotional, 
and sexual abuse. The questions concerning mild, moderate and severe 
experiences of physical, emotional and sexual abuse were dichotomized into 
physical, emotional and sexual abuse only. Disclosure of physical, emotional, 
and sexual abuse during their latest contact with staff at the general 
psychiatric clinic was analyzed using descriptive statistics, as well as whether 
they ever had talked to someone about experiencing abuse. 
 
Studies II- III 
Qualitative inductive content analysis was used to analyze the transcribed 
interviews. Data analysis according to Berg (2009) was conducted including 
both the surface of the data (manifest analysis) as well as in depth analysis 
(latent analysis). Meaning units describing experiences of abuse and mental ill 
health were selected from the text in study II, and coded separately by the first 
and last author of the published article. In study III the meaning units that 
included how the abused women described the care provided after disclosure 
of abuse were selected and highlighted and coded separately by the first and 
last author of the published article. The first and last authors of the published 
articles read and analyzed the meaning units separately before establishing the 
subcategories. After discussing the coding frames for each subcategory, the 
subcategories emerged into categories and a theme arose. All the authors 
discussed the categories and theme before reaching a final consensus. 

 
Study IV 
The authors chose content analysis according to Burnard (1996), but for the 
analysis and calculation of the events marked by the women on the life charts 
Berg (2009) was chosen. Berg (2009) describes the manifest data as being 
physically present in the material and countable. By using Burnard (1996) the 
material is categorized with no in depth interpretation of the data as in studies 
II and III. Each life chart was separated into sections of 0-12 years 
(childhood), 13-19 years (adolescence) and from 20 years of age (adulthood) 
to the year of the data collection (2013). The life charts were printed and read 
and openly coded by the first and last author individually. The open codes 
were, after discussion, made into codes and counted throughout the life chart. 
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The codes were grouped and summarized under subcategories. During the 
process of manifest analysis the first and fourth author discussed the material 
until consensus was reached. The subcategories were condensed into 
categories. The process of analysis was discussed between all the authors in 
order to gain consensus. 
 
Pre-understanding 
Dahlberg and Nyström (2001) describe pre-understanding as something that is 
familiar in a context and with the ability to facilitate as well as constrain 
understanding by the researcher. Dahlberg and Nyström (2001) highlight the 
importance of openness. By having an open attitude the researcher is able to 
see the otherness of a phenomenon, which does not already exist in his/her 
pre-understanding.   

 
During my work as a nurse within psychiatric care I have met women who 
have experienced abuse. I have also participated in staff meetings where the 
mental ill health and care provision for these women have been discussed. 
Throughout the work of the thesis I have been aware of how my previous 
experiences of this vulnerable group could affect the analysis. On the other 
hand this knowledge has also been helpful in the contact with the women as I 
feel comfortable listening to the life stories of women in psychiatric settings. 
Even so I have aimed to approach each woman with openness. The naïve 
understanding of the data material was discussed between the authors with the 
intent of identifying the pre-understanding in an attempt to ensure that there 
was neither exaggeration nor understatements in the interpretational process.  
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ETHICAL CONSIDERATIONS 

 
It was important throughout the process of research to protect the women 
from additional suffering due to the difficult nature of the research topic. The 
women were informed both verbally and in writing regarding the studies, and 
that their participation was voluntary, confidential and that they could end the 
interview on their choice and with no questions asked. A form for consent to 
participate was signed prior to data collection as well as to be able to send 
information about future studies. In study I no reminder was sent to the home 
address of the women and the women received the envelope at the in-patient 
wards with no other person present. At one of the out-patient units relatives 
are never present. The intention was to protect the women if they were 
currently victims of abuse. At the other out-patient clinics the staff at the 
reception were asked to inform every woman and ensure that the envelope 
was distributed to all women. It was also important that the questionnaires 
could be distributed conveniently for the women so mail boxes were thus put 
up at the wards and prepaid envelopes were also available. The phone number 
for Kvinnofridslinjen, a helpline for women subjected to threats or violence 
was handed out together with the questionnaire. All the transcribed material 
was coded and the interviews and life charts were kept on a USB memory stick 
in a safety box.  

 
It is essential that researchers approach the issues of violence in a delicate and 
nonjudgmental manner (Jaquier et al. 2011). Participating in research and 
talking about experiences of abuse could be distressing for the participants 
and a diversity of strategies were conducted for the wellbeing of the 
participating women. When conducting the first study in 2010 and 2011 staff 
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at the units had been informed verbally and in writing as there might arise a 
need for additional support. Before the interviews in studies II-IV the women 
were contacted to ask if they had any questions and to check whether 
everything was alright prior to participation in the studies. The risk for 
additional suffering due to the research topic made it a priority to ask the 
women who they could contact in case of distress and suffering. Questions 
regarding formal contact for support or psychiatric treatment as well as their 
informal network were approached prior to the interviews. An inventory of 
the women’s own strategy and capacity was made during that conversation. 
After the interviews the women had the opportunity to recuperate if necessary 
and the interview was rounded off with a casual conversation. The ethical 
guidelines for researching domestic violence were followed throughout the 
research process. The guidelines ensure that the safety of the woman, the 
handling of the data material as well as the wellbeing of the research team is 
protected (WHO 2001). The studies were approved by the research ethics 
review board at Lund University (Dnr: 2010/3). 
 
The women participating in studies II-IV were verbally informed that the 
researcher conducting the interviews (KÖ) had experience of working as a 
psychiatric nurse. Hopefully this would make the women feel safe to talk 
about their mental ill health and their experiences of abuse. They were also 
informed that staffs at the general psychiatric clinic were not told of their 
participation in the study.  
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RESULTS 

Study I 
Of the 77 women in the study who had experienced abuse at some point 
during their lifetime a majority (53%, n=41) had experienced all three forms 
of abuse, i.e. physical, emotional, and sexual. Only a few, (6%, n=5) of the 
women had endured one kind of abuse during childhood, adulthood or both.  
The results of the study also showed that a majority of the women in the study 
chose not to disclose experiences of abuse to staff at the general psychiatric 
clinic.  
 
Physical abuse 
Experiences of  physical abuse was the most common form of abuse experienced 
by the women in the study (93% n=72), but when visiting a general psychiatric 
clinic more than half of the women had not talked to the staff about their 
history of physical abuse (n=40), while 18 women had told staff spontaneously. 
Two women reported that the staff already knew about their history of abuse 
(see table 5). A majority of the women had talked to others about their 
experiences (n=62) and almost 1/3 of those women had disclosed everything. 
Only eight women had never revealed their experiences of physical abuse to 
anybody (see table 6). 
 
Emotional abuse 
Seventy-nine percent of the women (n=61) were victims of emotional abuse 
and they had disclosed their experiences more frequently to staff (n=37). Two 
of the women expressed that the staff already knew about their experiences of 
emotional abuse (see table 5). It was more common for them to talk to others 

59



 

 60 

than with staff at the general psychiatric clinic (n=58). The women preferred 
to only partly disclose their experiences to other people (see table 6). 
 
Sexual abuse 
Sexual abuse was the least reported type of abuse, endured by 71% (n=55) of 
the abused and most of the women had not discussed their sexual abuse with 
anyone of the staff during their latest contact with staff at the general 
psychiatric clinic (n=37). Seven women had told the staff spontaneously and 
three women had reported that the staff was already informed (see table 5). In 
comparison the 44 women revealed their experiences of sexual abuse to 
others. On the other hand experiences of sexual abuse were the kind of abuse 
that the women preferred not to talk to any other person about (see table 6). 
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Table 5. Disclosure of abuse during latest contact with staff at the general 
psychiatric clinic (n=77) 
 

 
  

Disclosure of physical abuse 
 
 
No 
Yes, he/she knew already 
Yes, when he/she asked about it 
Yes I told him/her spontaneously 
Unknown 

Experience of physical abuse 
(n=72) 
 
40 
 2 
 9 
18 
 3 

Disclosure of emotional abuse 
 
 
No 
Yes, he/she knew already 
Yes, when he/she asked about it 
Yes I told him/her spontaneously 
Unknown 

Experience of emotional  abuse 
(n=61) 
 
23 
 2 
17 
18 
 1 

Disclosure of sexual abuse                          Experience of sexual abuse 
                                                                  (n=55) 
 
No 
Yes, he/she knew already 
Yes, when he/she asked about it 
Yes I told him/her spontaneously 
Unknown 

 
37 
 3 
 6 
 7 
 2 
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Table 6. Disclosure of abuse to anybody among women in a general 
psychiatric clinic (n=77)  
 
Disclosure of physical abuse Experience of physical abuse 

(n=72) 
 
No 
Yes, partly 
Yes, about all of it 
Unknown 

 
 8 
44 
18 
 2 

Disclosure of emotional abuse Experience of emotional abuse 
(n=61) 

 
No 
Yes, partly 
Yes, about all of it     
 Unknown                                                   

 
 3 
44 
14 
 0 

Disclosure of sexual abuse Experience of sexual abuse 
(n=55) 

 
No 
Yes, partly 
Yes, about all of it 
Unknown 

 
11 
34 
10 
 0 

           
 
Study II 
The narratives in paper II illustrate experiences of physical, emotional and/or 
sexual abuse and its influence on self-reported mental ill health. The overall 
theme evolving from the interviews was: “Being vulnerable and without 
protection in a frightful reality that limits one’s possibilities of living and being 
the person one wishes to be”. The categories :”Living in fear that persistently 
influences the substance of life”, “Living with the sense of being worthless”, 
“Living with a constant question about who you are” and “Living between 
hope and despair” emerged from the subcategories.  Each category contained 
three - four sub-categories.  
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Being vulnerable and without protection in a frightful reality that limits 
one’s possibilities of living and being the person one wishes to be 
The lives of the abused women were lived in the duality of wanting to live 
their life to the fullest as well as thoughts of living in despair and ending it. 
The women felt vulnerable and unprotected. Even those women that linked 
their mental ill health to childhood maltreatment and abuse still lived their 
lives in fear as adults. The women described their mental ill health in terms of 
a mental disorder and with symptoms of mental ill health as well as shame, 
guilt, worthlessness and powerlessness. Overall a longing for a better life 
emerged from the narratives. 
 
Living in fear that persistently influence the substance of life 
Three sub-categories formed the category “Living in fear that persistently 
influences the substance of life”, and describe fear and being afraid in 
everyday life. The sub-categories evolving from the interviews were: “constant 
fear and preparedness”, “sense of guilt and shame” and “necessity to escape”. 
A sense of fear arose from the women’s narratives. The women described that 
fear controlled their daily lives and that they had strategies for managing it. 
They talked about being prepared to run, avoid people that resembled the 
offender or defend themselves. The stories also revealed how the abused 
women were intimidated by other people’s anger. Feeling guilty and ashamed 
was also experienced by the women and associated with fear. Even when 
living in fear, the women did not leave their spouse or report the abuse to 
authorities, and that evoked feelings of shame and guilt. The women also felt 
guilty for causing harm to their loved ones by not leaving the abusive 
relationship. There was a need to escape due to the fear even if they 
experienced difficulties in breaking free from the abusive relationship. A 
variety of ways to escape was emerging from the text. Some women fled and 
left everything, others used alcohol, solitude, daydreaming or thought of 
suicide as ways to escape.  
 
Living with the sense of being worthless 
Four sub-categories: “exposed”,”isolation”,”meaninglessness” and “power-
lessness” generated the category “Living with the sense of being worthless”. 
The interviews revealed the women’s reflections on how they had transformed 
due to the abuse and how their lives would have been different without the 
experiences. The experiences of abuse deprived them of a good life and good 
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mental well-being. Instead, the women felt worthless, invisible and had low 
self-esteem. The interviews also revealed feelings of neither being believed, 
comforted nor protected from the abuse. The women described lives where 
they were exposed to violent acts, manipulation or control. Situations of 
isolation both as adults and during childhood were evident in the narratives 
but also feelings of being different or having difficulties in social relationships. 
A sense of meaninglessness led to anxiety, depression and thoughts of suicide. 
The cause of those feelings was the fact that their lives had not turned out the 
way they had wanted due to the abuse. Powerlessness was shown in the 
narratives that included descriptions of witnessing a mother being abused, 
living in hostile environments, being easy targets and feeling lonely. 
 
Living with a constant question about who you are 
The category “Living with a constant question about who you are”, was 
formed by the four sub-categories: ” insecurity and feelings of not having any 
boundaries”, “afraid of conflicts”, “self-contempt” and “punish oneself”.  
The women described experiences of hostile environments where insecurity of 
doing things the right way influenced daily life as well as a need to please 
people and difficulties in saying no. The women lived their lives in insecurity 
about who they were and with feelings of being lost among others. The 
women who experienced abuse during their childhood had difficulties with 
boundaries toward others both as children and in adulthood. The women 
expressed self-contempt and had punished themselves through anorectic and 
bulimic behavior, weight gain, alcohol and thoughts of suicide and self-harm. 
The narratives revealed thoughts of not being lovable, being stupid and 
incompetent.  
 
Living between hope and despair 
The category: “Living between hope and despair” captured lives lived between 
hope and despair, and described a movement from hope for the future and a 
better life, to hindrances due to mental ill health. The narratives emphasized 
lives lived in a dynamic duality of desires to live, to raise children, to accept 
one’s destiny as well as thoughts of suicide and despair. The subcategories 
forming the category are: “keeping up appearances”,” reduced freedom of 
action” and “hope for improvement”. The narratives revealed that the women 
experienced a change in their personalities and about who they were because 
of the experiences of abuse. The women described how they had to keep up 
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the appearances with top grades or perfect homes. In other situations feelings 
of unreality, fatigue, apathy or problems with concentration, which reduced 
the women’s freedom, could arise. Even if describing suffering and despair the 
interviews contained expressions of hope and for improvement in the future. 
Wishes for a better life without medication, for understanding the reason for 
the abuse and for feeling emotions were visualized. 

 
Study III   
The results of the 3rd study captured how the women experienced the care 
provided at the general psychiatric clinic after the disclosure of abuse.  The 
overall theme capturing the essence of the narratives was visualized as 
”Dependency as a reality containing a duality of suffering and trust”. The 
categories emerging in the text were, “Being belittled”, “Being misinterpreted” 
and “Being cared for”. All of the categories comprised two sub-categories.  

 
Dependency as a reality containing a duality of suffering and trust  
All the women’s stories had an explicit dual nature, and discerned as 
containing caring and noncaring. The narratives visualized a dependency on 
the staff concerning how the care would be provided and the women were 
dependent on the staff’s interpretations of their needs and who they were. 
Depending on the staff member’s interpretation of the women, her needs and 
her experiences of abuse, the care provided was associated with either 
suffering or trust. The noncaring was associated with feelings of suffering. The 
women experienced being belittled by staff, a focus on diagnoses and mental 
ill health instead of the suffering as a consequence of the experienced abuse. 
The women experienced not being believed as well as being offended by staff 
after revealing their experiences. The same women had also experiences of a 
caring environment, experienced as trust. In a caring environment the 
experiences of abuse were acknowledged by the staff and the women were 
cared for and approached with sensitivity. 
 
Being belittled 
Two sub-categories formed the category, “Being belittled”. Those were: 
“reducing the significance of the experiences of abuse” and “focus on the 
diagnosis”. These sub-categories emphasized what the narratives revealed as 
noncaring. The women experienced being belittled by staff by them 
emphasizing how their experiences of abuse were reduced and ignored. 
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Narratives revealed that women were told that their experiences of abuse were 
low priority, not important and a side issue. Stories were told of how women 
in desperate attempts reached out for support only to be ignored, and where 
the focus was on the diagnosis and mental ill health instead of the suffering 
due to the experiences of abuse. The women also experienced that questions of 
abuse were seldom asked. The narratives revealed comments made by the staff 
that the women lacked self-perception, that they were disparaging and had not 
taken responsibility for their part in the abusive relationship. Other narratives 
described abandonment after intense conversations about the abuse, where the 
women were left in greater agony than before the conversation. A belittling 
approach towards the women was also seen in the narratives, when staff in an 
attempt to be supportive described the women as strong, smart and intelligent. 
Those comments were reducing the significance of the experience of abuse and 
left the women feeling invisible and in suffering. 
 
Another sub-category that described noncaring and suffering was “Focus on 
the diagnosis”. The women described a stressful psychiatric environment 
where there was no time to talk to staff about the abuse, and where the focus 
was on quick assessments, diagnosis, mental disorder and medication. The 
women also experienced that a borderline personality disorder was a 
hindrance for care and support. Bipolar disorders were on the other hand 
described as worthy of care and taken seriously. Narratives revealed that the 
abuse was ignored even when the women explicitly told staff that the abuse 
was the cause of their mental ill health. Behavioral codes, such as wearing 
hospital clothes, not wearing make-up and crying resulted in adequate care 
and support. Whereas exercising and practicing yoga constituted violence of 
those codes. 
 
Being misinterpreted 
Two sub-categories form this category, “offended and burdened with guilt” 
and “disbelieved”. In these sub-categories suffering and noncaring emerged 
from the narratives.  
 
The sub-category offended and burdened with guilt illustrates how women, 
desperate to be understood and listened to acted out verbally and by threats of 
self-harm and suicide. The narratives also revealed how staff was condes-
cending towards the women by telling them to be quiet, pull themselves 
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together or told that their demands for support and care were unrealistic.  
Even coercion and force could be used by staff when women acted out. The 
women could even be told by staff that they were themselves to blame for the 
abuse, that they overreacted and that their reactions were due to a mental 
disorder. Even remarks about being interested in masochism were made. 
Feelings of being disbelieved arose from the narratives. Broken promises 
concerning support and counselling, insinuations about being psychotic and 
accusations of acting as a victim were experienced. The women expressed in 
the interviews that self-harm and suicidal communication were the only ways 
to receive help and care. 

 
Being cared for 
All of the women also experienced the general psychiatric setting as caring. 
The categories “acknowledged” and “sensitivity” forms the category “Being 
cared for” and illustrated caring and trust. The narratives submerging into the 
sub-category “acknowledged” revealed encounters with staff as empathic and 
respectful situations where staff asked and talked to the women about their 
experiences of abuse. They felt acknowledged and described the situations as 
positive and trustful. A caring situation was also described as when staff 
listened to the women instead of avoiding talking about the abuse or blaming 
the women. Another form of support could be offers of support or willingness 
to report the abuse to the authorities. Sensitivity towards the abused women 
was described as situations where the women were not pressured to talk about 
the abuse.  A caring and trustful general psychiatric care was emphasized as 
intuitive approaches from staff. Other caring situations could be when the 
staff was present and available for the women. Sensitivity was also shown in 
the narratives when staff chose not to talk to the women about the abuse 
because of their vulnerability and desire for a safe haven with no pressure or 
desire to talk about the abuse. 
 
