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ABSTRACT

Aims: To explore the prevalence of Intimate Partner Violence (IPV) and its association
with sociodemographic factors, symptoms of depression, perceived need for mental
care and primary health care utilization. Another aim was to explore the prevalence
of suicidal ideation and attempts over a 26 year period and associations between
sociodemographic factors and lifetime suicidal ideation. Method: Two postal surveys
and face-to- face interviews. Prevalence’s were used in descriptive data. Crude and
adjusted Odds Ratios with 95% Confidence Intervals were used in bivariable and
multivariable logistic regression analyses. Results: Compared to men, women
reported higher prevalence of sexual violence for past year and earlier life. For past
year, 11.0% of the men and 8.0% of the women reported exposure to physical
violence, whereas 15% of the women and 11.0% of the men reported such violence
for earlier in life (Study 1). Being single and having poor social support was associated
with lifetime exposure to physical and/or sexual IPV among women, whereas among
men, a relationship of < 3 years was associated with IPV (Study I). Being exposed to
physical, sexual violence as well as isolating control during past year, was associated
with self-reported symptoms of depression among women (Study Il). Women
exposed to physical IPV past 5 years were three times more likely to perceive the
need for mental health care as compared to unexposed women (Study Ill). Of the
women aged 20-30 years, 45% reported lifetime suicidal ideation in 2013/15
compared to 1989/91 when 33% reported this. Self-reported rates of attempted
suicide remained similar. Among women aged 31-49 years, 35.4% reported lifetime
suicidal ideation in 2013/15 compared to 2000/02 when 23.1% reported this. In this
age group, lifetime suicide attempts increased from 0.0% in 2000/02 to 3.6% in
2013/15. Having compulsory and/ or high school education, being unemployed, being
a student and being single was associated with lifetime suicidal ideation (Study IV).
Conclusions: Both women and men were exposed to IPV, however, the exposure
showed different patterns between men and women. IPV was associated with



symptoms of depression and need for mental care among women. Current finding
indicate an increasing trend in suicidal ideation and attempts which should be further
explored in future studies.

Keywords: Intimate Partner Violence, population based, sociodemographic factors,
symptoms of depression, perceived need for care, suicidal ideation and attempts
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SAMMANFATTNING PA SVENSKA

Bade partnervald i en néra relation samt sjalvmordstankar och sjdlvmordsférsok ar
omfattande folkhalsoproblem som kan leda till allvarliga halsokonsekvenser samt
stort lidande fér den enskilde individen och dess familj. Avhandlingen har foljande tre
syften: (i) att studera forekomsten av sjalvrapporterat partnervald och
samvarierande faktorer bland vuxna méan och kvinnor i Sverige. (ii) Att studera
forekomsten av sjalvrapporterade sjalvmordstankar och forsék bland vuxna kvinnor
samt (iii) att studera sambanden mellan sociodemografiska faktorer och
sjalvmordstankar bland kvinnor 6ver en 26 ars period (fran 1989 till 2015).

Resultaten ar baserade pa tre olika insamlingsmetoder. Studie I-Il &r baserade pa tva
olika postenkater som skickades ut till slumpvis utvalda man och kvinnor i aldern 18-
65 ar som var folkbokforda i Sverige ar 2009. Studie Il och IV ar baserade pa
personliga, strukturerade intervjuer som gjordes med ett stratifierat urval av kvinnor
fodda 1965,-70, -75, -80 och -93 och folkbokforda i Goteborg. Intervjuer med
kvinnorna gjordes vid fyra olika tillfallen under perioden 1989 till 2015. Deskriptiva
analyser samt logistisk regression anvandes i samtliga studier for att beskriva
forekomsten av partnervald, sjalvmordstankar och sjalvmordsforsok samt
samvarierande faktorer.