Study IV 
Five categories evolved from the eleven life charts: social status and resources, 
stressful events, exposure to abuse, mental ill health and formal and informal 
support and treatment. The subcategories that shaped the categories are 
presented within three different life spans; childhood 0-12 years, adolescence 
13-19 years and adulthood 20 years and above. One life chart exemplifying 
the eleven life charts is presented as figure 13. 
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Social status and resources 
The first years of childhood were spent with the biological family in most of 
the cases. School, education, extracurricular activities and friendships were 
significant events both during childhood and adolescence. During the latter 
travelling became an important event and the first love and foster families 
played an important role for the young women. Religion also became and 
important event. As an adult, education and work became important together 
with travelling and working abroad. Pets, children, marriage and romantic 
relationships were marked on the life chart together with lifestyle choices. 

 
Stressful events 
Being exposed to stressful events whilst growing up differed among the 
women. Some of them had few stressful experiences while others grew up in 
turbulent and stressful environments. During adulthood different kinds of 
losses were marked as stressful events on the life charts. Those could be e.g. 
divorces, losses of friends and families and illnesses. Other stressful events 
could be problems with the children and contact with social services as well as 
destructive environments and relatives’ abuse of drugs and alcohol. 
 
Exposure to abuse 
Three of the women had no experiences of abuse during childhood and for 
one of these women the abuse did not start until adulthood. For two of the 
women the abuse stopped before reaching adulthood. Six women had, on the 
other hand, been exposed to abuse throughout their life course. Emotional 
abuse was most frequent throughout the life course and four of the women 
spoke of being bullied in school. Sexual abuse was the less frequently marked 
abused during childhood, but increased during adolescence and adulthood. 
During adolescence the exposure to abuse decreased whereas adulthood was 
the period of life that had the most frequent events of abuse. During childhood 
the father was the most common perpetrator, followed by other close relatives 
and stepparents. One woman spoke of a stranger as the perpetrator during 
childhood. During adolescence the father was still the most commonly noted 
perpetrator on the life charts, but boyfriends and classmates were also 
mentioned, while other relatives and strangers were more seldom noted than 
for childhood. During adulthood parents were seldom marked as perpetrators 
and the most frequent abuser was current or former intimate partner followed 
by acquaintances and strangers. 
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Mental ill health 
The women who had few experiences of abuse during childhood had also few 
marked events of mental ill health growing up. The symptoms marked as 
mental ill health during childhood were fear, nightmares, mild depression and 
anxiety. Those symptoms followed the children into adolescence together with 
self-harm, thoughts of suicide and suicide attempts. As adults psychiatric 
disorders and suicidal behavior increased. 

 
Formal and informal support and treatment  
Despite experiences of abuse and stressful events during childhood there were 
only a few indications of the women receiving support on the life charts. Half 
of the women who had experienced abuse during childhood had never talked 
to anybody about the abuse during their childhood. It was more common to 
look for support amongst family members and relatives. For formal support 
the children talked to personnel at their school. As adolescents the women 
included health care staff, social services, support groups and friends. During 
adulthood one woman had contacted a crisis center for abused women. Most 
of the women had a number of contacts within the health care services, and 
chose not to talk to friends for support. 
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Figure 13. A constructed life chart from the eleven life charts 
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METHODOLOGICAL CONSIDERATIONS 

 
A variety of methods were used in this thesis and with the purpose of 
approaching experiences of abuse from different angles. The intent was also to 
gain a greater understanding and knowledge regarding abuse during the life 
course. Study I is a quantitative study and studies II-IV are qualitative studies 
using both manifest and latent content analysis.  
 
During the planning stage of the thesis, the first study was intended to be a 
prevalence study. The aim was to identify how many of the women that used 
general psychiatric care at the chosen clinic, had experienced abuse at some 
point in time during their life course. Unfortunately that was not manageable 
when realizing that the majority of the women attending the clinic chose not 
to answer the questionnaire. There may be a variety of reasons why the 
women chose not to participate in the first study. This is a vulnerable group of 
women who have both mental ill health and experiences of abuse. The mental 
ill health could be one reason that prevents women from participating as well 
as the number of questions (n=74), in the questionnaire. Other explanations 
could be that the women for different reasons do not want to disclose the 
abuse or participate in studies that remind them of previous or current 
experiences of abuse.  
 
Factors that influence if women disclose experiences of abuse to researchers 
vary. Issues of study design, such as how often the word abuse is used as well 
as understanding the questions regarding abuse. Other issues influencing 
choices of participating in research regarding experiences of abuse could be 
part of the comfort level, such as the sex of the interviewer, length of interview 
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and if the researcher was truly interested, not judgmental and willing to listen 
to the women (WHO 2001). Most of those who participated had met the 
interviewer on more than one occasion and that hopefully made the women 
feel safe and well taken care of.   
 
Study I 
The NorAQ (Swahnberg 2003) was used in a psychiatric setting for the first 
time, with the intent of describing experiences of abuse. The design was cross-
sectional, which according to Campbell et al. (2007) is suitable when a small 
group with a specific characteristic are to be described on a specific occasion. 
It involves a "glimpse" of what happens in the specific sample at a particular 
time and is often the first step in a process of identifying health problems in a 
group (Peat 2001).  
 
The choice to use the NorVold Abuse Questionnaire (NorAQ) was due to the 
amount of information that could be gained from participants and the fact 
that the questionnaire matches the definition of interpersonal violence chosen 
for this thesis. By using NorAQ, information regarding experiences of abuse 
during the life course, mental ill health and disclosure of abuse was gained. 
For researchers who aim for disclosure of abuse two strategies are preferable. 
The woman should have a number of opportunities to disclose the violence 
and the questions should be behavioral instead of “Have you experienced 
physical violence” which could stigmatize the women (Ellsberg et al. 2001; 
Jaquier et al. 2011). The questions in NorAQ are e.g. “Have you experienced 
anybody hitting you with his/her fist(s) or with a hard object, kicking you, 
pushing you violently, given you a beating, trashing you or doing anything 
similar to you?”. Those behaviorally worded questions stimulate more women 
to remember experiences of abuse than questions such as “Have you 
experienced physical violence” (Ellsberg et al. 2001; Jaquier et al. 2011). 

 
In a methodological article concerning domestic violence, Ellsberg et al. (2001) 
state that under-reporting poses a threat to validity, and that studies focusing 
on abuse are more likely to accurately reflect prevalence than studies designed 
for other purposes where the abuse questions are not the primary focus. By 
including several questions with detailed alternatives the prevalence could 
increase. One benefit using NorAQ (Wijma et al. 2004) is the thorough 
definition of both typology and severity of abuse. Even so most of the women 
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decided not to participate. The dropout rate in the present study could be 
random, due to mental ill health, or that women without a history of abuse 
chose not to participate. Another limitation of the study is the number of 
participants (n=77). The data collection was set for two months which could 
have affected the distribution of questionnaires to participants. A question-
naire with fewer questions would perhaps increase participation rate. 
According to Altman (1991) there is a difference in respondents where less 
healthy respondents are less likely to participate in surveys. 
 
Reliability and Validity 
Reliability and validity are used in quantitative research to asses if the 
instrument measures what it supposes to measure (Polit & Beck 2012). A test-
retest study was planned but due to the small number of participants the test-
retest was not used to assess stability. 
 
A pilot study at one of the out-patient units was conducted during a three 
week period and the analysis of the results indicated that the questionnaire 
was suitable and valid to identify experiences of abuse in a general psychiatric 
setting due to the fact that the participants answered all the questions. A 
limitation is that we did not verbally evaluate the questionnaire. Due to the 
low rate of participation in study I, the same study was conducted one year 
later, but the rate of participation was similar and those answers have not 
been analyzed. Based on those facts descriptive statistics were chosen to 
identify disclosure of abuse among women in general psychiatric care instead.  
  
Studies II and III 
A qualitative design with an inductive approach was chosen in both study II 
and III. Content analysis was chosen to analyze the material due to the 
method’s ability to examine social communication (Berg 2009).  
 
The sample sizes are small but the transcribed material provided a rich 
amount of data. One issue is that women who are currently suffering from 
abuse from a partner could be prohibited by their partner to seek psychiatric 
care and thus not be included in the sample. The most severe experiences and 
self-reported abuse is thus not included or counted for. An additional aspect is 
the processes of normalization of the violence where the abused women 
interpreted the violence committed to them as their own fault and their 
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failings as a woman and thus not acknowledging themselves as abused women 
(Lundgren et al. 2001). This could also be the reason why it is difficult to 
recruit participants. Other reasons could be that the women do not want to be 
reminded of the abuse they experienced as a child or in adulthood.   
 
Study IV 
The participants in the final study (IV) had all participated in some of the 
previous studies. Most of the women had been interviewed by the same 
researcher (KÖ) and were familiar with the surroundings where the interview 
was conducted. This might have affected the women to speak freely about 
their experiences during their life course. The Hägerstrand Time Geography 
model (1991) was used for the first time in research regarding women with 
experiences of abuse. A follow-up study by Sunnqvist et al. (2007), creating 
life charts among patients in psychiatric in-patient care, described how Time 
Geography served as an anchor activating the autobiographical memory. One 
major benefit for using this model is that more information is gained when 
focusing on household moves and geographical sites compared to interviews 
(Sunnqvist et al. 2007). That implies that the model is sufficient in gaining 
valuable information regarding the life course of women who have 
experienced abuse. On the other hand the interview did have a mean time of 
2.24 hours which could be exhausting for women with mental ill health and 
that might have influenced the capability to fully focus throughout the 
construction of the life chart. The life charts were formulated together with 
the women during an interview and the women received a copy after the 
interview.  
 
Time Geography is also suitable for identification of risk factors as well as 
causes of violence as described by the ecological model (Heise 1998; Heise 
1999; Krug 2002; Graham Bermann & Gross 2008). As within the ecological 
model, Time Geography can identify abuse along the life course and detect 
risk factors for exposure and revictimization as well as capacities and 
resilience.  
 
For analysis of the life charts manifest content analysis according to Berg 
(2009), was chosen, which was suitable for counting the events. To further 
analyze and categorize the events in the life charts Burnard (1996) was chosen. 
The aim of the study was to investigate the life course of women within 
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psychiatric care who have experienced abuse. The study also aims to focus on 
the women’s resources, stressful events, experience of abuse, perpetrators, 
mental ill health and care and support throughout the life course. We thus 
used content analysis according to Burnard (1996) because this method offers 
a structured process of categorization, which is suitable when identifying key 
issues in the data.  
 
Elder (1998) described the difficulty of recovering memories linked to early 
periods of the life course. There is also a risk that narrated stories from a 
person’s life are incorporated into the personal narrative. To be able to 
stimulate memory of the life course we use the autobiographical memory. By 
connecting time and household moves as anchors autobiographical memories 
containing information of specific events, general events and self-description 
are activated (Conway & Bekerian 1987). Studies of a life course present an 
opportunity for recreating a person's subjective description of his life story, 
and thus the opportunity for analyzing it.  
 
 Trustworthiness 
For insurance of rigor in the qualitative studies (studies II-IV), trustworthiness 
was established in accordance with standard criteria for qualitative research: 
dependability, transferability and credibility (Graneheim & Lundman 2003).  
 
Dependability is considered to be the change of data over time and during the 
process of analysis (Graneheim & Lundman 2003). In order to avoid 
inconsistency dependability was aimed for by using the same questions to the 
women participating in the same qualitative study.  The interviews were not 
transcribed or analyzed before all women participating in the same study had 
been interviewed. In order to be able to achieve dependability in study IV the 
women were contacted by the researcher (KÖ) by phone or in person for 
eventual amendments of the life charts. The main reason for the validation of 
the life charts was that the women probably continued to remember events 
throughout their life course and after a second contact the life charts could be 
altered if necessary. Five of the women modified their life charts by adding 
information about the name of a geographical move (n=1), stressful events 
(n=3), resources (n=2), help and support (n=1) and mental ill health (n=1). 
One woman did not complete the second occasion due to mental ill health. 
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The transferability of the result is evaluated by the readers of the study 
(Graneheim & Lundman 2003). It is thus necessary that the researcher 
describes the context, the participants and the method as thoroughly as 
possible.  The aim of achieving transferability was carried out by describing 
the participants, the data collection, the analysis and the results exemplified by 
quotations. In study IV, the process of the analysis is presented and the 
numbers of events in the manifest analysis are visualized. The eleven life charts 
are visualized as one and exemplified in the form of a case. One factor that 
affects the transferability is that the women’s diagnoses are missing in the 
material. Another factor is that it is important for the reader to acknowledge 
is that women with severe mental ill health or in a severe state of their mental 
ill health have not participated in this research, which affects the trans-
ferability for women in general psychiatric care. 
 
Attaining credibility refers to how suitable the participants, method and 
analysis match the topic of research (Graneheim & Lundman 2003). All of the 
women had endured abuse some time during their life course, which was 
previously identified in study I. The discussion between the first and last 
author throughout the various steps of the analysis of the interviews as well as 
the discussions of categories, theme or events with the co-authors strengthened 
the analysis. The intention of the studies was not to compare out-patient and 
in-patient psychiatric care; nevertheless the women in the study had 
experienced either or both, which enhances the transferability to both 
contexts. 
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DISCUSSION OF RESULTS  

The overall aim of this thesis was to identify experiences of abuse during 
childhood and adulthood among women who have experienced abuse and 
have mental ill health. The thesis also aims to explore women’s disclosure of 
abuse and experiences of the care provided in a general psychiatric context. By 
using both quantitative and qualitative designs I hoped to capture the 
phenomena of experiencing abuse among women within general psychiatric 
care from a number of different angles. 
 
The results of the studies showed that many of the women had been abused 
both during childhood and as adults. In spite of this a majority of the women 
had not disclosed their experiences of abuse to staff at the general psychiatric 
clinic. Only a few staff members already knew about the abuse and the staff 
was not aware of the women’s experiences. The women also described 
emotions that easily could be mistaken for symptoms of mental ill health such 
as depression and anxiety disorders. There is a risk that if the staff working 
within general psychiatric care is not aware of the experiences of abuse: This 
lack of knowledge and awareness could constitute a hinder for the women to 
receive adequate support and treatment. Wendt and Enander (2013) highlight 
the importance of asking women who seek health care about their 
relationships, experiences of controlling behavior as well as experiences of 
abuse and thus offer an opportunity to reflect upon their situation. By asking 
women about experiences of abuse the staff shows a willingness to listen and 
an interest in the women’s situation. Other advantages are that by making the 
women reflect upon their situation they might be encouraged to disclose the 
abuse at the next encounter with the health care services.  
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By not identifying or acknowledging abuse there is also a risk that women 
living with an abusive partner endanger themselves by returning to a violent 
relationship.  
 
The life course  
Todres et al. (2009) described life as being on a journey and how being 
humans relate to a sense of continuity. Understanding the moment is done in 
relation to the past as well as the future. The lifeworld approach as described 
by Dahlberg and Segersten (2010) entails how we live our lives in relation to; 
for example, time (temporality) where the present and the past cannot be 
separated. Time is also a main factor within Time Geography where the 
framework emphasizes that individuals are defined in time-space, where the 
present is also a transformation to the future as well as the past (Ellegård & 
Svedin 2012). By incorporating the lived experiences with e.g. insecurity for 
the future a fuller understanding of the present is gained. Women who had 
experienced abuse during childhood might also have experienced abuse during 
adulthood and with the possible consequence for mental ill health. The health 
care services of today are mainly focused on the present which thus entails a 
loss of the individual’s personal journey and a focus on how a person is 
instead of who he/she is. This entails a need for a method to gain information 
through the narratives of women who have experienced abuse. Within 
humanized care the life journey of a person is supported and not ignored. The 
continuity of past and present is often lost within health care and a need for 
bibliographies is important (Todres et al. 2009), which is also seen in studies 
III-IV. 
 
The life charts revealed that most of the women who lived in abusive and 
violent environments during childhood seldom talked to anybody else about 
their experiences of abuse or life situations. In study I the women often chose 
not to talk to staff about the experienced abuse. One reason could be that the 
women lived with their abuser. Another reason could be due to norms 
granting men control over women’s behavior and rigid gender roles as 
described by Heise (1998). Some of the women were also bullied in school 
which decreases their possibility to confide in friends or classmates but 
increases isolation and alienation. A diversity of stressful events and abuse was 
also identified by the women and a majority had experience if not of a lifetime 
of difficulties at least of periods of agony and suffering. However, most of the 
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women also identified their own capacities and more successful episodes in 
their lives.  
  
Heise (1998) described exposure to violence in accordance with the 
framework of Bronfenbrenner and similar patterns are identified among the 
women participating in this thesis. Some of the women grew up in families 
were the father was absent due to mental ill health or alcohol abuse and some 
of the women had witnessed their mother being abused. These experiences 
have consequences later in life and in relationships where the women are at 
greater risk for subjection to domestic violence. This is also seen on the life 
charts where the results indicated that the women subjected to abuse during 
their life course were exposed through the different levels of Bronfenbrenners 
framework. Some were exposed during childhood and as adults to current or 
former partners, but some were also abused by strangers, which could be 
explained by the community and surroundings the women lived in or 
socialized in. Growing up with both parents and with no family history of 
abuse could generate a healthy trajectory, these women were, however, 
subjected to both mental ill health and abuse as adults. The life charts 
identified both individual exposures to abuse as well as abuse within the 
families where family members and relatives were most commonly the 
perpetrator. Later in life a current or former partner was the perpetrator. The 
analysis of the life charts showed that most women were active in sports and 
activities during childhood and some of them also throughout their life course, 
which could be seen as a capacity as well as a healthy trajectory. Together 
with an increase of self-reported mental ill health the contacts with formal 
network was revealed in the life charts. The results in this thesis indicate, on 
the other hand, that women with experiences of abuse are reluctant to disclose 
their experiences and have experienced the health services as both caring and 
noncaring. By also focusing and identifying capacities the risk for objectifying 
the women is hopefully reduced.  
 
Experiences of abuse and mental ill health  
Svenaeus (2001) describes health and illness as homelikeness and unhome-
likeness in being-in-the-world. He also highlights the importance of the staff 
understanding the patient’s situation of unhomelikeness of being-in–the-world, 
which is best achieved through the patient’s personal narratives. The being-in-
the-world is understood as how individuals find their place in the world. 
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When one is sick the body feels different, unbalanced and not homelike. 
Toombs (1987) describes it as loss of wholeness. Illness is not only a loss of 
bodily functions but also seen as an interruption of the life-plan. Illness 
manifests an uncertainty, a loss of control and a loss of bodily integrity.  
When illness occurs the body is no longer taken for granted.  We are aware of 
the bodily changes and the bodily limitations, which makes us anxious and 
insecure. If experiences of abuse are not acknowledged by staff important 
information needed for providing ultimate treatment and care is lacking. The 
most important factor is that the women will remain in a state of 
unhomelikeness. According to Svenaeus (2001) homelikeness in terms of 
being-in-the world is the goal for the health care services. It is thus important 
that the mental ill health described in the women’s own words is important to 
acknowledge. In terms of Time Geography Hägerstand (2009) writes about 
now, which is the present but also the future and the past, even so “now” is 
the only opportunity to change. In order to be able to change “now”, it is also 
evident that all aspects of the lived lives of women are brought forward, as 
well as taken under consideration by staff working in a general psychiatric 
context. 
  
All of the women had endured abuse some time during their life course. The 
women who had experienced abuse during childhood still lived with the 
consequences of abuse such as a need to escape through drugs and thoughts of 
suicide. The narratives also showed that the women longed for a better life 
and that they could have had a better chance without these experiences. Some 
women experienced fear of doing right as well as insecurity. These emotions 
are often described among women who have been living in an abusive 
relationship. Through the process of normalization the woman adapts by 
obeying the partner. This is primarily done to stop the violence but gradually 
the woman internalizes the partner’s interpretation of her and thus influences 
her self-esteem (Lundgren et al. 2002). The described consequences of abuse 
were powerlessness, worthlessness and guilt.  Due to the fact that the women 
also describe anxiety, depression and thoughts of suicide it indicates that the 
symptoms of abuse could be mistaken for mental ill health and thus not 
acknowledged. Some women described how they felt stupid, which is also 
recognized in other research. Enander (2010) highlights in her study of abused 
women in Sweden that the Nordic context has a tendency to make women feel 
“stupid” for not leaving abusive relationships. The public debate in the Nordic 

80



 

81 
 

countries underlines that it is rational to leave a relationship “after the first 
abuse episode”. Many women do not follow this advice because relationships, 
including the destructive ones, are often complex. If they do not behave 
rationally they label themselves as “stupid” and feel inadequate. This debate 
has also consequences for cultural aspects. According to Heise (1998) the 
ecological model contains aspects of norms and cultural aspects of violence 
which possibly contribute to the focus on diagnosis and treatment instead of 
on the women’s experiences of abuse. The ward environment at a general 
psychiatric clinic and the preconception regarding why women “choose” to 
stay in a violent relationship influences how women with experiences of abuse 
are cared for.  
 
Disclosure and the care provided after disclosure of abuse 
Living with experiences of abuse is common among women in Sweden. A 
population-based Swedish study reported a high level of lifetime prevalence of 
experiencing violence. The results showed high prevalence of lifetime 
experiences of violence, physical violence (53 %), emotional violence (62 %) 
and sexual violence (65%) sometimes during the life course (NCK 2014). 
Another Swedish study researching experiences of abuse among women who 
used psychiatric services (n=1382) reported a prevalence of childhood abuse 
(53%), abuse during adulthood (63%) and during the past year 31%  
(Bengtsson-Tops et al. 2005). All of the women in the present study had also 
experienced abuse some time during their life course and 53% of those women 
(n=41) had experienced all three forms of abuse; emotional, physical, and 
sexual. Physical abuse was the most common form of abuse experienced by 
the women in study I (93% n=72), followed by emotional abuse (79 % n=61) 
and sexual abuse (71% n=55). 
 
In spite of this a majority of the women in this thesis chose not to disclose 
experiences of abuse to staff, which thus probably influences the care 
provided. By not identifying exposure to abuse important information 
regarding the patient is missing. According to Wendt and Enander (2013) one 
reason could be that the women have normalized the violence and thus do not 
see themselves as abused. Another aspect is that healthcare staff assumes that 
abused women do not hesitate to disclose living in an abusive relationship. In 
order to be able to ask women about experiences of abuse staff needs to have 
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knowledge regarding the phenomena of abuse and thereby an awareness to 
identify as well as being receptive for signs of abuse. 
 
The women all had experiences of being cared for as patients in a general 
psychiatric setting. Even though the research showed that a majority of the 
women who had experienced abuse chose not to disclose, some of the women 
did talk to staff about their experiences. The women’s experiences of the care 
after the disclosure showed a duality of suffering and trust which was 
dependent on who provided the care. A caring situation was often associated 
with staff showing an interest in the women and their experiences of abuse. 
The women felt that staff listened to them and acknowledged their experiences 
of abuse without belittling and blaming. The noncaring situation had a focus 
on diagnoses and treatment instead of the women’s experiences of mental ill 
health, even when they had explicitly disclosed the abuse.  
 
The results in study III indicated, according to the women, a focus on 
disorders and symptoms of mental ill health and the women’s individual 
description of their mental ill health and experiences of abuse being sometimes 
ignored or deemed as less important by staff. One reason could be that the 
focus and interpretation of mental ill health differs due to different inter-
pretations of illness. Toombs (1987) states that physicians’ and patients’ 
experiences of the phenomena of illness represent separate realities through 
the use of different words and meanings. The patient’s experiences of illness 
are qualitative and focus on everyday life, whereas the physician’s inter-
pretation of illness is objective, quantitative and represents the “reality of 
illness”. The physician’s interpretation of illness is described as a scientific 
“habit of mind” and the patients “problems” are often interpreted in terms of 
diagnosis and treatment. Similar results are revealed in study III where the 
women describe the care provided after disclosure of experiences of abuse in 
terms of caring as well as noncaring. Todres et al. (2009) have identified 
humanizing as well as dehumanizing features within the context of caring. By 
focusing on diagnosis and not acknowledging the insiderness of people the 
context of caring is objectifying people, which is also an identified experience 
among the women in this thesis. 
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CONCLUSIONS   

Experiencing physical abuse was the most common form of self-reported 
abuse experienced among the women, followed by emotional and sexual 
abuse. A majority of the women experienced all three forms of abuse 
sometimes during their life course.  
 
The results show that many women who have experienced abuse sometimes 
during their life course have chosen not to disclose their experiences to staff at 
the general psychiatric clinic. The women chose on the other hand to disclose 
their experiences to others. Another aspect is that only a few staff members 
already knew about the abuse. The women felt vulnerable and unprotected 
irrespective of whether the abuse was experienced as a child or as an adult. 
The experiences had also prevented the women from living the kind of life that 
they longed for and being the person they wished to be. Experiencing abuse 
had an impact on the mental ill health, but was not only described in terms of 
anxiety, depression, self-deliberate harm or suicidal behavior. They also 
described emotions that easily could be mistaken as symptoms of a mental 
disorder. Other aspects of mental ill health described by the women included a 
need to escape, worthlessness and feelings of shame and guilt and how they 
punished themselves. Other descriptions of the mental ill health could be 
feelings of isolation, meaninglessness and powerlessness.  
 
The findings also indicate that the women experienced a duality in the care 
provided after the disclosure. The care is dependent on the staff and 
experienced as caring and noncaring. Caring is associated with a care where 
the women are listening to and believed when disclosing the abuse. The 
noncaring environment is on the other hand focusing on medication, 
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treatment and diagnosis and neglecting the abuse as one part of the person’s 
experiences that has to be taken into account within the situation. Due to the 
fact that women who have experienced abuse did not disclose their 
experiences to staff and due to the duality of the care environment, there is a 
risk that the women do not receive the best care and support required.  
 
By using Time Geography and creating life charts, the life course of women 
who have experienced abuse was visualized. The life charts revealed that the 
women had seldom spoken of the abuse during childhood to others growing 
up and as adults the women often went to formal networks for support and 
care. The women who had few experiences of abuse during childhood had 
also few marked events of mental ill health during that period of their lives. 
Emotional abuse was most frequent throughout the life course. Sexual abuse 
was the lesser marked form of abuse during childhood, but increased during 
adolescence and adulthood. Adulthood was the period of life that had most 
frequent events of abuse followed by childhood. 
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CLINICAL IMPLICATIONS  
AND FUTURE  RESEARCH 

The results of the thesis showed that the general psychiatric care services must 
improve their attempts to identify and support women who have experienced 
abuse. The women’s own stories regarding experiences of abuse during the life 
course must be integrated with traditional biomedical care.  
 

• Ask women in general psychiatric care about their relationships and 
with a focus on behavioral aspects  
 

• A caring environment that is not judgmental and where the women 
are listened to and believed when describing their experiences of abuse 

 
• Evaluate if the symptoms within a mental disorder could represent 

symptoms of abuse  
 
• Use of Time Geography to be able to visualize the life chart of abused 

women from childhood to adulthood 
 

This thesis exemplified the need for future studies regarding women’s 
experiences of abuse and the care provided. Experiences of abuse have 
consequences for the mental health of women and many women within a 
psychiatric context have experienced abuse. In order to be able to care for 
these women it is evident that staff needs to increase their knowledge 
regarding women’s experiences of abuse during the life course. Furthermore 
research using Time Geography is important for visualizing the life course of 
women who have experienced abuse. It would also be of interest in future 
research to use Time Geography in other contexts and with other populations.  
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POPULÄRVETENSKAPLIG 
SAMMANFATTNING 

Erfarenhet av våld är vanligt bland kvinnor i Sverige. En studie för att 
undersöka förekomsten av våld bland kvinnor i EU:s medlemsstater visar att 
nästan hälften av svenska kvinnor (46 %) har varit utsatta för fysiskt och/eller 
sexuellt våld efter 15 års ålder. Den första populationsbaserade studien om 
våld mot kvinnor i Sverige rapporterar också att nästan hälften av kvinnorna 
(46 %) hade utsatts för våld av en man efter 15 års ålder. Liknande siffror 
presenteras i en ny rapport från Nationellt Centrum för Kvinnofrid.  

 
Erfarenhet av våld har under barndomen och/eller vuxenlivet har många 
konsekvenser, varav påverkan på den psykiska ohälsan är en. Kvinnor som 
har utsatts för våld under barndomen är överrepresenterade inom hälso- och 
sjukvården och framförallt inom psykiatrisk vård. En svensk studie visar att 
hälften (51 %) av alla kvinnor som vårdades på allmänpsykiatriska kliniker 
hade varit utsatta för våld under barndomen, emotionellt våld är vanligast (33 
%) följt av sexuellt våld (28 %) samt fysiskt våld (24 %). Forskningen visar 
också hög förekomst av erfarenhet av våld bland kvinnor i psykiatrisk 
dygnsvård (30 %) samt inom psykiatrisk öppenvård (33 %). Sambandet 
mellan erfarenhet av våld och psykisk ohälsa är välkänt. Depression, 
posttraumatiskt stressyndrom, ångest samt självmord och självskadebeteende 
är vanligt förekommande bland kvinnor med erfarenhet av våld. Sömn-
störningar, ätstörningar samt missbruk av droger och alkohol är också 
vanliga. Trots att det är vanligt att kvinnor som varit utsatta för våld vårdas i 
psykiatriska verksamheter, upplever ofta kvinnorna att de inte blir väl 
omhändertagna. Kvinnorna upplever att personalen inte ser den psykiska 
ohälsan som en konsekvens av deras erfarenhet av våld och personalen väljer 
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ofta att inte prata med kvinnorna om deras erfarenheter. Det finns olika 
anledningar till varför kvinnor inte berättar för personal inom hälso- och 
sjukvården om sina erfarenheter av våld. Rädsla, känslor av skuld mot sig 
själv och från andra kan hindra kvinnor från att göra det. Som teoretisk 
referensram används den ekologiska modellen samt Tidsgeografi.  

 
Avhandlingens övergripande syfte är att identifiera erfarenheter av övergrepp 
under barndom och vuxenliv bland kvinnor som har en psykisk ohälsa. 
Avhandlingen syftar även till att utforska om kvinnorna berättar för 
vårdpersonalen om sina erfarenheter och hur de upplever att det är att vårdas 
inom allmänpsykiatrin när de har berättat om sina erfarenheter. Fyra studier 
innefattas i avhandlingsarbetet och samtliga deltagare i studierna är kvinnor 
som utsatts för emotionella, fysiska och/eller sexuella övergrepp någon gång 
under livet samt är patienter i allmänpsykiatrisk vård. 
 
I den första studien tillfrågades kvinnor på allmänpsykiatriska kliniken om de 
ville medverka genom att besvara en enkät om sina erfarenheter av övergrepp. 
Kvinnor på fyra dygnsavdelningar och tre öppenvårdsmottagningar fick 
frågan och 77 kvinnor som varit utsatta för övergrepp någon gång under livet 
besvarade enkäten. Studiens syfte var att undersöka om kvinnor berättat för 
personalen vid sitt senaste besök eller inläggning på kliniken om sina 
erfarenheter av emotionella, fysiska och/eller sexuella övergrepp. Syftet var 
även att undersöka om kvinnorna har berättat om sina erfarenheter för någon. 
Beskrivande statistik användes för att redovisa antal och procentsatser. Mer 
än hälften av kvinnorna hade blivit utsatta för alla formerna av övergrepp. 
Resultatet visar att 72 kvinnor (93 %) av 77 hade erfarenhet av fysiska 
övergrepp, vilket var den vanligaste formen av övergrepp. Trots det valde mer 
än hälften av kvinnorna att inte berätta för personalen om sina erfarenheter. 
Arton kvinnor berättade spontant om sina erfarenheter. Resultatet visar att 
bara 2 kvinnor uppgav att personalen redan visste om det. Däremot valde 62 
kvinnor att berätta för andra om sina erfarenheter och nästan 1/3 valde att 
berätta allt. Det var bara 8 kvinnor som inte berättat för någon om sina 
erfarenheter av fysiska övergrepp. Sextioen kvinnor hade erfarenhet av 
emotionella övergrepp och det var också vanligare att de kvinnorna berättade 
om sina erfarenheter, men bara 2 kvinnor uppgav att personalen redan visste. 
Trots det var det vanligare att berätta om sina erfarenheter till andra än 
personalen. Sexuella övergrepp är den form av övergrepp som var minst 
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rapporterad av kvinnorna och de flesta kvinnorna valde att inte berätta för 
personalen om dem. Däremot valde kvinnorna att berätta för andra än 
personalen om sina erfarenheter. I den andra studien intervjuades tio kvinnor 
om sina erfarenheter av fysiska, emotionella och/eller sexuella övergrepp och 
hur deras erfarenheter av övergreppen påverkat deras psykiska ohälsa. 
Kvinnorna kände sig oskyddade och sårbara och de kvinnor som utsatts för 
övergrepp under barndomen upplevde fortfarande rädsla som vuxna. 
Kvinnorna beskrev förutom depressivitet, ångest, självmordstankar och 
självskadebeteenden även skuld, skam, maktlöshet och känslor av att inte vara 
värdefull. Kvinnorna levde i en dualitet som beskrevs som både en önskan om 
att leva sitt liv fullt ut och samtidigt känslor av förtvivlan och tankar på att 
avsluta livet. Kvinnorna uppgav att deras liv hade varit annorlunda om de inte 
utsatts för övergrepp någon gång under livet. De nio kvinnor som deltog i den 
tredje studien hade alla berättat för personalen i allmänpsykiatrin om sina 
erfarenheter av övergrepp. Syftet med den studien var att belysa hur kvinnor 
som varit utsatta för fysiskt, emotionellt och/eller sexuellt våld upplever hur 
det är att vårdas på en allmänpsykiatrisk klinik när de har berättat om sina 
erfarenheter av övergrepp. Kvinnorna beskrev vården utifrån lidande så väl 
som utifrån tillit och den upplevelsen var beroende av vem i personalen de 
träffade. Kvinnorna beskrev en vård som förringade deras erfarenheter och 
där personalen inte lyssnade eller valde att fokusera på medicinering och 
diagnostik. De kunde även uppleva skuld och nedvärderande bemötande från 
personalen. Trots det kunde kvinnorna även beskriva en vård där de blev 
lyssnade på och där personalens bemötande var respektfullt och inlyssnande. I 
den fjärde studien intervjuades 11 kvinnor och deras livsförlopp konstruerades 
genom ett datorprogram. Syftet var att belysa social kapacitet, stressfulla 
händelser, utsatthet för övergrepp och förövare, psykisk ohälsa samt var 
kvinnorna vände sig för stöd och hjälp. Genom Tidsgeografin konstruerades 
kvinnornas livsförlopp, där tiden från födelseår till årtal för intervjun 
markerades på en Y-axel. Geografiska platser som kvinnan bott på 
markerades på en X-axel. Intervjun inleddes med att livsförloppet kon-
struerades och därefter markerades ovanstående händelser i kronologisk 
ordning. Geografin fungerar som ankare för minnet och det autobiografiska 
minnet aktiveras. Resultatet redovisas utifrån tidsperioderna; barndom 0-12 
år, ungdomsår 13-19 år samt vuxenliv 20 år och äldre. Livsförloppen visade 
att de kvinnor som blivit utsatta för övergrepp under barndomen sällan hade 
berättat för någon. Kvinnor som blev utsatta för övergrepp som vuxna valde 
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oftast att vända sig till formella nätverk som sjukvården för vård och stöd. De 
kvinnor som uppgav få händelser av övergrepp under barndomen uppgav 
också mindre psykisk ohälsa under den perioden. Vuxenlivet var den period i 
livet som övergrepp var mest markerade följt av barndomen och de 
emotionella övergreppen var den form av övergrepp som var vanligast under 
kvinnornas liv. De sexuella övergreppen var minst vanliga under barndomen, 
men ökade med kvinnornas ålder. Resultaten av studierna visar att den 
allmänpsykiatriska vården bör utveckla och förbättra metoder och rutiner för 
att identifiera och bemöta kvinnor som har erfarenheter av fysiska, 
emotionella och/eller sexuella övergrepp under livet. Kvinnors berättelser om 
erfarenhet av övergrepp måste tas till vara och integreras med traditionell 
medicinsk vård och behandling. 

 
Det är av vikt att kvinnor som vårdas inom allmänpsykiatrin tillfrågas om sina 
relationer, att kvinnorna blir lyssnade på, att personalen tror på dem när de 
berättar om sina erfarenheter samt att bemötandet inte är kränkande gentemot 
kvinnorna. Viktigt är också att utvärdera att symtomen i en psykiatrisk 
diagnos inte är symtom på övergrepp. Det hade även varit en fördel att 
använda Tidsgeografi inom den allmänpsykiatriska vården för att visualisera 
erfarenheter av övergrepp under barndom och vuxenliv och därmed kunna 
erbjuda kvinnorna adekvat hjälp och stöd. 
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Accessible summary   

• A majority of the women who have experienced abuse chose not to disclose abuse to staff at 

the general psychiatric clinic during their latest contact. 

• Most of the staff at the general psychiatric clinic was not aware that the women had 

experienced abuse during their life course 

• Women who have experienced abuse preferably disclosed abuse to others than to staff at the 

general psychiatric clinic. 
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Abstract 

There is a high prevalence of abuse among women within psychiatric care. This study aims to 

explore women’s disclosure of experiencing physical, emotional and/or sexual abuse during 

their latest contact with staff at a general psychiatric clinic. The study also aims to explore 

whether the women have ever disclosed abuse to anyone at all. Seventy-seven women with 

experiences of abuse at three outpatient and four inpatient general psychiatric units in an 

urban area of southern Sweden participated in the study by answering a questionnaire. 