Resultaten fran studie | visade att fler kvinnor &n man rapporterade att de varit
utsatta for sexuellt partnervald bade under det senaste aret och i perioden fore det
senaste aret. Medan fler man an kvinnor angav att de utsatts for fysiskt partner vald
under det senaste aret, angav fler kvinnor 4n man att de utsatts for fysiskt partner
vald under perioden fore det senaste aret. Kvinnor som rapporterade att de var
singlar och hade ett daligt socialt stod, riskerade att i hogre utstrackning ha varit
utsatta for fysiskt och/ eller sexuellt partnervald i perioden fére det senaste aret,
jamfort med de kvinnor som hade ett fast forhallande och rapporterade ett bra socialt
stod. Man som rapporterade att deras nuvarande parrelation varat i tre ars tid eller
kortare period, riskerade att i hogre utstrackning ha varit utsatta for fysiskt och/ eller
sexuellt partnervald i perioden fore det senaste aret, jamfért med de man som hade
en langre parrelation. Resultaten fran studie Il visade att kvinnor som utsatts for
fysiskt, sexuellt samt kontrollerande partnervald under det senaste aret, i hogre
utstrackning riskerade att uppleva depressiva symptom jamfort med kvinnor som inte
varit utsatta for partnervald under det senaste aret. Studie Ill visade att jamfort med
de kvinnor som inte upplevt nagot fysiskt partner vald under de senaste fem aren, sa
riskerade de kvinnor som varit utsatta, att i hogre utstrackning rapportera att de matt
sa psykiskt daligt att de hade ként ett behov av att soka hjilp fér det. Av de
valdsutsatta kvinnor som kant ett behov av att soka vard, uppgav 45 % att de inte haft
nagon oppenvardskontakt under de senaste 5 aren. Resultaten fran studie IV visade



att bland kvinnor i dldern 20-30 ar, var det fler kvinnor som rapporterade att de hade
sjalvmordstankar 2013/15 jamfoért med 1989/91. Bland kvinnor i aldern 31-49 ar var
det fler kvinnor som rapporterade bade sjalvmordstankar och férsék 2013/15 jamfort
med 2000/02. Riskfaktorerna varierade nagot under tidsperioden 1989 till 2015 men
sammantaget fann vi att kvinnor som hade grundskoleutbildning och/eller
gymnasieutbildning riskerade att i hogre grad rapportera sjalvmordstankar jamfort
med de kvinnor som hade en hodgskoleutbildning. Vidare fann vi att de som var
studenter och singlar i hogre utstrackning riskerade att ha haft sjalvmordstankar
jamfoért med de som hade ett arbete eller en fast relation.

Konklusion: Resultaten fran denna avhandling visar pa ett behov av insatser riktade
mot bade méan och kvinnor fér att minska férekomsten av partnervald och dess
skadliga effekter pa den psykiska halsan. Vidare visar denna avhandling att det finns
valdsutsatta kvinnor som har ett behov av att soka vard for psykiska problem men
trots detta inte tar kontakt med Gppenvarden. Framtida forskning behovs for att
studera potentiella barridrer till vard for valdsutsatta kvinnor. Vidare behévs mer
forskning i storre grupper av kvinnor for att folja utvecklingen av sjalvmordstankar
och sjalvrapporterade sjalvmordsférsok éver tid.
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ABBREVIATIONS

DSM III-R Diagnostic and Statistical Manual of Mental Disorders third
edition, revised version.

DSM IV Diagnostic and Statistical Manual of Mental Disorders fourth
edition

CBS Controlling Behaviour Scale

Cl Confidence Interval

CTS Conflict Tactics Scale

EU European Union

IPV Intimate Partner Violence

IT Intimate Terrorism

NCK National Centre for Knowledge on Men’s Violence Against Women

OR Odds Ratio

ScV Situational Couple Violence

SEK Swedish crown’s

u.s. United States

VAWI Violence Against Women Instrument

WAG Women and Alcohol in Gothenburg

WHO World Health Organization
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DEFINITIONS IN SHORT

Confidence Interval (Cl)

Covariate

Dependent variable

Epidemiology

Exposure variable

Intimate Partner Violence
(IPV)

An estimated range of values which at certain
level of confidence includes the true but
unknown value of the measured variable of
interest.

Additional exposure and/or confounder
variables in a logistic regression model.

Outcome variable in a regression model

“The study of the distribution and determinants
of health-related states or events and the
application of this study to the control of
diseases and other health problems (WHO?Y)”

Variable that represents an exposure in a
statistical model.