Descriptive statistics to describe the disclosure of physical, emotional, and sexual abuse were 

used for analysis. The results of the study showed that a majority of the women in the study 

chose not to disclose experiences of abuse to staff at the general psychiatric clinic. Most of the 

staff at the general psychiatric clinic was not aware that the women had endured emotional, 

physical and or sexual abuse during their lifetime. The abused women preferably disclosed 

abuse to others than to staff at the general psychiatric clinic and this could entail that a 

significant component of the women’s clinical picture is missing.  

Keywords: Abused women, descriptive statistics, disclosure, general psychiatric care, nursing 

care, questionnaire 
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Introduction 

According to the first national study concerning violence against women in Sweden, have 46 

% of all women in Sweden experienced violence from a man after the age of 15 (Lundgren et 

al. 2002). Another Swedish population based study also report that 46% of the women had 

experienced sever sexual, physical or emotional violence sometimes during their life course 

(NCK 2014). 

One consequence of intimate partner violence is the mental ill health of women. Research has 

shown a high prevalence for depression, posttraumatic stress disorder (PTSD), anxiety, 

suicide and self- deliberate harm (Dillon 2013). A review by Howard (2010a) also report drug 

and use of alcohol, suicidal behavior, sleeping disorders and eating disorders as a 

consequence of domestic violence. Being abused as a child also has consequences for the 

mental ill health as an adult such as depression, anxiety and substance use (Greenfield 2010).   

A Swedish study found a high prevalence of abuse in female users of psychiatric services, 

reporting a 53% prevalence of childhood abuse and a 63% prevalence of abuse during 

adulthood (Bengtsson-Tops et al. 2005). Another Swedish study reports that 20 % of general 

psychiatric patients had been victimized within 1 year prior to participation in the study 

(Sturup et al. 2011). 

Alhabib (2010) demonstrates, in a systematic review of 134 international studies, that 

psychiatric and obstetrics/gynecology research settings report the highest prevalence of 

domestic violence in comparison with other research settings. Howard et al. (2010 b) has also 

reported a high prevalence of domestic violence in female psychiatric populations with a 

lifetime prevalence ranged from 34% to 63%.  

Friedman et al. (2007) found there was a risk of under-detecting intimate partner violence in 

psychiatric settings and of abused women not being identified in a psychiatric context, which 

could be exacerbated by them not receiving adequate care and support. A WHO multi-country 

study on women’s health and domestic violence, with 24 000 women in 10 countries 

participating, reported that two out of ten women had never talked to anyone about 

experiencing abuse. Physically abused women were asked about whom they confided in, and 

their preference was family members or friends rather than community services such as 

police, health services, legal advice, shelters, women’s nongovernmental organizations, local 

leaders, and religious leaders (Garcia- Moreno et al. 2005). Most victims of sexual assault in a 
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study by Heather & Littleton (2010) have disclosed the assault to not more than three people. 

It was more common to disclose the abuse to relatives, friends and romantic partners than to 

health care providers, therapists or counselors. Staff working within psychiatric care 

experiences a lack of knowledge in being able to identify and interact with abused women 

(Bengtsson-Tops et al. 2009). A study by Sturup et al. (2009) showed, however, that it is more 

common for victimized women to seek psychiatric care in comparison with women with no 

experience of violence. 

Experiencing abuse has, as previously described consequences for women’s mental ill health. 

Even so, is there to our knowledge no studies exploring disclosure of experiencing abuse 

among women in a general psychiatric setting. 

The present study aims to explore women’s disclosure of experiencing physical, emotional 

and/or sexual abuse to staff during their latest contact with staff at a general psychiatric clinic. 

The study also aims to explore whether the women have ever disclosed abuse to anyone at all.  

 

Method 

Setting  

Women visiting a general psychiatric clinic were given the opportunity to participate in a 

study describing women’s self-reported experience of physical, emotional and /or sexual 

abuse in September and October 2010.  The study involved women at three outpatient and 

four inpatient general psychiatric units in an urban area of southern Sweden. Women who 

spoke languages other than Swedish, Arabic, and Serbo-Croatian were excluded from the 

study. Women at the inpatient units were excluded if they had symptoms of confusion (n=7), 

intellectual disability (n=2), visual handicap (n=2), or were transferred to other units before 

receiving the questionnaire (n=9). Exact details of those excluded at the outpatient units have 

not been collected since the questionnaire was handed out at the reception desk or by staff.  

Data collection 

The first author personally distributed the questionnaires Monday- Friday at the inpatient 

units and at one of the out-patient units. At two of the outpatient units the women received the 

questionnaire at the reception desk. The completed questionnaires were returned by mail in 

prepaid envelopes or in mailboxes at the units. At each inpatient unit a nurse evaluated the 
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women’s mental status before being asked to participate. Women with a high level of anxiety 

or suicidal ideation were asked when stabilized.  A total of 450 women decided to participate 

and 77 women with experiences of abuse answered the questions and returned the 

questionnaire. We have no information regarding the women who received the questionnaire 

but who decided not to participate after all. The questions describing disclosure of abuse were 

part of the NorVold Abuse Questionnaire (NorAQ) which is previously used and developed to 

compare prevalence of abuse in women presenting at a gynecological outpatient settings in 

the five Nordic countries (Swahnberg & Wijma 2003). The NorVold Abuse Questionnaire, 

NorAQ classifies abuse as a theoretical construct for research purposes only. The abuse in 

NorAQ is defined by answering yes or no to questions about abuse, where psychological harm 

is synonymous with emotional abuse, and where physical and emotional abuse include 

threats. Sexual abuse is described as various forms of sexual coercion (Wijma et al. 2004). 

Responses to the questions concerning emotional and physical abuse were: mild; moderate; 

and severe. Sexual abuse was defined as: mild (no genital contact); mild (emotional/sexual 

humiliation); moderate (genital contact); and, severe (penetration). Response alternatives 

were: Yes, as a child; Yes, as an adult; Yes, both as a child and an adult; or No to one or more 

of the questions describing the severity and form of abuse. In this paper we present the abuse 

as, physical, emotional and sexual. Registered Nurses (RN), nurses specialized in psychiatric 

care, psychiatrists, nurses aids and counselors are referred to as “staff”. The questions 

regarding disclosure at the latest contact with staff at the general psychiatric clinic were 

stated: Recall your latest contact with staff at the general psychiatric clinic: Did you tell 

anyone at the clinic about you being subjected to physical/emotional/sexual abuse? The 

response alternatives were: No; Yes, he/she knew already; Yes, when he/she asked about it; 

and Yes, I told him/her spontaneously. The other questions covered disclosure of experiences 

of abuse to someone, and the response alternatives were: No; Yes, partly; and Yes, about all 

of it. K. Swahnberg, coordinator of the NorVold Abuse Questionnaire research network, 

granted permission to use and modify NorAQ. Questions regarding disclosure of abuse were 

modified using the term “general psychiatric clinic”. 

Statistics  

We used descriptive statistics to describe the disclosure of physical, emotional, and sexual 

abuse at their latest contact with staff at the general psychiatric clinic, as well as ever having 

talked to someone about experiencing abuse. The questions concerning physical, emotional 
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and sexual abuse were dichotomized. We used the Statistical Package for the Social Sciences, 

Version 20 (SPSS, Chicago, IL) for calculating the statistical data. 

Ethics 

The women were given verbal and written information. Together with the questionnaire, they 

received the phone number to Kvinnofridslinjen, a national helpline for women subjected to 

threats or violence. The Regional Ethical Review Board, Lund (Dnr: 2010/3) approved the 

study. Staff at the units involved had also been informed verbally and in writing about the 

study. They were thus aware that the women might experience discomfort and need support. 

An envelope containing the research material was given to the women individually and no 

reminders were sent to the women’s home addresses due to a possible increased risk of abuse. 

The women were informed in writing that their participation was voluntary and that they had 

the right, at any time and without cause or explanation, to decline participation. All 

participants were guaranteed confidentiality and declining to participate would not affect the 

care provided. 

 

Result 

Seventy-seven women participated in the study, 58% (n=45) of these were visiting an 

outpatient unit, and 42% (n=32) were inpatients. Fifty- three per cent, (n=41) had experienced 

all three forms of abuse, i.e. physical, emotional, and sexual at some time during their life 

course. Of the 77 participants, 52 women self-reported affective disorders, suicidal behavior, 

and/or anxiety disorder as reasons for seeking general psychiatric care at that particular time, 

five women self-reported eating disorders, two suffered from AD/HD, three women self-

reported paranoid and/or psychotic behavior, five women self-reported contact due to need of 

support, therapy, or renewing prescription, seven women stated abuse as a reason for seeking 

care and three women did not reply to the question (see table 1for demographic facts).   
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Table 1. Demographic facts of participating women (n=77)   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

P= Pregnant or maternity leave, SS= Recipient of social assistance, R= Retired 

 

 

 

 

 

 

 

Mean Age                                                           

 

34 ± 11 years 

Country of birth 

Sweden 

Other 

 

65 

12 

Years of education 

9 years or less 

10 -12 years 

13 years or more 

 

11 

17 

49 

Marital status 

Single 

Regular partner  

Other 

 

33 

38 

 6 

Income source 

Employed 

Unemployed or employment training 

courses 

Student 

Sick leave  

P/SS/R 

Unknown 

Experience of abuse 

Emotional 

Physical 

Sexual 

 

 

31 

 7 

 

 9 

19 

 8 

 3 

 

61 

72 

55 
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The results of the study show that a majority of the women in the study chose not to disclose 

experiences of abuse to staff at the general psychiatric clinic. 

Experiences of physical abuse was the most common form of abuse experienced by the 

women in the study (93% n=72), but when visiting a general psychiatric clinic more than half 

of the women did not talk to the staff about their experiences (n=40) (Table 2). A majority of 

the women talked to others about their experiences of physical abuse (n=62) (Table 3).  

Table 2. Disclosure of abuse during latest contact with staff at the general psychiatric clinic (n=77) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Disclosure of physical abuse 

 

 

No 

Yes, he/she knew already 

Yes, when he/she asked about it 

Yes I Told him/her spontaneously 

Unknown 

Experience of physical abuse 

(n=72) 

 

40 

2 

9 

18 

3 

Disclosure of emotional abuse 

 

 

No 

Yes, he/she knew already 

Yes, when he/she asked about it 

Yes I Told him/her spontaneously 

Unknown 

Experience of emotional  abuse 

(n=61) 

 

23 

2 

17 

18 

1 

Disclosure of sexual abuse                                            Experiences of sexual abuse 

                                                                                       (n=55) 

 

No 

Yes, he/she knew already 

Yes, when he/she asked about it 

Yes I Told him/her spontaneously 

Unknown 

 

37 

3 

6 

7 

2 
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Table 3. Disclosure of abuse to anybody among women in a general psychiatric clinic (n=77) 

Disclosure of physical abuse 

 

 

No 

Yes, partly 

Yes, about all of it 

Unknown 

Experience of physical abuse 

(n=72) 

 

8 

44 

18 

2 

Disclosure of emotional abuse 

 

 

No 

Yes, partly 

Yes, about all of it     

 Unknown                                                               

Experience of emotional abuse 

 (n=61) 

 

3 

44 

14 

0 

Disclosure of sexual abuse 

 

 

No 

Yes, partly 

Yes, about all of it 

Unknown 

Experience of sexual abuse 

(n=55) 

 

11 

34 

10 

0 

 

Seventy-nine percent of the women (n=61) had experienced emotional abuse and they 

disclosed their experiences to staff more frequently (n=37) (Table 2). It was more common 

for them to talk to others than with staff at the general psychiatric clinic (n=58) (Table 3). 

Sexual abuse was the least reported type of abuse, endured by 71% (n=55) of the women and 

most of the women had not discussed the sexual abuse with anyone on staff at their latest 

contact at the general psychiatric clinic (n=37) (Table 2). In comparison the 44 women 

revealed the experience of sexual abuse to others (Table 3). Most of the staff at the general 

psychiatric clinic was not aware that the women had endured emotional, physical and or 

sexual abuse sometimes during their life course (Table 2). 

Discussion 

The overall aim of this study was to explore women’s disclosure of experiencing physical, 

emotional and/or sexual abuse to staff during their latest contact with staff at a general 

psychiatric clinic. The study also aims to explore whether the women have ever disclosed 

abuse to anyone at all. This study contributes to the research of women’s experience of abuse 
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and disclosure. Another important result is that women in general psychiatric care doesn’t 

differ in strategies of disclosure compared to women in other health care settings. These 

findings show that women who have experienced abuse preferably disclose to others than to 

staff working in a general psychiatric clinic. Those “others” could be the women’s formal and 

informal networks. Similar results are presented in research by Prosman & Lo Fo Wong 

(2013), where the abused women seek help by visiting a family physician. Their study 

showed that abused women needed the informal support of friends and family prior to asking 

for professional support. Other research has also shown that women preferentially disclose 

experience of violence to family and friends prior to health care professionals (e.g. Garcia- 

Moreno et al. 2005). 

A systematic review by Robinson & Spilsbury (2008) described how victims of domestic 

violence experienced unsuitable responses from healthcare staff, barriers to disclosing 

domestic violence as well as an uncertainty of the outcomes of the disclosure. Humphrey & 

Thiara (2003) described in their study how psychiatric in-patients experienced the support 

from staff as poor and with a focus on diagnosis instead of support and counseling. Fear was a 

factor that could prevent women from disclosure of domestic violence as well as self-blame 

and blaming attitudes from others (Rose et al. 2011). Other factors that could prevent 

disclosure of abuse to health care staff are judgmental attitudes from staff (Luthenbacher et al. 

2003) and environmental factors as security, facilities and lack information about domestic 

violence (Bates et al. 2006). 

Experiencing sexual abuse was the form of abuse that was less frequently disclosed to staff as 

well as in terms of ever having disclosed to anyone at all. We have not focused on reasons for 

disclosing or not in this study, but in one by Chandra et al. (2003) it was shown that 60% of 

women with severe mental illness in India did not disclose their experiences of sexual 

coercion. The reasons for those women not to disclose were most commonly resignation 

followed by fear or threat from the perpetrator and fear of being blamed themselves. On the 

other hand a review article by Ullman (2007) shows that less than 35% of sexual assault 

survivors seek mental health care after the assault and most of the victims seek informal 

support and care from family and friends. This is in line with our study where most of the 

women, if disclosing the abuse, chose to disclose it to somebody other than the staff at the 

general psychiatric clinic.  



12 
 

The focus in this study is on the patients, and we have not identified the barriers that prevent 

healthcare staff from asking about abuse. A wide range of factors have, however, been 

identified in the research literature. Beynon et al. (2012) highlight lack of time as the main 

barrier for asking about partner violence among nurses and physicians in a Canadian study. 

Other reported barriers among the nurses were lack of training, the behavior of an abused 

women, the presence of the partner and language/cultural issues (Beynon et al. 2012). Nurses 

in a government health organization in Finland pointed out that it is a necessity for abused 

women to meet nurses regularly before being able to talk about experienced intimate partner 

abuse (Häggbom & Möller 2006). This is in line with research by Henderson (2001), who 

described how hospital-based nurses were more reluctant than community-based nurses to 

address abuse unless the women clearly brought up the issue themselves. The lack of regular 

contact with the staff could also be a reason for the women in our study not being able to talk 

about the abuse.  Women in psychiatric inpatient care meet a number of different staff during 

their stay, which might prevent disclosure of abuse. Even in outpatient care the contact with 

the staff may not be as consistent as desired and the duration of time between appointments 

could affect the process of disclosure. A study by Örmon et al. (2014) reported that a 

noncaring environment, with a focus on diagnosis served to burden the women with guilt and 

misbelief after a disclosure of abuse. One main finding in this study was that few members of 

the staff were aware of the women’s past history of abuse, and in case of disclosure, it was 

more common that the women spoke out spontaneously compared with being asked by staff. 

Could it be that the abused women in our study are more secure about raising the topic than 

the staff?  For example, a review shows that staff in acute mental health settings does not 

routinely ask questions of sexual abuse during childhood (Hepworth & McGowan 2013). 

The NorVold Abuse Questionnaire (NorAQ) (Swahnberg & Wijma 2003) provides a rich 

amount of data concerning experiences of abuse. In a methodological article concerning 

domestic violence, Ellsberg et al. (2001) states that under-reporting poses a threat to validity, 

and that studies focusing on abuse are more likely to accurately reflect the prevalence of 

abuse than studies designed for other purposes where the abuse questions are not the primary 

focus. According to Jaquier et al. (2011), researchers must aim for preventing distress and 

discomfort. Staff at the general psychiatric clinic were informed of the risk of discomfort after 

participation and the first author was present at the in- patient units from Monday to Friday, 

and were able to answer any eventual questions. With these precautions we aimed for making 

the women feel safe and motivated to answer questions concerning disclosure of abuse. 
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Limitation of the study 

A sample of 77 women is small and thus cannot be said to be representative for women in 

general psychiatric care.  It is, however, important for the care of women who had 

experienced abuse to highlight the topic of disclosure in a general psychiatric setting. A 

limitation of the study is that we have no facts on the women that initially accepted to 

participate and finally decided not to answer the questionnaire. Another limitation is that we 

have no information regarding the women’s relations to the staff. Reasons for not 

participating could be that they had no experiences of abuse or as women said “I don’t want to 

go back there…..that is history, I want to focus on my health”. Another reason could be that 

women with severe mental disorders or in critical states probably chose not to participate. 

Another limitation is that samples from hospitals and emergency wards provide valuable data, 

but is not representative of the larger population (Jaquier et al. 2011). The result from this 

study is limited in its generalizability, but contributes to the body of knowledge regarding 

disclosure of experiencing abuse among a group of women in general psychiatric care. 

Conclusion 

The majority of the women in the study chose not to disclose experiences about abuse to staff 

at the general psychiatric clinic and this could entail that a significant component of the 

women’s clinical picture is missing. Our findings indicate the importance of including 

questions of abuse as a natural part of women’s history. In line with the present findings, 

research concerning women’s experience of abuse in general psychiatric care should be 

further explored as well as researched with a larger sample size. 