In study |, exposure to and perpetration of IPV
was defined as the proportion of respondents
reporting at least one or more acts in each of
the scales (physical, sexual IPV and/or
controlling behaviour) in the past 12 months or
‘earlier in life’. In study Il, exposure to IPV
referred to the proportion of respondents
exposed to at least one or more acts of physical,
sexual IPV and/or controlling behaviour in the
past 12 months. In study lll, exposure to
physical IPV was defined as the proportion of
respondents reporting at least one or more acts
of physical violence during past 5 years.

! World health Organization, health topics. https://www.who.int/topics/epidemiology/en/

(2019-02-26)
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Independent variable

Logistic regression

Odds

Odds Ratio (OR)

Outcome variable

Self-reported symptoms of
depression

Self-reported suicide
attempts during lifetime

Self-reported lifetime suicidal
ideation

A variable that independently determines the
dependent variable.

A method for analysing data in which there is a
categorical outcome with two or more
categories.

The probability of having or developing the
outcome divided by the probability of not
having or developing the outcome.

The odds among the exposed divided by the
odds among the unexposed.

Variable that represents the observed values of
the outcome, i.e. the health-related state or
event (e.g. symptoms of depression) in a
statistical model.

In this thesis self-reported experience of
symptoms of depression was defined as the
proportion of respondents experiencing two or
more out of five symptoms, ‘almost every’ day
or ‘once a week’.

Self-reported suicide attempts during lifetime
was defined as the proportion of respondents
who reported that they had made an attempt to
take their own life during past 12 months and/or
‘earlier in life’.

In this thesis, lifetime suicidal ideation referred
to the proportion of respondents who reported
having thoughts of taking their own life and/or
seriously had considered to take their own life
during past 12 months and/or ‘earlier in life’.
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1 INTRODUCTION

Violence is a serious public health concern and affects a large proportion of the
population world-wide. Violence is a major contributor to death, diseases and
disability: globally more than 1.3 million people die each year as a result of self-
directed, interpersonal and collective violence, accounting for 2.5% of global
mortality [1]. Apart from death and physical injuries, violence may lead to serious,
long lasting physical and mental health effects including reproductive health
problems, chronic heart disease, depression and a large number of other serious
health outcomes [1]. Besides negative impacts for the individual and their families,
there are substantial costs for society in terms of direct and indirect costs for medical
and legal services, lost earnings and productivity as well as reduced quality of life [2].

Intimate Partner Violence (IPV) is defined as violence between intimate partners
whereas suicidal behaviour is a type of self-inflicted violence [3]. The overwhelming
burden of intimate partner violence is borne by women at the hands of men,
however, because of its nature, the occurrence and impacts of intimate partner
violence is frequently ‘hidden’ and therefore underestimated [4]. Population-based
surveys indicate that 15-71% of women worldwide experience physical and/or sexual
violence by an intimate partner at some point in their lives [4]. During the last
decades, population based surveys on men’s exposure to IPV have emerged and
these studies show that also men can be exposed to violence from their female
partner [5]. However, women’s perpetration of IPV and men’s exposure to IPV is an
ongoing discussion. Suicidal behaviour, including suicidal ideation and attempts, are
known to be strongly associated with completed suicide [6]. In high income countries
men outnumber women in suicide deaths [7] whereas suicide ideation and attempts
are found to be more common in women [8, 9] than in men. The prevalence and
characteristics of suicidal behaviour vary largely between different communities,
different demographic groups and over time [7]. Therefore, up-to-date surveillance
of suicidal behaviour is an important component of national and local suicide
prevention efforts [7].

The magnitude of IPV and suicidal behaviour is best explained through a pyramid
where the most visible outcomes of IPV and suicidal behaviour can be compared with
the apex of the pyramid that represents the deaths recorded in the official statistics
[1]. Next to the apex, are those victims of violence who come to the attention of
official health authorities through the emergency care [1]. Finally, the broad bottom
of the pyramid represents the non-fatal violence which is not reported to any health
authority, but still may have serious, lifelong health and social consequences [1]. For
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example, it is estimated that only 50-60% of all suicide attempts are known to the
health care systems [10], indicating that a large proportion of suicide attempts
remain unnoticed. Further, suicidal thoughts are more common than attempted and
completed suicide, however its extent is still unclear [3]. Therefore, the prevalence,
consequences and risk factors of exposure to violence such as IPV and suicidal
behaviours which are represented in the bottom of the pyramid, are best captured
through population based surveys with self-reported data [1, 3, 11].

1.1. CONCEPTUAL FRAMEWORK

There is no universal definition of the term ‘violence’ and the way it is conceptualised
depends much upon its purpose [12]. A widely used definition is given by the World
Health Organization (WHQO) which defines violence as:

“The intentional use of physical force or power, threatened or actual against
oneself, another person, or against a group or community, that either results
in or has a high likelihood of resulting in injury, death, psychological harm,
maldevelopment or deprivation.” [3].

This definition includes that force or power has to be used intentionally by someone
(oneself, a person or a group) in order to be classified as violence. This definition
therefore excludes unintentional incidents as for example road accidents [3]. Further,
it also includes a range of violent acts that go beyond physical acts, such as threats,
psychological harm and power which do not necessarily lead to injury, disability or
death [3]. This definition shows that if the consequences of violence were to be
defined in terms of death, physical injuries or harm, the extent of adverse effects of
violence would be limited.

One of the major challenges when performing research on IPV and suicidal behaviour
is to develop clear operational definitions of the different types of violence. In its 1996
resolution, the World Health Assembly declared violence as a leading public health
problem and called on the WHO to develop a typology of violence that describes the
complex patterns and the links between different types of violence [3]. This typology
has since then been widely used and is displayed in figure 1. It divides violence into
three broad categories according to those who are involved in the violent act; 1) self-
directed violence, 2) interpersonal violence and 3) collective violence [3]. Self- directed

violence has two subcategories: (i) suicidal behaviour and (ii) self- abuse. Self-abuse
includes acts of self-mutilation, while suicidal behaviour includes suicidal thoughts
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and attempted suicide. Interpersonal violence is subdivided into: (i) family and
intimate partner violence on one hand, and (ii) community violence on the other

hand. Community violence includes violence that generally takes place outside the
home whereas family and intimate partner violence includes child abuse, abuse of
elderly and intimate partner violence. The last category, Collective violence, is divided

into (i) social (ii) political and (iii) economic violence. The subcategories of collective
violence include violence perpetrated by larger groups of individuals or states [3]. The
typology further classifies violence according to types of acts: physical violence (e.g.
slapping, hitting, kicking, and beating), sexual violence (e.g. forced intercourse and
other forms of coerced sex), psychological violence (e.g. intimidation and humiliation)
and deprivation and neglect [3, 13]. These types of acts may overlap, for instance,
being exposed to IPV may include exposure to physical, psychological and sexual
violence at the same time.

Drawing upon the WHO typology as a conceptual framework, the focus of this thesis
lies within the violence categories defined as intimate partner violence and suicidal
behaviour, with the latter including suicidal thoughts and attempted suicide (Figure
1).

FIGURE 1.1

A typology of violence

Il Self-abuse ] | Familypartner |
1

1
1
Nature of violence 1
1
Physical 1

1

1
Deprivation or neglect

Figure 1. The WHO violence typology. Focus in this thesis are the categories marked with red:
suicidal behaviour and Intimate Partner Violence. Reprinted from WHO (2002).
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1.1.1. DEFINING PARTNER VIOLENCE

As with the term ‘violence’, there is no single terminology for violent acts between
intimate partners, thus lack of agreement in definitions and operationalization of
intimate partner violence, has largely limited the possibilities to compare research
findings across different studies [12]. A brief description of the most commonly used
terms when researching IPV is worthy as it demonstrates one of many complexities
when trying to understand and compare findings across studies. Some of the most
commonly used terms are: ‘battering’, ‘"domestic violence’, ‘family violence’, ‘gender
based violence’, ‘violence against women’ and ‘intimate partner violence’.