Relevance to clinical practice 

To be able to care for and treat patients within general psychiatric care it´s evident that 

questions regarding experiences of abuse is asked.  In research interviews should questions 

regarding violence rather be behavioral instead of “are you a victim of physical violence” 

which could stigmatize women (Ellsberg et al 2001, Jaquier 2011). This approach could also 

be preferably regarding disclosure of abuse among women in a general psychiatric setting. By 

focusing on experiences within past and current relationships during the life course staff 

might encourage the women to disclose their experiences. 
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ABSTRACT 
Violence against women is a major global public health 
issue, and experiencing violence has substantial con-
sequences for the lives of abused women. This study 
aims to illustrate experiences of abuse and its influ-
ence on mental ill health among women seeking gen-
eral psychiatric care. Ten women seeking general psy-
chiatric care in southern Sweden participated in a 
qualitative interview study. Content analysis resulted 
in four categories: Living in fear that persistently in-
fluences the substance of life, living with the sense of 
being worthless, living with a constant question about 
who you are and living between hope and despair. 
The theme evolving from the analysis was: Being vul-
nerable and without protection in a frightful reality 
that limits one’s possibilities of living and being the 
person one wishes to be. The results showed that the 
women described their mental ill health not only in 
terms of depression, anxiety and suicidal ideation and 
self-harm, but also in relation to feelings of hope and 
despair, fear, worthlessness and living with a constant 
question about who they are. The abuse reduces free-
dom of action, and leads to feelings of insecurity, of 
not having any boundaries, isolation, and self-con- 
tempt and a need to escape. This study provides 
knowledge of abused women self-reported mental ill 
health in relation to abuse. 
 
KEYWORDS 
Content Analysis; General Psychiatric Care; Mental 

Ill Health; Violence against Women 

1. INTRODUCTION 
Being abused by a husband or intimate male partner is 
one of the most common types of violence committed 
against women [1]. A population study, concerning end-
ing violence against women, reported that at least one of 
three women has been subjected to abuse during their 
lifetime [2]. The perpetrator is the most common mem-
ber of the abused woman’s family [2]. That makes vio-
lence against women a major global public health issue 
which is supported by international research e.g. [3-5]. 
According to the World Health Organization [6], 20% of 
women had been sexually abused as children and 25% - 
50% of all children had been abused physically. Re-
search also indicates that maltreated children have an 
increased risk of mental disorders throughout their life 
course [7]. 

In this study we term the violence committed to the 
women as interpersonal violence, which, according to 
Krug et al. [4], entails physical, sexual, psychological 
abuse and deprivation or neglect. These phenomena are 
divided into family and partner violence and community 
violence [4]. Other terms found in research on violence 
against women include domestic violence, battered wo- 
men and intimate partner violence [8]. The term gender-
based violence evolves from women’s subordinate status 
[2]. The use of diverse terminology is one of the obsta- 
cles facing researchers on violence against women [9, 
10]. 

Another well-known fact is the association between ex- *Corresponding author. 
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perience of violence and mental ill health [11-15]. Men- 
tal ill health is an overarching definition including men- 
tal disorders and milder psychological problems or dis- 
tresses which generate personal suffering but not neces- 
sarily a psychiatric diagnosis [16]. 

Experiencing domestic violence is associated with high 
rates of health care admission, and use of prescribed 
medication as well as impact on health [13]. A review by 
Dillon et al. reported women’s experiences of interper-
sonal violence and an association with mental health pro- 
blems such as depression, PTSD, anxiety, self-harm, and 
sleep disorders [15]. Another review reported a high pre- 
valence of domestic violence in psychiatric populations 
where female psychiatric inpatients, lifetime prevalence 
ranged from 34% to 63% [17]. That is supported by a 
systematic review of 134 international studies by Alha- 
bib et al. [18] measuring prevalence of domestic violence. 
Those results showed the highest prevalence’s in psychi-
atric and obstetrics/gynecology settings compared to 
research setting such as population based, primary/com- 
munity health and hospital [18]. A Swedish study inves- 
tigating physical, sexual, emotional, and economic abuse 
using a self-administered questionnaire found a high 
prevalence of abuse in female users of psychiatric ser- 
vices. The women in the study who used psychiatric ser- 
vices (n = 1382) reported a 53% prevalence of childhood 
abuse and a 63% prevalence of abuse during adulthood 
[19]. A review by Oram et al. [20] which aimed to esti- 
mate prevalence of different types of domestic violence 
reported a median prevalence of partner violence of 33% 
among women in psychiatric out-patient care. The 
prevalence among female in-patients was 30% [20]. 

The Swedish Society of Nursing and the Swedish As-
sociation of Psychiatric and Mental Health Nurses [21] 
have a clear policy. Psychiatric and mental health nurses 
should promote patient’s ability to recover from mental 
ill health, identify and prevent health risks and reduce 
suffering [21]. Carretta [22] describes how nurses should 
actively develop health care planning and address the 
subject of violence against women. This health concern 
could be directly addressed through screening, support 
and assistance. Coker et al. [12] also highlights the im-
portance of identifying intimate partner violence in order 
to reduce the consequences and make it a health priority. 
To be able to do so, nurses have to be aware of the self- 
reported experiences of mental ill health as described by 
abused women. Research has highlighted difficulties for 
nurses addressing the abuse. Almost half of the nurses 
working in primary health care reported that they never 
or only sometimes asked questions concerning intimate 
partner violence [23]. Difficulties of asking were due to 
not knowing how to ask and not knowing what to do 
with the answer. Concerns about woman’s integrity, lack 
of time and a feeling of being uncomfortable were also  

reported [23]. Questions about experience of violence were 
mostly asked whether the woman had physical injuries. 
Only 48 per cent of the nurses considered mental/psycho- 
somatic problems to be an indication of intimate partner 
violenssce. 

It could be difficult for clinicians and nurses to discern 
which symptoms are due to mental health status and 
which are symptoms of abuse. This study contributes to 
the knowledge of abused women’s experiences described 
in their own words and will hopefully enrich the knowl-
edge of abused women within general psychiatric care. 

This study aims to illustrate experiences of physical, 
emotional and/or sexual abuse and its influence on self- 
reported mental ill health among women seeking general 
psychiatric care. 

2. MATERIALS AND METHODS 
A qualitative approach was used to explore the phenom-
ena of experiencing abuse and mental ill health among a 
group of women attending general psychiatric care. The 
use of an inductive approach provides an opportunity to 
gain greater knowledge of the women’s own description 
and lived experience of abuse and their perceptions of its 
impact on their mental ill health. The inductive approach 
allows the researcher to penetrate the text in order to 
identify themes and phenomena of importance [24]. 

2.1. Setting and Procedure 
Women attending a general psychiatric clinic in a south- 
ern urban area in Sweden, during September and October 
2010 and September and October 2011, were requested 
to participate in a previous research study by answering a 
questionnaire. The study aimed at describing mental ill 
health in abused women and their experiences of physi- 
cal, emotional, and sexual abuse. A form for consent to re- 
ceive written information concerning participation in fu- 
ture studies was provided together with the questionnaire. 
Sixteen women volunteered to be interviewed in the pre-
sent study after receiving the written information, but six 
later declined or were absent. Oral information was given 
and a time and place for the face-to-face interview was 
planned. In this present study, to be included all of the 
women should have endured violence as a child, adult or 
both. The women had also in the previous questionnaire 
indicated a connection between experiences of abuse and 
seeking care at the general psychiatric clinic. Ten women 
participated in the study. One of the participants was re- 
cruited through information at the clinic. All of the in- 
formants chose to be interviewed at the University where 
all the interviews were conducted by the first author. 

2.2. Participants 
The 10 participating women (see Table 1) had all sought  
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Table 1. Demographics regarding participating women (n = 10). 

Age  
20 - 30 
31 - 40 

41- 

4 
4 
2 

Country of birth  
Sweden 
Other 

8 
2 

Years of education  
9 years or less 
10 - 12 years 

13 years or more 

1 
6 
3 

Marital status  
Single 
Partner 

4 
6 

Income source  
Employed 

Unemployed or employment training courses 
Sick leave 

Student 

4 
2 
3 
1 

Experience of abuse  
Emotional 
Physical 
Sexual 

9/10 
7/10 
7/10 

General psychiatric care  
Out-patient care 
In-patient care 

Both 

10/10 
4/10 
4/10 

 
psychiatric care at a general psychiatric clinic in an urban 
area in southern Sweden. All of the women self-reported 
affective disorders as a primary reason for seeking gen-
eral psychiatric care. Two of the women had been abused 
during childhood, one woman as an adult and seven 
women were abused both as a child and adult. 

2.3. Data Collection 
The interview started with an open question “Can you 
tell me how your experiences of physical, emotional or/ 
and sexual abuse have influenced your mental ill health”. 
The interviewees were encouraged to describe abuse 
situations that influenced their mental ill health in order 
to gain a deeper understanding for the phenomena. The 
interviews were conducted between January and No-
vember 2011 and lasted on average 65 minutes, ranging 
between 35 - 120 minutes. The total interview time was 
11.05 hours and the total transcribed material consisted 
of 160 pages (Times New Roman 12, line spacing 1.5). 
All the interviews were audio taped and transcribed ver-
batim by the first author. A pilot study, with two inter-
views was conduct in January-February 2011 and in-
cluded in the material. 

2.4. Data Analyses 
Manifest and latent content analysis was used to analyze 
the interviews, which according to Berg [24] provides a  

surface structure as well as a deep structural meaning of 
the transcribed interviews. The first and the last author 
separately read the transcribed material several times in 
order to gain a deeper understanding of what was re-
vealed in the text. Our naïve understanding was dis-
cussed and shared in order to be able to understand our 
pre-under standing in an attempt to assure neither exag-
geration nor understatements during the faces of inter-
pretation of the data. Meaning units, which described the 
women’s experiences of abuse and mental illness, were 
selected from the text and condensed by the first author 
and shared and discussed with the last author. The mate-
rial was coded separately at first and then compared. The 
coded material was similar and the differences that oc-
curred referred to the use of different words and sentence 
length, while the core of the code was identical. The 
condensed coded meaning units were then repeatedly 
read by the first and last author who separately estab-
lished subcategories. The processes of analyzing contin-
ued with the comparison and discussions before consen-
sus concerning the subcategories were reached that also 
included setting the coding frames for each subcategory. 
The subcategories were then organized in relation to 
categories and a theme emerged. 

Every single meaning unit’s placement in relation to 
subcategories and categories were visualized, which was 
used to support and validate the interpretation performed 
in relation to the surface of the data (manifest analysis), 
as well as the more profound depth in the interpretation 
of the data (latent analysis). The first, fifth and tenth in-
terviews together with a written description of subcate-
gories, categories and theme to describe the process of 
analysis were shared with, and read by the other two co- 
authors. Discussions concerning the subcategories, cate-
gories and theme took place in order to reach consensus. 
The first author has experience from the clinical psychi-
atric research field and together with the third author 
experiences as a psychiatric and mental health nurse. The 
last author has experience as a nurse within emergency 
and hospital care and advanced home care as well as 
clinical research within these fields. The second author 
has no clinical experience as a nurse but experiences from 
the research fields of victimology and criminology. 

2.5. Ethical Consideration 
The first author talked to the women before the inter-
views about the possible discomfort that could occur due 
to the topic of the interview. Questions were asked con-
cerning support in case of discomfort, the women’s own 
strategies and where they would turn for help and sup-
port. The first author made sure that every woman had 
somewhere to get help and support before starting the 
interview. The women were also informed that the inter-
viewer had worked as a psychiatric and mental health  
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nurse and that she had previous experience of talking to 
women about abuse. They were informed that participa-
tion was voluntary, that they had control over the inter-
view, such as the right to end the interview at any time or 
to refuse to answer further questions. The women had an 
opportunity to talk and recuperate if needed after each 
interview. They were informed that their participation 
would be anonymous, which according to Berg [24] 
means that they would be nameless. Demographic data 
would be presented as a group and quotations were cho-
sen so as not to reveal identities. The study was approved 
by the research ethics review board at Lund University 
(Dnr: 2010/3). 

3. RESULTS 
The findings are presented within the structure of the 
category system that emerges from the narratives. The 
overall theme emerging from the narratives, “Being vul-
nerable and without protection in a frightful reality that 
limits one’s possibilities of living and being the person 
one wishes to be” captures the essence shown in the 
categories. Lives were the experience of violence has left 
an uncertainty of who you are and who you once were. 

The categories; Living in fear that persistently influ-
ences the substance of life, Living with the sense of be-
ing worthless, Living with a constant question about who 
you are and Living between hope and despair emerged 
from the subcategories. These subcategories are under-
lined and presented in the categories. 

3.1. Being Vulnerable and without Protection in 
a Frightful Reality that Limits One’s  
Possibilities of Living and Being the Person 
One Wishes to Be 

All of the women described fear and vulnerability as a 
limitation preventing them from living their lives to the 
fullest. The women described their mental ill health, not 
only in medical terms and as disorders but in terms of 
shame and guilt, worthlessness and powerlessness. Their 
life was lived in a dynamic duality of desires to live their 
lives as well as thoughts of suicide and despair. The 
women’s experiences of abuse had an explicit influence 
on their daily life and self-images and a longing for an-
other life arose from the narratives: 

I had been a different person today without these ex-
periences. It makes me sad. I feel stupid, very stupid, 
how could this happen to me, how could I stay and why 
did I not see when everybody said that this was not good 
(6). 

3.2. Living in Fear that Persistently Influence the 
Substance of Life 

Living in constant fear was one of the consequences of 

abuse emerging from the text, where frightful experi-
ences resulted in mental ill health. Their lives contained 
fear as well as the necessity to escape the abusive envi-
ronment and thus influenced the very substance of daily 
existence. Fear of the abuser and not having the ability to 
prevent or stop the abuse emerged as feelings of guilt. 
Emotions of constant fear and preparedness controlled 
lives, and strategies were established in order to control 
and cope with this constant fear. Avoiding situations and 
people who reminded of abusers as well as having a 
readiness to run or defend themselves arose from the 
stories, where other people’s anger was frightful, espe-
cially if alcohol was involved: 

I’m always prepared that something can happen and I 
think about it constantly. I always wear low heels so I 
can run home late at night (1). 

One consequence of fear was described as a sense of 
guilt and shame. The women felt guilty and ashamed 
being afraid of leaving an abusive spouse or family, for 
not reporting to the police and towards themselves for 
causing suffering to people close to them. 

In order to survive and due to fear a necessity to es-
cape evolved. Some narratives revealed difficulties in 
breaking free and a dependence on social support for 
their escape. Being admitted to rehabilitation clinics 
were described as and one way out of an abusive rela-
tionship. Some fled, and left everything behind, while 
others chose alcohol, solitude, being an “emotional robot”, 
daydreaming and thoughts of suicide as a way of escap-
ing the abuse: 

I’d been deprived of the feeling of being free, I’ve be-
come introverted fled to alcohol where I could feel free 
(5). 

3.3. Living with the Sense of Being Worthless 
The interviews revealed that the women felt they had 
been transformed due to their experiences of abuse, which 
was expressed in terms of them stating that their lives 
would have been completely different without these ex-
periences. Such a life would provide a fair chance of 
having a good life and mental well-being. Feelings of 
worthlessness, low self-esteem and a sense of being in-
visible were consequences of the abuse that was revealed 
in the interviews, as well as feelings of not being be-
lieved, protected or comforted. Narratives revealed child-
hood abuse and a longing for the love of a parent. Being 
exposed to manipulation, violent acts from spouses, par-
ents, family members and strangers emerged from the 
text and being inhibited in following one’s own will, 
being controlled by a spouse or parent or being told that 
they were stupid affected their daily lives: 

He made me feel stupid, that I did things the wrong 
way. I easily forget things when I don’t have to concen-
trate, and then he said that I had said things and so on,  
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He didn’t say nasty things but I got a feeling of worth-
lessness. He denies it now but he is very manipulative 
(9). 

Being bullied in school and at work, having few friends 
and being insecure in social relationships resulted in iso-
lation. Feelings of being different and being jealous of 
other children during childhood were revealed. Experi-
ences from growing up in foster care led to perceptions 
of being ignored in the family and being looked at as 
different and not likeable: 

I was bullied in school and it affected my self-esteem. I 
never had new clothes. I always wore homemade clothes 
and knitted socks when others wore jeans and T-shirts 
(6). 

Life did not turn out as expected where feelings of 
meaninglessness lead to anxiety, depression, and thoughts 
of suicide. A sense of powerlessness, which was due to 
feelings of being easy targets, and of living in hostile 
environments, was described as distressing. The narra-
tives contained descriptions of loneliness and feelings of 
being invisible and childhood experiences of witnessing 
a mother being abused were more traumatizing then be-
ing abused oneself: 

I felt invisible and wished that I would be hit by a car, 
so people would notice me. But it was even worse seeing 
your mother being abused, then being abused yourself 
(10). 

3.4. Living with a Constant Question about Who 
You Are 

Experiencing abuse and growing up in abusive environ-
ments had a significant influence on life in terms of self- 
image and mental ill health. A hostile environment, where 
insecurity and feelings of not having any boundaries in-
fluenced their life conditions. A constant sense of inse-
curity about doing right, a sense of not pleasing people as 
well as difficulties in saying “no” influenced daily life. 
Keeping personal boundaries towards others was never 
learned or experienced during childhood, which was de-
scribed as containing nervousness and feelings of being 
lost among others. Living with a constant question about 
oneself generated a lack of initiative and a distrust of 
feelings. Being afraid of conflicts created strategies such 
as avoiding situations or people that might be difficult, 
which thus initiated adjustments and a necessity to build 
walls against others in order to “stay out of trouble”: 

I have difficulties with boundaries and I make myself 
small and evasive. I have a hard time saying No (1). 

Harassment towards oneself was revealed as not being 
loveable, being stupid and incompetent. Self-contempt 
such as a self-image of being ugly and self-hating arose 
from the narratives, where the urge to punish oneself 
through anorectic and bulimic behavior, alcohol and weight 
gain were revealed as well as thoughts of suicide, suici-

dal communication and self-harm: 
You feel disgusting because of the abuse and I’ve cut  

my arm to pieces. I’m already so ugly and disgusting so 
it doesn’t matter (7). 

3.5. Living between Hope and Despair 
Living between hope and despair describes the move-
ment from hope for the future and a better life to hin-
drances due to mental illness. One described consequence 
of the abuse that emerged from the data was the change 
in personality and oneself. 

The narratives described a need to achieve and to keep 
up appearances. To achieve top grades in school and a 
perfect home were important as well as to hide the abuse 
and despair from others. Top grades were described as 
the only way to be noticed during childhood. 

The mental ill health revealed in the interviews could 
concern a lack of concentration, insomnia, apathy, “in a 
bubble” fatigue, and feelings of unreality which reduced 
freedom of action for the women. Other concerns in rela-
tion to being abused could be nervousness in social en-
counters, inhibition, loss of friends and having to balance 
emotions. A sadness due to not being able to endure 
motherhood, because of feelings of physical and emo-
tional limitation as well as their own experiences of 
growing up in a family with mental disorders was visible 
in the stories: 

I go to a psychiatrist and we talk a lot about children. 
I have had lots thoughts about whether it would be 
physically possible to have a child. I feel so inhibited (2). 