The term ‘battering’ frequently found within the literature on partner violence, refers
to severe and escalating partner violence that includes multiple forms of violence
such as threats and possessive controlling behaviour from the perpetrating partner
[4]. The term ‘domestic violence’ includes violence against an intimate partner but
may also refer to violence and abuse against children, elderly or other members
within a domestic setting [14]. In this case, the perpetrator may be an intimate
partner, a family member, friend or someone else who has a close relationship to the
person exposed to violence [15]. The term ‘family violence’, although sometimes used
interchangeably with the term ‘domestic violence’, refers generally to settings where
people live in extended families [16]. It includes violence perpetrated by an intimate
partner, but also the violence perpetrated by other family members [16]. The term
‘family violence’ is increasingly being used to draw attention to the fact that different
sub-types of family violence such as partner violence and child and elder abuse, may
coexist within the same family and share the same, underlying risk factors [12]. The
terms ‘Gender- based violence’ and ‘iolence against women’ are often used
interchangeably and emphasizes that the violence against women and girls takes
place within a context of a discriminated position in society [12]. Thus, gender-based
violence refers to violence against women and girls that occurs within the family but
it also includes genital mutilation, “honour killings”, rape during warfare, forced
prostitution and so forth [12].

The term “Intimate Partner Violence” (IPV) was used by the WHO in preference of the
term ‘domestic violence’ in order to be more specific about the violence between
intimate partners [13]. The WHO defines IPV as a: “...behaviour within an intimate
relationship that causes physical, sexual or psychological harm, including acts of
physical aggression, sexual coercion, psychological abuse and controlling behaviours”
[4]. In this definition, physical aggression refers to acts such as slapping, pushing,
choking, hitting with a fist, kicking, dragging and beating [17]. Psychological abuse
refers to intimidating acts were the partner is being insulted, belittled, threatened
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and humiliated whereas, sexual coercion refers to forced intercourse and other forms
of sexual coercion [17]. Controlling behaviours concerns behaviours that isolates the
partner from family and friends, it aims to control and monitor the partner’s
movements and restricts the access to information and assistance to services [17].
The term IPV includes violence among opposite and same-sex couples and does not
necessarily include sexual intimacy [3]. Further, the definition includes the fact that
also women may use violence against their male partners. However, within this
context, it is well-known that the overwhelming burden of IPV at global level is born
by women at the hands of men [3].

In this thesis | will use the term Intimate Partner Violence (IPV) or more specified
terms such as ‘physical partner violence’ or ‘psychological partner violence’” when
referring to specific forms of IPV. The different violent acts included in this thesis will
be mentioned as follows: physical violence (or physical assault/aggression),
psychological violence (or emotional violence), sexual violence (or sexual coercion)
and controlling behaviour (or isolating control, ‘control tactics’ or controlling acts).

1.1.2. DEFINING SUICIDAL BEHAVIOUR

The WHO defines suicidal behaviour as: “... a range of behaviours that include thinking
about suicide, planning for suicide, attempting suicide and suicide itself” [7]. This
definition conceptualizes suicidal behaviour as a continuum, where individuals may
move from having thoughts about ending their life, to developing a plan about
committing suicide and obtain the means to do so, to making attempts to Kkill
themselves and finally carrying out the act [3]. Important to note is that not all suicide
deaths are planned and not all of those who survive suicidal attempts intended to do
so [3]. There has been a large discussion about the most appropriate terminology and
conceptualization of self-inflicted violence (suicidal behaviours) [3, 6]. What most, if
not all definitions of the term ‘suicide’, have in common, is that it includes the
intention to die [3, 6]. Several other terms have been used simultaneously to describe
suicide, for example ‘fatal suicidal behaviour’ and ‘successful suicide’ [6]. These terms
and others have been criticized for being misleading or pejorative [6]. Attempted
suicide refers to self-injurious behaviour including poisoning, injury or other self-harm
which may or may not lead to death [7, 9]. Suicide plans usually refers to planning for
specific methods through which one intends to die [9], while suicidal thoughts
includes different levels of intensity of thoughts about killing oneself [3]. The term
‘suicidal ideation’ often refers to the various thoughts of killing oneself, of being tired
of life and a desire to not wake up from sleep [3]. The term may also include making
specific plans for suicide [18].
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In this thesis | will use the term suicidal thoughts or suicidal ideation synonymously.
The term suicidal ideation will further include the act of having made plans on how
to take one’s life.

1.2. THEORETICAL FRAMEWORK

1.2.1. THE PUBLIC HEALTH PERSPECTIVE

Since my background is within public health science, this thesis is written from a
public health perspective. This means that my knowledge about IPV and suicidal
behaviour is based on various disciplines such as medicine, epidemiology, sociology,
psychology, economics and gender studies [3]. For example, analysing IPV trough a
gender perspective gives insight in how structural inequality, control and power
within relationships, as well as construction of masculinities and femininities are
important drivers for IPV [4]. Another example is the human rights perspective, which
helps to describe and understand the obligations of states, and their responsibility to
eliminate violence and discrimination both against women, but also people with
mental illness [4]. The human rights perspective further gives insight into the right to
the highest attainable standard of health, including access to health information and
equal access to health-care according to need among those experiencing suicidal
behaviour and exposure to IPV [19].

There are various definitions of ‘public health’. However, Beaglehole et al. [20]
suggests that common to most definitions of public health is: “...a sense of the general
public interest, a focus on the broader determinants of health, and a desire to improve
the health of the entire population” pp. 2084 [20]. This definition highlights that
populations are in focus (rather than the individual) and that medical care is far from
the only determinant that influences on people’s health [20]. The definition also
stresses the importance of emphasising collective actions in order to address the
social determinants of health and reduce unfair and preventable health inequalities
[20]. From this perspective, rather than being the result of a single factor, IPV, suicidal
behaviours and other mental health problems, are the outcome of a complex
interplay between multiple risk factors and causes accumulated over time [3, 4].
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Within the public health perspective it is of importance to consider the social
determinants of health. The Social determinants of health are defined by the WHO
as:

“..conditions in which people are born, grow, live, work and age. These
circumstances are shaped by the distribution of money, power and
resources at global, national and local levels. The social determinants of
health are mostly responsible for health inequities - the unfair and
avoidable differences in health status seen within and between countries”

[21].

The concept ‘determinant’ in this case, may be used in a broader sense; as a factor
which is related to the outcome, without specifying whether this relationship is causal
or non-causal. The term ‘determinant’ can therefore be used in a purely descriptive
way, in order to describe associations between different factors [22]. The WHO as
well as researchers and practitioners are increasingly using the ‘ecological
framework’ (Figure 2) containing the social determinants. This model explains the
complex interplay between personal, situational, and sociocultural factors that
combine and cause violence over time [13]. The ‘ecological model’ consists in a four
level framework that seeks to identify and organize risk and protective factors in

order to contribute to knowledge for corresponding prevention strategies [23]. From
micro to macro, the four nested circles comprise: individual level, relational level,
community level and societal level.

‘( Relationship ,’

Figure 2. The ecological model, adapted and reprinted from WHO (2010).



The individual level contains biological and personal characteristics that may increase
the risk for an individual to become a victim or perpetrator of IPV, or become suicidal.
These factors include demographics, attitudes, impulsivity, health conditions and
other characteristics. For instance, young age is known as a risk factor for being a
perpetrator or victim of IPV [4], as well as experiencing suicidal ideation and attempts
[24]. The second level contains relational factors such as proximal relations with
peers, intimate partners and family members [3]. For example, previous research
indicates that those who do not have a stable relationship, are more likely to
experience suicidal ideation than those within a stable relationship [25]. Another
well-known example is that of women who are divorced; they are more likely to be
exposed to IPV as compared to cohabiting, married women [26].

The community level identifies the context in which social relationships are
embedded and seeks to identify characteristics that increases or decreases the
likelihood for intimate partner violence or suicidal behaviours. Examples at this level
include health care services, workplaces, neighbourhoods and schools [3, 23]. For
instance, social norms about gender and power at community level shape the
presence of and the response to IPV against women [27]. Yet another example at
community level, are stressors of acculturation and dislocation that may increase the
risk for suicidal ideation and attempts among vulnerable groups such as refugees,
internally displaced people and newly arrived migrants [7]. The fourth and final level
consists of societal factors such as cultural norms and attitudes as well as health,
educational, economic and socioeconomic policies that influence on levels of social
and economic inequality [3]. Lack of political will to implement laws and policies
against IPV is one example at societal level that will either maintain or increase the
occurrence of IPV [27]. Lack of timely, effective access to health care as well as lack
of policies to reduce harmful use of alcohol are examples of risk factors for suicidal
behaviour at societal level [7].