The narratives describe the hopes for the future and 
the importance and necessity for support from significant 
others, psychiatric staff and for tools with which to man-
age daily life were as hope for improvement. A need to 
feel one’s emotions, to manage without antidepressive 
medication, to understand the reason for the abusive act 
and a desire for a better life was also experienced. Even 
so, life was lived in a dynamic duality of desires to live, 
to raise children, to accept one’s destiny as well as 
thoughts of suicide and despair concerning hope for the 
future: 

I can and I have the possibility to be well. Learn how 
to function. But when it’s bad, it’s hopeless. Doesn’t 
matter, how hard I try, I’ll always be different (3). 

4. DISCUSSION 
The present study contributes to the body of knowledge 
of women’s experience of abuse and impact on their 
mental ill health as described in their own words. All of 
the women in the study were patients at a general psy-
chiatric clinic, attending in- and/or outpatients’ psychiat-
ric care. The women were being treated for mental health 
problems, which makes it difficult for clinicians and nurses  
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to discern which symptoms are due to their mental health 
status and which are symptoms of abuse. However, the 
study presents how the women described how their ex-
periences of abuse influenced their mental ill health. Our 
intention was not to have a predetermined definition of 
mental ill health or a focus on their diagnosis, because 
such a definition could limit and influence the women’s 
own descriptions of their mental ill health and thus affect 
the results. 

The interviewees in the present study expressed that 
the abuse had changed them as individuals thus enhanc-
ing the impact violence had on these women’s lives and 
their mental ill health. All of the women had experienced 
abuse on some occasions during their life time and a 
majority of them since childhood. Research has shown 
that growing up in a violent and abusive environment has 
appeared to have an impact on mental health as an adult 
[13,25-28]. Depression and anxiety were the most com-
mon health consequences among children and young 
people between 15 - 21 years who have been exposed to 
physical or sexual abuse [29]. Witnessing parental abuse, 
poverty and exposure to abuse whilst growing up is, ac-
cording to Howard et al. [13], a risk factor for exposure 
to domestic violence as an adult. 

One experience spoken of the women in our study was 
the balance between hope and despair. They hoped for 
recovery and change but had also feelings of limitations 
due to nervousness and mental ill health. The results of 
our study reveal that women in a general psychiatric 
context experience similar symptoms of abuse as abused 
women in other contexts. Our concern, however, is that 
there might be a risk that the abuse is misinterpreted or 
that a focus on the mental illness will divert the focus of 
nursing care and support if the abuse is not recognized. 

In Bengtsson-Tops and Tops [30] a study of abused 
women seeking psychiatric care showed an impact on a 
daily life such as social problems and interpersonal prob-
lems. Symptoms of depression and physical self-destruc- 
tive behavior were also described by the abused women. 
Almost all of the women in the present study also ex-
perienced the same consequences together with feelings 
of guilt and shame, and fear. In a Swedish study by 
Lundgren et al. [31] half of the women stated that ex-
periencing violence had had a negative effect on them 
and their lives. Suicidal ideation was, for many of the 
women in the present study, a symptom and consequence 
of abuse as well as a way of escaping the violence. Simi-
lar results are seen in other research concerning violence 
against women [31-33]. 

Studies concerning violence against women are im-
portant due to the tremendous impact violence has on 
women’s lives. Nurses in health care settings have, how-
ever, expressed difficulties in identifying violence against 
women [23]. 

The results of our study indicate symptoms that could 
easily be hidden within a psychiatric diagnosis or as 
general mental ill health. Experiences of childhood abuse  
and violent acts towards the women during adulthood 
emerged during the interviews as well as images of vio-
lent and hostile environments. Abuse from perpetrators 
living close to them, such as parents, step parents, rela-
tives, acquaintances and spouses were the most common, 
but violence from strangers was also experienced. It is 
difficult to assess which emotions and feelings are due 
the mental ill health, but on the other hand these symp-
toms are described by the women as being symptoms of 
abuse. In order to be able to care and support in an opti-
mal way it is evident that nurses working in a general 
psychiatric context need to ask all women, demonstrating 
with symptoms and emotions as described in the results 
of the present study, about experiences of abuse. 

A sample of ten is small and could be seen as a limita-
tion although every story is unique and individual. Other 
limitations are the difficulty to reach the severe victim-
ized women and thereby capture the experiences of all 
aspects of abuse and the consequences. The severity of 
mental ill health among the sample could be a factor that 
prevented further women from participating. Neverthe-
less, for insurance of rigour in the findings we aimed for 
trustworthiness in accordance with standard criteria for 
qualitative research [34]. 

5. CONCLUSION 
The results show that abused women in a general psychi-
atric context describe their mental ill health not only in 
terms of depression, anxiety, suicidal ideation and self- 
harm, but also as feelings of hope and despair, fear, 
worthlessness and living with a constant question about 
whom they are. The abuse reduces freedom of action, 
leads to feelings of insecurity and of not having any 
boundaries, of isolation, of self-contempt and leads to a 
need to escape. This study provides knowledge of abused 
women self-reported mental ill health in relation to abuse. 
A better understanding of how abused women describe 
their mental ill health contributes to a deeper under-
standing of the lives and mental ill health of abused 
women. It is relevant that all women seeking general 
psychiatric care are asked if they have experienced abuse 
sometimes during their lifetime and about the symptoms 
and the consequences of the abuse may have had on their 
mental ill health and daily lives. 
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ORIGINAL ARTICLE

The duality of suffering and trust: abused women’s experiences of

general psychiatric care – an interview study

Karin Örmon, Marie Torstensson-Levander, Charlotta Sunnqvist and Christel Bahtsevani

Aims and objectives. To elucidate how women subjected to physical, emotional

and/or sexual abuse experience the care provided at a general psychiatric clinic

after the disclosure of abuse.

Background. Violence against women is a major global public health issue, which

has an impact on women’s lives and mental health as well as generating frequent

hospital admission.

Design. Qualitative design with an inductive approach.

Methods. Interviews with nine women who were recipients of general psychiatric

care and had disclosed experiences of abuse to a member of staff were conducted.

Qualitative inductive content analysis was used.

Results. The overall theme emerging from the narratives, ‘dependency as a reality

containing a duality of suffering and trust,’ links the categories together. Each

subcategory is presented in relation to the categories ‘being belittled,’ ‘being mis-

interpreted’ and ‘being cared for.’ Experiences of care as caring and noncaring

were found in the narratives. Caring could include situations experienced as the

women being acknowledged and listened to, situations where staff approached

and supported the women in a sensitive way. Experiences of noncaring were

when the abuse was disregarded, and when the women were not believed in,

were left with burdens of guilt and were offended. A noncaring environment

focused primarily on the diagnosis, and the experienced abuse was seen as sec-

ondary.

Conclusions. Abused women are subjected to psychiatric environments where

staff are divided into groups of those who believed in and supported the abused

women and those who regarded experiences of abuse as a secondary issue and

focused on the mental disorder.

Relevance to clinical practice. This study provides knowledge of how abused

women experience the care provided at a general psychiatric clinic after the

disclosure of abuse.

What does this paper contribute

to the wider global clinical

community?

• There is a knowledge gap regard-
ing how women subjected to
physical, emotional and/or sexual
abuse experience the care pro-
vided at a general psychiatric
clinic after the disclosure of
abuse.

• Women receiving care within a
psychiatric context feel depen-
dent on the staff in relation to
how the care will be provided
after the disclosure of abuse.

• Unfortunately, experiences of
abuse and their disclosure do not
entail that the care that is pro-
vided will include a focus on the
impact the abuse has on the
patients’ mental health, which
one might expect when providing
care within a holistic perspective.
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Introduction

The World Health Assembly (1996) stated that violence

against women is a major global public health issue, which

has also received support from a number of international

researchers (e.g. Tjaden & Thoennes 2000, Krug et al.

2002, Ellsberg et al. 2008). Heise et al. (1999) presented

results from 48 population-based studies worldwide, and

the prevalence of the women reported being physically

abused by an intimate partner during their lifespan ranged

between 10–69%.

A systematic review of 134 international studies by Alha-

bib et al. (2010) measuring the prevalence of domestic vio-

lence showed the highest levels of prevalence in psychiatric

and obstetric/gynaecological settings in comparison with,

for example, population-based, primary/community health

and hospital settings. Emergency departments differed by

reporting the highest prevalence of lifetime experiences of

emotional abuse. A review by Oram et al. (2013) that

aimed to estimate the prevalence of different types of

domestic violence experienced by women receiving psychi-

atric treatment reported a median prevalence of partner

violence of 30% among female inpatients and 33% among

women in psychiatric outpatient care. Being abused has an

impact on women’s lives and mental health (e.g. Howard

et al. 2010, Dillon et al. 2013) as well as on high levels of

healthcare admission (Howard et al. 2010).

Background

Nurses working within psychiatric care undoubtedly care

for women subjected to abuse. Research has, however,

shown that women are hindered in disclosing their experi-

ences of abuse, which could lead them to not receiving

correct treatment, care and support. Judgemental attitudes

from staff or the presence of perpetrators at the hospital or

clinic could constitute reasons for women not revealing

experiences of abuse, which in turn could escalate their

emotional distress and lead to healthcare staff ignoring the

abuse (Lutenbacher et al. 2003). On the other hand, if cli-

nicians gave patients choices for actions as well as support

and respectfully addressed the abuse, the women may feel

positive to disclosing their experiences (Liebschutz et al.

2008). Gerbert et al. (1999) reported that ‘normalisation’

of questions concerning abuse by including them among

other safety questions was preferable. Rhodes (2007) stated

that creating open-ended opportunities for discussion, as

well as being empathic and responsive to the women,

increased the possibility of the women disclosing abuse.

A variety of emotions linked to experiences of abuse has

been described in the literature, such as feelings of shame

and guilt (Bates et al. 2001, Flinck et al. 2005, Breitenbe-

cher 2006, Scheffer-Lindgren & Renck 2008), as well as

self-blame (Rose et al. 2011), shame and embarrassment

(Chang et al. 2003, Rose et al. 2011). Rahm et al. (2006)

described shame as a negative and existing factor in the lives

of sexually abused women. Fear was also linked to experi-

encing abuse (Lundgren et al. 2001, Scheffer-Lindgren &

Renck 2008, Howard et al. 2010, Rose et al. 2011). Other

factors that could affect the women’s decision for disclosure

are environmental, for example the facility and security

(Bates et al. 2001). Despite the obstacles described, research

shows that most women do not mind being asked about

abuse (Friedman & Loue 2007, Thackeray et al. 2007).

Raising the issue sensitively and confirming the unacceptable

and undeserved violence were preferable for women when

staff addressed issues of abuse (Feber et al. 2006). Rahm

et al. (2006) highlighted the importance of healthcare and

psychiatric services acknowledging both sexual abuse and

shame in order to help the women.

Unfortunately, women subjected to domestic violence

experienced poor support from inpatient psychiatric services

according to Humphreys and Thiara (2003). They described

in their research, based on women’s aid outreach services,

that the mental health services focused on medication rather

than support and counselling, as well as victim blaming and

unrecognition of trauma. In this study, we refer to the abuse

as interpersonal violence, which, according to Krug et al.

(2002), entails physical, sexual and psychological violence

and deprivation. The violence is divided into family and

partner violence, defined as violence between family mem-

bers, and community violence, defined as violence between

individuals who are unrelated or are acquaintances. There

are, to our knowledge, however, no qualitative studies

focusing on how women subjected to violence experience

the care provided at a general psychiatric clinic after the dis-

closure of abuse. The aim of the study is thus to elucidate

how women subjected to physical, emotional and/or sexual

abuse experience the care provided at a general psychiatric

clinic after the disclosure of abuse.

© 2013 John Wiley & Sons Ltd

2304 Journal of Clinical Nursing, 23, 2303–2312
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The results of this study will contribute to insights into

and knowledge about lived experiences of abused women

in a general psychiatric setting, which may enhance nurses’

understanding about how to recognise these women’s diffi-

cult situations and thus be able to interact with them in a

more optimal way.

Methods

Design

A qualitative design, with an inductive approach, based on

interviews was chosen. This provided an opportunity to

gain a greater understanding of how women subjected to

physical, emotional and/or sexual abuse experience the care

provided at a general psychiatric clinic after the disclosure

of abuse.

Participants and data collection

The nine participating women (Table 1) had all sought

psychiatric care at a general psychiatric clinic in an urban

area in southern Sweden. They had previously answered

a questionnaire during September and October 2010 and

2011, which aimed to describe experiences of abuse

among women seeking general psychiatric care. Four of

the women self-reported illnesses within the affective dis-

order syndrome as a primary reason for seeking general

psychiatric care. Two women had scheduled appoint-

ments, one woman had been psychotic due to alcohol

use and one woman was suicidal. The nine women

reported being subjected to abuse during childhood and

adulthood, and only one of them reported only being

abused as an adult. A form for consent to receive written

information concerning participation in future studies was

provided with the questionnaire. Inclusion criteria for

participating in this study were answering yes to the

question ‘Recall your last visit to the general psychiatric

clinic: Did you speak to the staff about being subjected

to (emotional/physical/sexual) abuse?’. Twenty-one women

were interested in participating and received written

information about the study, and twelve agreed to partic-

ipate. They were contacted by the first author by phone

and verbally informed about the study, the interview and

the procedure. Three women later declined or were

absent at the time of the interviews. Nine women were

thus interviewed in a location of their choice. Registered

nurses (RN), nurses specialised in psychiatric care, psychi-

atrists, nursing aides and counsellors are referred to as

‘staff’ in this study.

The face-to-face interviews were conducted as informal

dialogues and started with demographic questions followed

by ‘Can you tell me how you were cared for when you told

the staff that you had experienced physical, emotional and/or

sexual abuse?’. The interviewees were encouraged to define

situations and talk freely to enrich their story. Other

questions could be ‘Can you clarify?’ and ‘Can you give an

example?’. Interviews ended with ‘Is there anything you want

to add?’. The interviews were conducted between February

2011–2012. They were audiotaped and lasted for a total of

10 hours and 10 minutes, ranging from 32 minutes–

one hour and 48 minutes and with an average of one hour.

The total transcribed material consisted of 215 pages (Times

New Roman 12, line spacing 1�5). The interviews were

transcribed verbatim.

Analysis

The interviews were analysed using qualitative inductive

content analysis according to Berg (2008). Using both

manifest and latent analyses, the surface structure as well

as the deep structural meaning of the transcribed interviews

emerged (Berg 2008, p. 344). The transcribed material was

read separately by the first and fourth authors. The mean-

ing units, which described how women with mental ill

Table 1 Demographics of participating women (n = 9)

Age (years)

20–30 2

31–40 3

41–55 4

Country of birth

Sweden 7

Other 2

Years of education

Nine years or less 1

10–12 years 4

13 years or more 4

Marital status

Single 6

Partner 3

Main Occupation

Employed 5

Unemployed or employment training courses 1

Sick leave 2

Other 1

Experience of abuse

Emotional 7/9

Physical 8/9

Sexual 9/9

General psychiatric care

Outpatient care 2/9

Inpatient care 1/9

Both 6/9
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health and experiences of violence experienced the care pro-

vided at a general psychiatric clinic after the disclosure of

abuse, were identified and selected from the text and con-

densed by the first author and shared with the fourth

author. The material was then coded independently and

shared between them. The material was coded similarly by

the authors but varied in the length of the sentences. The

first and fourth authors separately formulated the coded

meaning units in subcategories, and consensus was reached

after comparisons and discussions. The analysis process

continued with the setting of the coding frames for each

subcategory. The subcategories were then organised in rela-

tion to the categories and a theme emerged. Throughout

this process, the authors moved back and forth between the

data and the various stages of the analysis.

The meaning unit’s placement in relation to subcategories

and category was marked on a chart, which was used to

visualise, support and validate the performed interpretation

in relation to the surface of the data (manifest analysis), as

well as the more profound depth of the interpretation of

the data (latent analysis). The first, fourth and seventh

interviews together with a written description of subcatego-

ries, categories, theme and the chart of every single mean-

ing unit’s placement were shared with and read by the two

co-authors. Discussions concerning the subcategories, cate-

gories and theme were made to reach consensus. The na€ıve

understanding was discussed between the first and fourth

authors with the intent of capturing our preunderstanding

and shared with the other authors in an attempt to assure

that there was neither exaggeration nor understatements in

the interpretational process. Selected quotations were trans-

lated from Swedish to English by a native English-speaking

person. The first author has experience in the clinical

psychiatric research field, and both the first and third

authors have worked as psychiatric and mental health

nurses and have a deeper knowledge about the context.

The fourth author has experience as a nurse within emer-

gency and hospital care and advanced home care as well as

clinical research within these fields. The second author has

experience in the research fields of victimology and crimi-

nology. They were more objective, so the combination of

deeper and objective analysis based on experience in psychi-

atric care provided the result credibility.

Ethical considerations

Talking about experiences of abuse and the care provided

at a general psychiatric clinic could evoke feelings of

distress and discomfort, and it might be emotionally drain-

ing to participate in the study. As a precaution, a strategy

for support throughout the interview process was fol-

lowed. The women were contacted by phone to arrange

date and preferred setting for the interview. In case of dis-

tress due to the sensitive nature of the interviews, the

women’s strategies to handle the discomfort were dis-

cussed, and it was made sure that every woman had some-

where or someone to contact after the interview. After

each interview, the women had an opportunity to talk and

recuperate if needed. None of the participants needed

further support. Informed consent was obtained from all

participants.

Approval for the study was obtained from the Regional

Ethical Review Board, Lund (Dnr: 2012/3).

Results

The findings are presented within the structure of the cate-

gory system. The overall theme emerging from the narra-

tives, ‘dependency as a reality containing a duality of

suffering and trust,’ links the categories together and is sup-

ported with quotations from participants (Table 2).