1.2.2. (GENDER

From the perspective of social constructivism, gender is seen as a social construction.
This means that being a ‘man’ or being a 'women’ is not a predefined and fixed state,
but rather an outcome created through repeated social practices [28]. According to
the Australian sociologist Raewyn Connell [28], men and women learn how to do
gender through a process of socialization which starts at birth and continues
throughout life. This means that in our daily lives we perform ‘masculinities’ or
‘femininities’ in order to live up to social expectations, e.g. in the way we dress,
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communicate and act. For instance, the practice of violence is typically perceived as
a masculine behaviour, thus the practice of violence is one means by which men can
perform masculinity [29]. For example, compared to girls and women, boys and men
face more ‘opportunities’ were they learn how to use violence, i.e. through sports,
violence in public spaces and jobs in which violence is used as self-defence [29, 30].
Further, gender norms contribute to that men’s use of violence is normalized,
receives encouragement, training and support whereas women’s violence is
discouraged [29]. This in turn influences on how violence is used, experienced and
interpreted depending on whether the perpetrator is a women or a man [29]. From
the perspective of gender as a social structure, IPV must be understood in the context
of structural inequalities that places women and men in unequal positions with
unequal opportunities to labour, and unequal power and control over material and
nonmaterial resources [29]. For example, Women in paid work have significantly
lower wages than their male counterparts [31]. The availability of different resources
affect the possibilities to cope with or end a violent relationship [30]. Thus, the gender
gap in wages between men and women, create an economic dependency that
increases men’s control over women and contribute to maintain women’ in violent
relationships [29].

1.3. PREVIOUS RESEARCH ON INTIMATE PARTNER VIOLENCE

1.3.1. PREVALENCE ON EXPOSURE TO IPV

Since the 1980s, but particularly since the 1990s, there has been a growing number
of population-based surveys investigating IPV. Most of these studies have
investigated IPV against women at the hands of male intimate partners [32] and
prevalence estimates generated by these studies differ widely in a global context.

To better understand the magnitude of violence against women and its negative
impact on women’s health, ‘The WHO Multi-Country Study on Women’s Health and
Domestic Violence against Women’ [13] was published in 2005. This survey contained
data based on 24 000 women in ten different countries, including: Bangladesh, Brazil,
Ethiopia, Japan, Peru, Namibia, Samoa, Serbia and Montenegro, Thailand, and the
United Republic of Tanzania. Questions about exposure to physical, sexual and
psychological IPV, as well as controlling behaviour were assessed using a standardized
questionnaire and specially trained teams to inquire the women. The study found
large variations in prevalence of IPV between different countries, regions and
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settings. Among the women, past year prevalence of physical IPV ranged from 3% in
Japan to 29% in Ethiopia. Experience of past year exposure to sexual violence ranged
from 1.1% to 44.4%, while past year prevalence of psychological violence showed
prevalence rates between 12% to 58% [13]. Originally the intention was to include
men in the survey, however, for economic and security reasons this was not done.
The authors concluded however, that men’s exposure to IPV, as well as their reasons
for perpetrating IPV needed to be further explored [13].

Up to date, the most comprehensive survey at the European Union (EU) level was
published in 2014 and called: ‘Violence against women: an EU-wide survey, main
results’ [32]. This study was performed across the 28 Member States of the EU,
including 42 000 women. Contrary to the WHO Multi-Country Study, the results from
this study did not show that large disparities in prevalence rates between the
countries included in the study. For instance, experience of physical and/ or sexual
partner violence in the past 12 months ranged from 6% in Belgium to 2% in Poland
(with the past year prevalence being 5% in Sweden) [32].

In Sweden, the first large-scale study that more closely investigated IPV against
women, was called “Captured Queen” (2001) [33]. This study included 6926 women,
out of which 3% reported having experienced physical violence and 3% reported
having experienced sexual violence at the hand of a current partner during the 12
months prior to the survey. Out of the respondents, 12% stated that their current
partner had used controlling tactics [33].