Dependency as a reality containing a duality of suffering

and trust

A distinct duality arose in the interviews, which was visual-

ised in terms of suffering and trust. The stories told by all

the women showed a clear and distinct dual nature in the

care provided at a general psychiatric clinic which was

discerned as caring and noncaring. Care provided was the

reflection of the interpretations made by the staff, and the

women felt dependent on the staff for how the care would

be provided after disclosure of abuse:

I have a need to process the abuse but the staff just nodded their

heads and told me how to avoid the perpetrator and the doctor

Table 2 Theme and categories

Theme Categories Subcategories

Dependency as

a reality containing

a duality of suffering

and trust

Being belittled Reducing the

significance of

the experiences

of abuse

Focus on diagnosis

Being

misinterpreted

Offended and

burdened with

guilt

Disbelieved

Being cared for Acknowledged

Sensitivity
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that I see once a year give me a new diagnose dependent on if I’m

happy or sad. (2)

Experiences of psychiatric environments, where the staff

were divided into groups of those who believed the abuse

and saw the consequences and their effect on everyday life,

and those who said that the abuse was a secondary

issue and focused on the mental disorder, emerged in the

narratives. However, feelings of being dependent on the

interpretation of others about who they were and what they

needed surfaced from the stories and were experienced as

caring or noncaring. Noncaring was associated with feel-

ings of suffering. Those narratives described interactions

and conversations with the staff, where the focus was on

the diagnosis instead of on the suffering due to the experi-

enced abuse. The women even described how their experi-

ences of abuse were belittled by staff. They described how

they were offended by the staff and left with feelings of

guilt, as well as feelings of not being believed when sharing

their stories of abuse. On the other hand, the narratives

also show situations of caring which were experienced as

being acknowledged by the staff and with a sensitivity,

which generated feelings of trust:

A few have dared to be human in the situation, they’ve not said

very much, but they’ve dared to be there instead of fumbling with

something or letting the conversation go in another direction. Some

have avoided the subject but others have stayed…//… they don’t

have to understand or have their own experiences, but they must

dare to see how low I am. (1)

Being belittled

The narratives concerning belittlement by the staff were

based on the significance of the experienced abuse being

reduced and by focus on the diagnosis. The interviews

revealed how the lived experiences of abuse were ignored,

despite the women’s sometimes desperate attempt to reach

out for support. The women were more or less informed by

staff that the abuse was given lower priority than the diag-

nosis or mental ill health, and the staff were thus reducing

the significance of the experiences of abuse. Reducing the

significance of the experiences of abuse were shared with

staff and described in conversations but no questions were

asked in return. Questions concerning experiences of abuse

were generally seldom asked. The women narrated stories

revealing situations where the staff indicated that the abuse

was a secondary issue, not the cause of the problem, not

important and not taken seriously. Questions were even

asked why they had not defended themselves from their

abuser. After revealing to the staff that they had been sub-

jected to abuse, the staff could give them a pat on the

shoulder, which felt disparaging to the women. The women

were told that they lacked self-perception and were dispar-

aging about themselves and for not taking responsibility for

their own actions or for their part in the abusive relation-

ship. Descriptions of being abandoned after intensive con-

versations about the abuse and where the staff, in

attempting to help, forced the process of disclosure and left

the women in distress and in more anguish than before

were also found. Situations were also described where staff,

in attempting to be supportive, reduced the significance of

the experience of abuse by describing the women as strong,

smart and intelligent, a situation that left the women with

a feeling of being invisible and suffering:

Most of them have been neutral when I′ve talked about it. Some-

one has said that I’ve been strong, you are smart and intelligent,

and you’ll make it. I′m so tired of hearing that. There’s been a

focus on the medication and ‘I’ have just been just passed by. (1)

The psychiatric setting was described in the interviews as

an environment where there was no time to talk to the staff

about the experienced abuse: there were stressful situations

with quick assessments and a focus on the diagnosis, the

mental disorder and the medication. Having a borderline

personality disorder could be a hindrance for correct care

and support due to the staff’s preconceptions of patients

with that type of personality disorder. Having a bipolar dis-

order diagnosis could, however, be the way to receive ade-

quate care. Patients with a bipolar disorder diagnosis were

automatically ‘worthy of care’ because of the serious nature

of the disease and were thus listened to. The abuse was

ignored even when the women told the staff that the abuse

was the cause of their mental ill health. The women

described behavioural codes for how a patient or abused

women were supposed to act in order to be taken seriously.

Exercising and practising yoga during the stay at the gen-

eral psychiatric clinic, for example, constituted violations of

these codes. On the other hand, dressing in hospital clothes,

not wearing make-up and crying did result in more ade-

quate care and support:

All the focus was on my problems with eating, even if we worked

with the anxiety I have when eating, we didn′t work with the

underlying problem, about why I have low self-esteem or why

things have turned out the way they’ve done. They just focus on

the eating disorder and not on the underlying problem that causes

the eating problems. It would have been good if they’d dug

deeper, gone back in time and really worked with what had

happened. (3)
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Being misinterpreted

Being offended and burdened with guilt was visualised in

the text. The narratives revealed how staff told in a nega-

tive and condescending way the women to be quiet and to

pull themselves together. The interviews illustrated how

women, desperate to be understood and listened to, acted

out verbally and threatened self-harm and suicide. The staff

could, on the other hand, use force as well as coercion in

their interactions with the women. The experiences of vio-

lence were sometimes ‘served on a silver plate’ to the staff,

and the women carefully planned how to disclose or talk

about the abuse, only to be told that their demands for care

and support were unrealistic. The women described endless

struggles throughout their lives to be accepted as not to be

blamed for the abuse, only to be told otherwise by the staff.

The interviews also showed how the women had been told

by the staff that they overreacted and that their reactions

were due solely to their mental disorder. Furthermore, staff

spoke of the women being interested in masochism as well

as remarking that the violence was not prevented or

stopped:

One physician told me that 99% of all women who’d been sub-

jected to violence had a personality disorder, an emotionally unsta-

ble personality disorder…//… It’s also been written in my medical

records that I am disparaging about myself and according to him

it’s my own fault for exposing myself to violence. (4)

Broken promises of support and counselling, and insinua-

tions about being psychotic when talking about the experi-

enced violence augmented the feelings of being disbelieved.

Interactions with the staff could include the women being

told that they were acting as victims when sharing their sto-

ries of abuse and its effect on their lives. Deliberate self-

harm and suicidal communication were sometimes the only

way for the women to receive care and help. Even so, they

were still not believed or were told that they were not tell-

ing the truth, which led to feelings of abandonment:

When you’ve talked about it a number of times without being

believed and when people say ‘yes, yes, ok’ then you lose your self-

confidence and start thinking, how can I be able to trust someone

if people don’t believe what I say. (8)

Being cared for

Stories of empathic and respectful encounters were also

found in the narratives. Those stories facilitated the feelings

of trust and emphasised the caring. Interactions and conver-

sations where the staff asked and talked about the abuse

and where the women and their experiences of violence

were acknowledged were described as positive and trustful.

The narratives contained concrete offers of support, as well

as help in reporting the abuse to the authorities. Situations

where questions were asked in a respectful, empathic and

pleasant manner emerged from the narratives. Being cared

for was also described in terms of conversations where staff

took time to actively listening to the women describing and

sharing their stories, and not jumping to conclusions. Inter-

actions with the staff where the women were told that they

were not to blame for the abuse and the violence was taken

seriously were signs of acknowledgement. Situations con-

taining a conversation where the abuse was identified and

not avoided gave the women a sense of worth. Narratives

of how the abuse was taken seriously were presented,

which made the women feel free to talk about it without

being belittled:

The staff said that I could talk to them about it whenever I

wanted, and I felt that they were loving and kind towards me, and

I needed that. It made me feel better. (7)

Encounters where no pressure was put on the women to

talk about the abuse and where sensitivity towards the

women was seen were depicted in the narratives. These

occurred when the staff were intuitive in their approach,

and included situations where the staff were available,

present and where conversations concerning the abuse

were not avoided. Sensitivity was also seen in the dia-

logues between the staff and the abused women. These

dialogues also included situations where the women did

not have to describe details of the violence in order to be

believed and where the staff intuitively understood the

women’s need to talk as well as their need for privacy.

This sensitivity towards the women was also seen in situa-

tions where they were asked whether the presence of a

male in the group was acceptable. some situations

described in the interviews also showed how women were

not capable of talking about the abuse due to their mental

ill health and how the staff sensitively avoided the subject.

Examples of gratitude being shown to the staff for not

bringing up the subject of abuse due to the increased vul-

nerability of the patients were found in the narratives. A

desire for a safe haven and the opportunity to recuperate

by being able to lick one’s wounds as well as a desire to

focus on their mental disorder and mental ill health were

expressed in the interviews:

It was good that I was allowed to just exist and not talk very

much, and was able to be there and to be able to feel ill.. It was

good to be able to withdraw and lick my wounds. (5)
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Discussion

The overall theme, ‘dependency as a reality containing a

duality of suffering and trust’, captures the essence in all

the narratives. All of the women described situations that

can be seen as caring and noncaring. Even so, the care

provided was dependent on the staff. Depending on whom

the abused women talked to, the women would experience

suffering or trust, also described as caring and noncaring.

Caring was illustrated in situations where they were

acknowledged and listened to, situations where the staff

approached the women in a sensitive way and supported

them. On the other hand, there were also situations that

could be seen as noncaring, where the abuse was disre-

garded, the women were not believed, offended and left

with the burden of guilt. The focus in a noncaring environ-

ment was on the diagnosis, and the abuse experienced by

the women was seen as a secondary issue and not impor-

tant. The stories revealed reluctance from the staff to take

in or open up for the women’s life stories. Depending on

how the staff reacted, the abuse would be ignored or

acknowledged, thus leaving the women in a situation where

they were dependent on the staff and the staff’s interpreta-

tion of who they were and what they needed. This might

make intense the feelings of suffering and affect recovery

and well-being. Feelings of being belittled or misinterpreted

might also affect feelings of trust towards staff working in

psychiatric care.

The women in this study felt that their experiences of the

violence were reduced in significance and that there was a

focus on diagnosis as well as on the medication. There is

no intention here to imply that the mental disorder or diag-

nosis is not relevant, but that the feeling remained that the

experiences of violence and its consequences are of second-

ary importance.

Lilja and Hellz�en (2008) described how patients in psy-

chiatric care often receive medication instead of human care

and how being a patient transforms one from being an indi-

vidual to being part of a collective where ones identity is

associated with their behaviour and where there is a culture

of invisible rules and boundaries. Rules are also described

in our study where coercion and threats were used and

how invisible rules set a standard for how one was sup-

posed to act as a patient and as an abused woman. Another

study describing noncaring is a qualitative study by Hör-

berg et al. (2012), where patients in forensic psychiatric

care described exposure to humiliating attitudes and behav-

iours as well as threats and violence from staff. Johansson

and Eklund (2003) described how psychiatric outpatients

experience disengagement and unwillingness on the part of

the staff to listen and understand the individual. In a study

by Humphreys and Thiara (2003), the women subjected to

domestic violence described mental health services as

unhelpful. However, all patients seeking psychiatric care

were entitled to be listened to and treated in an empathic

and respected way, but this was unfortunately not promi-

nent among the women seeking care in the present study.

The women were offended, left with guilt, sometimes told

that they themselves were responsible for the abuse and

also not believed or understood when sharing their experi-

ences of abuse.

The women described the general psychiatric care and

environment where the staff’s interpretation of who the

women are and what they need has an explicit effect on the

women’s health, self-image and care provided. In the narra-

tives, a tendency to objectify the women as well as a reluc-

tance to acknowledge the abuse could be discerned. The

women were put in ‘compartments’ of diagnoses and were

also disbelieved, misunderstood or belittled when sharing

their stories with the staff. Similar experiences among psy-

chiatric outpatients show that not being understood was

the most central experience among dissatisfied patients (Jo-

hansson & Eklund 2003).

On the other hand, stories of good care were also nar-

rated by the women. In the present study, being cared for

entailed being acknowledged and treated with sensitivity.

The women felt that they were listened to and that their

experiences of violence were taken seriously. Schröder et al.

(2006) describes good-quality care in a psychiatric setting

as entailing being confirmed. This confirmation was

described as being given time to talk, being seen as a

unique person as well as being taken seriously, which is

similar to the experiences among the abused women in our

study. In a qualitative study by Johansson et al. (2009),

patients described care as receiving alleviation from suffer-

ing by being strengthened by, for example, staff members.

The staff were supportive by having a sensitive ear, by

giving support and comfort and by understanding when

someone did not feel well.

Being cared for was described by the abused women in

our study as offering support as well as asking questions

about the abuse in a respectful and empathic way. Similar

results were described by Loke et al. (2012), who conclude

a need for health professionals to approach victims of

interpersonal violence with respect and sincerity. At the

same time, the women also highlighted their need for recu-

perating and healing, which was also a finding of the study

by Johansson and Eklund (2003), who showed that

patients emphasised the importance of escaping stress and

strain.
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Staff working in a general psychiatric context must aim

to gain a greater understanding of the life stories of the

abused women. We have to take into consideration not

only the mental illness and the abuse itself but also how the

women live their lives with these experiences and in rela-

tionships with others. However, the result indicates that

women subjected to physical, emotional and/or sexual

abuse have similar experiences of the care in the mental

health services as patients not subjected to abuse. The result

indicates that being subjected to abuse does not ensure that

good care is provided by staff or experienced by abused

women, which is something that one might expect in rela-

tion to the provision of care within a holistic perspective.

A sample consisting of nine persons is small, and the

transferability of the result might be restricted to a general

psychiatric context. One limitation to this study is the diffi-

culty in reaching the severely victimised women and thus

being able to capture experiences of all aspects of abuse

and its consequences. Many abused women never seek psy-

chiatric care or reveal the abuse, due to their fear of the

abuser. This study does, however, indicate how women

subjected to abuse experience the care provided at a general

psychiatric clinic after the disclosure of abuse. We aimed to

achieve trustworthiness in accordance with the standard cri-

teria for qualitative research to ensure rigour in the scien-

tific process (Graneheim & Lundman 2003).

Conclusions

Our findings elucidate how abused women within general

psychiatric care experience the care provided after the dis-

closure of abuse. The narratives revealed noncaring as well

as caring environments where the interpretation of who

they were and what their needs were subsequently led to a

duality of suffering and trust. The women had experiences

of a psychiatric environment where the staff were divided

into two groups: those who believed the women’s experi-

ences of abuse and saw the consequences and their effect

on their everyday lives, and those who said that the abuse

was a secondary issue, misbelieved the women and focused

solely on the mental disorder. The result indicates,

however, that women subjected to physical, emotional and/or

sexual abuse have similar experiences of the care in the men-

tal health services as patients not subjected to abuse. This

indicates that being subjected to abuse has no impact on the

provision of caring care.

Relevance to clinical practice

This study provides knowledge of how abused women

experience the care provided at a general psychiatric clinic

after the disclosure of abuse.
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Accessible summary 

• The life chart offers rich information that provides a broader picture of the lives of 

women who have experienced abuse. 

• Life charts could be useful for nurses identifying women in general psychiatric care 

who have experienced abuse.  

• Despite experiences of abuse and stressful events during childhood there were only a 

few indications of them receiving support in the life charts. Many of the women had as 

adults been in contact with or received care at numerous health care services. 
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Abstract 

Violence against women is a worldwide problem and has an impact on the lives of women 

and girls. The study aims to investigate the life course of women within psychiatric care who 

have experienced abuse. The women’s resources, stressful events, experience of abuse, 

perpetrators, mental ill health and care and support throughout the life course are also 

highlighted. Eleven women who had all sought general psychiatric care in an urban area in 

Sweden participated. A computer software program was used for constructing life charts for 

each participant and content analysis was used to analyze the data. The women’s social status 

and resources differed and some of them spoke of only experiencing few stressful events 

growing up, while others described a stressful childhood. All of the women had been abused 

sometime during their life course and most of the perpetrators were known to the women. 

Even so, the women had seldom disclosed their childhood abuse. As adults the women were 

diagnosed with psychiatric diagnoses and suicidal behavior increased.  The life chart offers 

rich information and a broader picture of the life history of women who experienced abuse as 

well as constituting a tool useful for identifying abused women. 

Key Words: Child Abuse, Domestic Violence, Intimate Partner Violence, Qualitative 

Methodology  
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Introduction 

The life course perspective is a method used to visualize processes throughout a life course, 

mainly with a focus on the individual’s childhood experiences and health in adulthood (Osler 

2006). Greenfield’s review (2010) reports on how exposure to physical, emotional and/or 

sexual abuse during childhood has a negative impact on adult physical and mental health and 

is thus a life course determinant for health as an adult. Experiences of sexual and physical 

abuse during childhood are often associated to depression, anxiety as well as substance use in 

adulthood (Greenfield 2010). Research has also shown associations between experiencing 

domestic violence, intimate partner violence and depression, post-traumatic stress disorder 

(PTSD), anxiety, suicidal behavior, substance use, sleep and eating disorders (e.g. Howard et 

al.  2010, Dillon et al.  2013). Other consequences of abuse could be feelings of guilt, shame 

and of being worthless (Örmon et al. 2014 a). 

One in every three women in the European Union (EU) has according to a study by the 

European Union Agency for Fundamental Rights (FRA), experienced physical and/or sexual 

abuse after the age of 15. The report also show that one woman out of three has endured 

psychological abuse by a partner (FRA 2014). The World Health Organization (WHO) report 

a prevalence of 30% for physical intimate partner violence and/or sexual intimate partner 

violence after the age of 15 (WHO 2013).  

Furthermore there is also a high prevalence of women who have experienced abuse within 

psychiatric care. A review by Oram et al. (2013) based on 42 articles reports a 30% lifetime 

prevalence of domestic violence among women within psychiatric in-patient care. Even so, 

according to Friedman et al. (2007), there is a risk that professionals in psychiatric settings 

under detect intimate partner violence, and that abused women who are not identified in the 

psychiatric context could be exposed to increased risk by not receiving adequate care and 

support.  

There is a variety of definitions of abuse and violence against women (e.g.  Ellsberg & Heise 

2005). The definition of abuse used in this research is the typology of violence which is used 

by the World Health Organization, WHO to illustrate and link violence. One definition in the 

typology is the interpersonal violence which is divided into family and partner violence and 

community violence. The family and partner violence is violence between family members, 

child abuse, elderly abuse and intimate partners usually taken place within the home. The 

community violence is defined as violence between unrelated individuals and between 
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strangers and often taken place outside the home. The nature of the violence is physical, 

sexual and psychological (Krug et al. 2002). Hence, we use the typology of violence to define 

abuse. 

Using the life chart method to visualize a person’s life has previously been used within 

psychiatric care (Chafetz 1996, Ehnvall 2003, Livianos-Aldana 2006, Sunnqvist et al.2007, 

2013). Brackley and Williams (2008) interviewed 21 women who self-reported experiences of 

abuse and they concluded that life charting provides research data that can be used in 

preventing violence against women. In this study the life charts are created together with the 

women using a software program during the interview. The Hägerstrand (1991) Time 

Geography approach sets time and space in focus and applies a conceptual apparatus 

elucidating people´s lives (Kjellman 2003). By connecting time and household moves as 

anchors autobiographic memories containing information of specific events, general events 

and self- description is activated (Conway & Bekerian 1987). The use of geography and 

movements is important and unique for the visualization of the life chart according to 

Hägerstrand (1991) due to the fact that moving is an occurrence in a person’s life that is often 

remembered. The model offers a profound understanding of the patients, as it illustrates a 

comprehensive picture of the patients “life situation” (Sunnqvist et al. 2007, 2013).  

Sunnqvist et al. (2007) stated in her research that more information regarding a patient’s life 

history was gained when asking about geographical moves compared to interviews with no 

focus on geographical sites. To the best of our knowledge the Hägerstrand Time Geography 

model (1991) has not previously been used for describing the life course of women with 

experiences of abuse. 

Aim of the study 

The aim of this study is to investigate the life course of women within psychiatric care who 

have experienced abuse. The women’s resources, stressful events, experience of abuse, 

perpetrators, mental ill health and care and support throughout the life course are also 

highlighted.  

Ethical considerations 

The women had previously participated in studies aimed at increasing knowledge about 

exposure to violence during childhood and adulthood among women with mental ill health 

and cared for within a general psychiatric context. Women who were interested in 
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participating in this study were provided with written information and by returning a signed 

form of consent the women agreed to be contacted by phone for further verbal information. 

The women gave oral and written informed consent before the interviews. They were also 

informed that the participation was voluntary and confidential and that the life charts would 

be presented as text and no individual life charts would be accessible to others. Prior to the 

life chart interview the first author made sure that the women had somewhere to get help in 

case of them feeling discomfort and discussed with the women about their own strategies if 

they were to become distressed. The study was approved by the research ethics review board 

at Lund University (Dnr: 2010/3). 

Materials and Methods 

Participants 

Eleven women who had sought psychiatric care at a general psychiatric clinic in an urban area 

in southern Sweden participated in this life chart study between January and March 2013. 

Inclusion criteria were self-reported experiences of physical, emotional and/or sexual abuse 

during their life course. All of the women self-reported affective disorders as a primary reason 

for seeking general psychiatric care (see table 1for demographic facts). 
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Table 1. Demographics regarding participating women (n=11) 

 

Data collection 

A computer software program covering both time and geographical aspects was used for 

constructing the life chart. The interviews were held at the University which was the location 

of choice among the women. The interview started by noting the geographical moves 

throughout the individual’s life course in chronological order (Figure 1). The first of the 

focused aspects was resources, which was chronological followed by stressful events, 

experience of abuse and the perpetrators, mental ill health and care and support throughout the 

life course (Figure 2).  The interviews were audiotaped for backup. The interview lasted 

between 1 hour 49 minutes and 2 hours 56 minutes with a mean time of 2 hours 24 minutes. 

The life chart was printed out and given to each informant to provide them with an 

opportunity to read and check the life chart for possible adjustments prior to setting a time for 

Age  
20-30        
31-40 
41-55 
Country of birth 
Sweden 
Other 
Years of education 
10-12 years 
13 years or more 
Marital status 
Single 
Partner 
Children 
Yes 
No 
Experience of abuse  throughout the life course (age) 
0-12 
Emotional  
Physical 
Sexual 
13-19 
Emotional  
Physical 
Sexual 
20- 
Emotional  
Physical 
Sexual 
 

 
2 
8 
1 
 
8 
3  
  
6 
5 
 
4 
7 
 
5 
6 
 
 
8/11 
7/11 
5/11 
 
8/11 
6/11 
5/11 
 
8/11 
7/11 
6/11 



8 
 

its validation. Six of the women were contacted by telephone and four came to the University 

and one was absent due to health issues. Five of the women modified their life chart by 

adding information about the name of a geographical move (n=1), stressful events (n=3), 

resources (n=2), help and support (n=1) and mental ill health (n=1). 

     

Figure 1 Geographical moves throughout the life- course 
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Figure 2 Events of social capacity, stressful events, experience of abuse and the perpetrators, mental ill health 
and care and support throughout the life course 

Analysis 

Content analysis inspired by Burnard (1996) was used for analyzing the data. Manifest 

content analysis according to Berg (2009) was used for calculating the presented events in the 

life chart and no in-depth interpretation of the data was made. By using manifest analysis it´s 

possible to identify the occurrences of events marked on the women’s life charts. The 

manifest data is physically present in the material and countable and provides the surface 

structure that is the focus of manifest content analysis (Berg 2009). According to Graneheim 

& Lundman (2003) is a manifest content often presented within a category system, the 

analysis is close to the text and an interpretation of what the text says. Each life chart was 

separated into three age intervals of 0 - 12 years, 13 - 19 years and 20 years and above. The 

first and last author independently coded the life charts by noting all the events. After 

comparison and consensus the material was coded and the first author counted the events 

marked on the life chart. The events were then grouped into a number of subcategories, which 

were then condensed into categories. The process of analysis was discussed between all the 

authors in order to gain consensus.  
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Results 

The result is presented in terms of the categories (Table 2) and visualized in one constructed 

life chart (Figure 3) and as a case symbolizing all life charts.  

Table 2. Events and categories (n= number of events) 

Events 
0-12 years 
Family/stepparents  
Siblings/half-siblings  
Adopted  
Foster care  
Orphanage  
Preschool and grade school  
Illness and surgery  
Extracurricular activities   
Social events  
Friends  
Frequent relocations  
Divorce  
Loss of relatives 
Alienation  
Illness  
Parents abuse of drug and alcohol  
Violent home situation  
Turbulent family situation  
Parents mental ill health   
Emotional abuse  
Physical abuse  
Sexual abuse  
Bullying  
Symptoms of psychiatric ill-health  
Thoughts of suicide  
Suicide attempt   
Health care, school  
Parents, relatives  
 
13-19  Years 
Junior-high school  
High-school  
Graduation  
High school drop-out  
Move out of parental home  
Work  
Extracurricular activities/travels  
Sickness and operations  
Friends  
Foster family  
Pet 
First love  
Religion  
Separation  
Loss of family 
Physical illness  

Subcategories 
 
Family (n=18) 
 
 
 
Contact family (n=3) 
Significant event and activity 
(n=38) 
 
 
Important  relations (n=5) 
Losses (n=15) 
 
 
 
 
Destructive home environment 
(n=17) 
 
 
Abuse (n=50) 
 
 
 
Unhealthiness (n=32) 
 
 
Professional support (n=2) 
Social network   (n=7) 
 
 
Grade-school and high-school 
education (n=18) 
 
 
Significant event and activity 
(n=38) 
 
 
Important relations (n=21) 
 
 
 
 
Losses (n=9) 
 
 

Categories 
 
Social status and capacity 
 
 
 
 
 
 
 
 
 
Stressful events  
 
 
 
 
 
 
 
 
Exposed to abuse 
 
 
 
Mental  ill health 
 
 
Formal and informal support and 
treatment 
 
 
Social status and capacity 
 
 
 
 
 
 
 
 
 
 
 
 
Stressful events 
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Investigation by social services  
Turbulent family situation  
Violent home situation  
Parents abuse of drug and alcohol  
Relations  
Emotional abuse 
Physical abuse 
Sexual abuse  
Bullying  
Thoughts and plans of suicide  
Suicide attempt  
Self-harm  
Psychiatric symptoms  
Psychiatric disease  
Health care, support groups, social 
welfare office  
Family, relatives and friends  
 
≥20 
High-school   
Municipality Adult education   
College/ University  
Work/ breadwinning  
Residence and work abroad   
Interruptions of studies  
Cohabitant/marriage/love 
affairs/friends  
Divorce 
Children  
Pets  
Recreational activities/travels  
Lifestyle  
Buying and looking for 
accommodation  
Separation/ divorce  
District court hearing  
Sick leave  
Unemployed  
Social services  
Difficulties with children   
Child custody case  
Loss of relative/friend  
Miscarriage/abortion  
Somatic illness  
Violent home situation  
Financial issues  
Relatives abuse of drug and 
alcohol  
Contacts with health care   
Drug/ alcohol abuse  
Emotional abuse  
Physical abuse 
Sexual abuse 
Bullied 
Psychiatric illness  
Psychiatric care  
Thoughts and plans of suicide  
Self- harm  
Suicide attempts  
 

Destructive home environment 
(n=18) 
 
 
 
Abuse (n=37) 
 
 
 
Suicidality (n=10) 
 
 
Unhealthiness (n=26) 
 
Professional support (n=16) 
 
Social network   (n=5) 
 
 
Educational and work identity 
(n=79) 
 
 
 
 
Important relations (n=70) 
 
 
 
 
Significant event and activity 
(n=36) 
 
 
Losses (n=59) 
 
 
 
 
 
 
 
 
 
Destructive  environment (n=23) 
 
 
 
 
 
Abuse (n=59) 
 
 
 
Unhealthiness (n=55) 
 
Suicidality (n=17) 
 
Repeated Suicide attempts (n=2) 
 

 
 
 
 
 
Exposed to abuse 
 
 
 
Mental ill health 
 
 
 
 
Formal and informal support and 
treatment 
 
 
 
Social status and capacity 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Stressful events 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Exposed to abuse 
 
 
 
Mental ill health 
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Healthcare, support groups, social 
welfare office, Crisis center, family 
counseling, legal guardian  
Friends, relatives, parents 

Professional support (n=62) 
 
 
Social network (n=10) 

Formal and informal support and 
treatment 

 

Constructed Case  

Sara was born in a small town and when she was two years old her sister was born. Sara’s 

father abused alcohol and Sara was physically and emotionally abused by her father. Sara and 

her family moved to a small town where she started school. She enjoyed sports and dancing 

but had problems in school and was emotionally and physically bullied. Her childhood was a 

turbulent period and she began to experience feelings of anxiety and fear of her father. During 

her adolescence she developed self-harm to control her anxiety. She continued with her sports 

activities and was active in a local church group. Her parents divorced when Sara started high 

school and Sara, her mother and sister moved.  Harassment from her father and the problems 

with friends continued. Sara fell in love but when the relationship ended she was devastated 

and she made her first suicide attempt. After graduation she began working but after a year 

she decided to go abroad as an au pair. This was a good year, she made new friends and her 

self-harm and anxiety was under control. When she returned to Sweden she started studying at 

university, fell in love again and was married soon after. After graduating she soon gave birth 

to a son. She knew that her husband used drugs but the addiction escalated leading to financial 

problems for the couple. Soon after the birth of her son the physical and emotional violence 

began. The family moved again and Sara soon gave birth to a second son. She had suffered 

from depression and thoughts of suicide since the birth of her first son. Throughout those 

years Sara had numerous different contacts within psychiatric out- patient care. Her first 

contact with psychiatric in-patient care was after her suicide attempt after her father 

committed suicide. Her husband divorced her and Sara moved with her sons to her home 

town. Difficulties with unemployment made her move back to the city and she finally got a 

job at a nursing home. She currently receives support from the social services and the 

psychiatric out-patient team. She has a new boyfriend, but still struggles with depression. 
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Figure 3 Constructed life chart 

Social status and resources 

The life charts showed that most of the women spent their first years with their biological 

parents and siblings. Pre-school and the nine-year comprehensive school were significant 

events. Most of the women had extracurricular activities such as sports, playing an instrument 

and art. Having friends when they grew up was not mentioned by all of them but if they were, 

they were significant and important relationships. During adolescence most of the women 

graduated from the comprehensive school and then high school. Travelling, work and 

extracurricular activities were important together with relationships such as their first loves. 

Foster families and religion were also noted as being important relationships. Education and 

professional identity such as university studies and work were frequently mentioned in the life 

charts during adulthood together with working and travelling abroad. Relationships such as 

marriage, friends and romantic relations were frequent events on the life charts. Children, pets 

and divorce were mentioned and living conditions and choice of lifestyle were marked as 

significant.   

Stressful events   

Some women spoke of experiencing only a few stressful events when growing up, while 

others described the environment they grew up in as being stressful.  Other such events 

included divorce, relocations and illness. Some of the women had lived with parents suffering 

from mental ill health and abuse and labeled their family situation as turbulent and destructive 
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during their childhood and adolescence. In adult life they experienced a number of different 

types of personal losses: divorce, loss of family and friends, their own illnesses or ill health 

among those who were close to them, abortions and miscarriages, and unemployment. Some 

of the women experienced problems with the social services and situations involving their 

children. The life charts also showed destructive environments including threatening domestic 

environments, financial problems and abuse. 

Exposure to abuse  

Six of the women had endured abuse throughout their life course. Two women had 

experienced abuse from childhood until adulthood. For two women did the abuse start during 

adolescence and continued as adults. Only one woman had experienced abuse during one 

episode of her life and that was as an adult. One woman described how the abuse escalated 

during childhood to be rougher and more continuous.  Some of the women described the 

abuse as a constant part of growing up. Some women reported multiple sexual perpetrators, 

other women described being emotional abused by watching their mother being beaten or by 

their parents violent behavior. Emotional abuse was also described as verbal threats and 

degrading and belittling treatment and was common during childhood, adolescence and as an 

adult woman. The sexual abuse was experienced as sexual coercions, rape and as 

harassments. The physical abuse varied from slaps in the face to being severely beaten.  

Emotional abuse was the most frequently noted form of abuse during childhood followed by 

physical and sexual abuse. Four of the women spoke of being emotionally and physically 

bullied in school. The parents and most commonly the father was noted as the perpetrator but 

also other close relatives and stepparents were mentioned. There was only one life chart 

where the perpetrator was a stranger to the child.  

During adolescence the exposure to violence decreased, while on the other hand emotional 

abuse was still the most frequently marked experience on the life charts, followed by sexual 

and physical abuse. The father was still the most commonly noted perpetrator on the life 

charts, but boyfriends and classmates were also mentioned, while other relatives and strangers 

were more seldom noted than for childhood. During adulthood emotional abuse was still the 

most common form of abuse according to the women followed by sexual and physical abuse. 

Adulthood was the life period with the greatest number of noted abuse experiences on the life 

charts. During this period parents were seldom marked as perpetrators, while the most 
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frequent perpetrator was current or former intimate partners followed by acquaintances and 

strangers.   

Mental ill health 

Women with no or only a few noted experiences of abuse and stressful events had very few, if 

any, marked periods of mental ill health during childhood. Mental ill health during childhood 

was self-reported by the women as fear, nightmares, mild depression and anxiety. Those 

symptoms often followed the children into adolescence. Self-harm, thoughts of suicide and 

suicide attempts increased during adolescence together with symptoms of mental ill health. As 

adults the women were diagnosed with psychiatric disorders and suicidal behavior increased.  

Formal and informal support and treatment 

Despite experiences of abuse and stressful events during childhood there were only a few 

indications of them receiving support on the life charts. Four of the women who had endured 

abuse and stressful events whilst growing up had never talked to anyone during their 

childhood.  A headmaster and a school counselor were the only formal contacts that were 

specified. It was more common to look for support among close relatives or family members. 

During adolescence the formal network also included health care contacts, the social services 

and support groups. Friends were also included within the informal network. During 

adulthood the formal network becomes wider. Most of the women have a number of contacts 

within the health care sector. Outpatient as well as inpatient psychiatric care is noted 

throughout the adult life charts together with support groups and contacts within the social 

services. Only one woman mentioned having had contact with a crisis center for abused 

women. The informal contact consisted mostly of close family members and relatives. Only a 

few notations on the life charts showed that the women talked to friends to get support.  

Discussion 

The aim of this study was to investigate the life course of women within psychiatric care who 

have experienced abuse. The Hägerstrand, Time Geography model was chosen to visualize 

and elucidate the life course of women with experiences of abuse. One reason was that the 

model had been successfully used in previous studies, showing that more information is 

gained when focusing on geographical house hold moves (Sunnqvist et al. 2007, 2013).  

Information obtained from the life charts provided a comprehensive and structured picture of 

a person’s life which is valuable for the provision of care and could thus influence the health 
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and lives of women seeking general psychiatric care. By using life chart methodology, 

resources as well as stress factors during the life course would be made visible to the women 

as well as to staff in the mental health services. The life chart could also be a valuable tool for 

identifying abuse. The life charts revealed that the women seldom talked to anybody about 

their vulnerability during their childhood. Despite experiencing both stressful events and 

abuse the women rarely confided in anybody during their childhood. Research concerning 

children’s disclosure of sexual abuse showed that it takes older children a longer period of 

time to disclose sexual abuse than younger children (Goodman-Brown et al. 2002). Abuse 

that occurs within a family is also a factor that can prolong the disclosure of sexual abuse 

(Goodman-Brown et al. 2002). A population-based Swedish study reported that only 32% of 

physically abused children had told an adult and only 7 % had revealed the abuse to 

authorities such as school personnel, social services and police. The children chose to confide 

in siblings and peers (52%) (Annerbäck et al. 2010).  In our study, however, the women had 

seldom mentioned friends, especially during preadolescence and that might be an explanation 

for not revealing abuse or stressful childhood experiences.  The father was the most common 

perpetrator during both childhood and adolescence, which could be another factor preventing 

disclosure of abuse. A study by Bengtsson-Tops et al. (2005) confirms that the fathers are 

often the perpetrator of childhood abuse and during adulthood the perpetrator was more 

commonly a current or former partner. The women with no or only a few noted experiences of 

abuse and stressful events had very few, if any experiences of mental ill health during 

childhood. But when exposed to stressful events or abuse later in life the symptoms of mental 

ill health also appeared on their life charts. The latter showed that many of the women had 

been in contact with or received care at numerous health care services as well as the social 

services.  

A sample of eleven is small and can be seen as a limitation, but our intentions were to 

visualize and describe the life course of women who had experienced abuse, where each life 

chart is unique. The use of this methodology provides the nurses with important information 

about the life course of women. All of the women except one, who was not able to participate 

a second time, talked to the researcher within a period of two-four weeks for validation and an 

opportunity to modify their life chart. All the women experienced the use of a life chart as 

positive. Some stated that they would use their chart in their contacts with the health care 

services and social services.  We also assume that it´s valuable for the women to see their life 

charts and thereby explicitly grasp the consequences the abuse had on their lives as well as 
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identify capacities along their life course. A positive experience was that the focus was not 

exclusively on abuse but also on resources. One woman described that it was valuable for her 

to acknowledge “the good” stages of her life. Some women experienced less blame and shame 

for having mental ill health when reflecting over their life course. One woman expressed that 

for the first time she was able to fully understand the consequence her past history had on her 

mental health today. 

It´s good that significant events are visualized and that focus is not solely on 

negative experiences. It’s good to see it clearly, I´ll use it in my future contacts 

with health care (study participant) 

 

Implication of practice 

Previous research by Örmon et al. (2014 b) reported that women who disclose experiences of 

abuse to staff at a general psychiatric clinic experience the care provided as caring as well as 

noncaring. The noncaring is often related to a focus on diagnosis and treatment were 

experiences of abuse is not acknowledged or seen as a relevant or important for the women’s 

treatment or well-being. A study by Humphreys & Thiara (2003) highlight how experiences 

of domestic violence was never addressed by staff and mental ill health was not seen as a 

consequence and the need for trauma counselling not identified. This implies a need for a 

method that identifies the experience of abuse as well as the consequences. The participating 

women in this study explicitly addressed how the model of Time Geography had visualized 

not only the abuse and mental ill health but also the “the good years” and their own unique 

capacities for survival, strength and resourcefulness. 

Conclusion 

By using the Time Geography life charting method, the life course of women with 

experiences of abuse has been visualized and defined. The life chart provides a rich amount of 

information regarding women’s life history, which can generate a broader picture of the lives 

of women who have experienced abuse as well as a useful tool for nurses in psychiatric care 

identifying experiences of abuse along the life course. 
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