With regard to surveys performed on both women and men, there are some
examples of large-scale surveys, mainly performed in the U.S. For example, in 2000,
Tjaden and Thoennes [34] published a study including randomly selected men (N=
8000) and women (N= 8000) in the U.S. Their study showed large disparities in
lifetime prevalence of exposure to physical violence between men and women: 7%
of the men and 20.4% of the women reported having experienced physical violence
by a current or former partner at some point in their life, whereas for past year
prevalence of physical violence, the rates were more similar (0.6% for the men and
1.1% for women) [34]. Yet another large-scale survey from the U.S. including men and
women (N=70156) found that 20 % of the women and almost 11% of the men had
experienced physical IPV at some point in their life [35].

In the Nordic countries, one example of national studies on IPV that included both
men and women, is a study from Norway published in 2005. Findings from this study
showed similar rates of exposure to physical violence past 12 months for women and
men: 5.7% for women and 5.6% for men. The prevalence of lifetime exposure differed
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somewhat more with 27.1% of the women and 21.8% of the men reporting
experience of such violence at some point in their life [36]. In Sweden, the most
comprehensive study on violence and health on both men and women was published
in 2014 by The National Centre for Knowledge on Men’s Violence Against Women
(NCK)[5]. This study included 5681 women and 4654 men. Findings from the study
showed that 7% of the women and 1 % of the men had been subjected to sexual
violence in their adult life, by a current or former partner. Moreover, 14% of the
women and 5 % of the men reported that they had been exposed to physical violence
by a current or former partner. With regard to controlling behaviour, 12% of the
women and 4% of the men reported exposure to such violence by a current or former
partner [5]. During the last ten years, other population based surveys, on smaller
samples of men and women, have been performed in Sweden. One example is the
study performed by Nyberg et al [37], which was part of the same project as study I-
Il'in this thesis. In their study, Nyberg and her colleagues [37], found that 7.6% of the
men and 8.1% of the women had experienced physical violence during past 12
months. Moreover, men and women had similar rates of past year exposure to sexual
violence: 2.3% of the men and 2.5% of the women reported such experience for 12
months prior to the survey.

With this background on studies showing exposure to different types of IPV among
both men and women, it is important to note that at the time when study | was
performed, there was no previous study exploring exposure and perpetration of IPV
among women and men in Sweden. The project in which study | is included, started
in accordance with the recommendations from the WHO multi country study to
further explore exposure and perpetration of IPV among men, as well as the reasons
behind such perpetration [13].

1.3.2. THE GENDER SYMMETRY/ ASYMMETRY DEBATE

One of the most long lasting controversies within the field of research on IPV
continues to be the one between two distinctly different perspectives: the gender
symmetry and the gender asymmetry debate [38, 39]. These two approaches are
based on different theoretical perspectives, conceptualizations of IPV, as well as
different sources of data and instruments. Researchers supporting the idea of gender
symmetry in IPV, claim that within opposite-sex relationships, women are equally
likely, or sometimes even more likely than men [40], to perpetrate violence [41, 42]
In contrast, feminist researchers argue that in opposite-sex relationships, men are
more likely than women to perpetrate violence against their female partners (gender
asymmetry) [43]. Although this perspective acknowledges that women may be
violent against their partner, women’s violence is predominantly seen as a way of
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self-defence [43]. The notion of gender symmetry in IPV started among family-
violence oriented researchers and is based on conflict theory. According to Straus
[44], the conflict theory assumes that:

“...conflict is an inevitable part of all human association, including that of

the family. A key factor differentiating what the public and many
professionals regard as ‘high conflict families’ is not the existence of
conflict per se, but rather, inadequate or unsatisfactory modes of
managing and resolving the conflicts which are inherent in the family”
pp.85 [44].

From this theoretical perspective, IPV is conceptualized as an ‘inadequate” or
‘unsatisfactory’ ‘tactic’ or ‘mode’ which is used by intimate partners in order to
resolve conflict and disagreements within intimate relationships [45]. The conflict
theory was the base for the development of the Conflict Tactics Scale (CTS) which has
been widely used in research on IPV. This scale was developed in the 1970s by the
sociologist Murray Straus and his colleagues in order to measure the ways in which
families attempted to ‘resolve’ and ‘handle’ their conflicts [44]. One characteristic of
the CTS is that it measures discrete acts and events. Another characteristic of the CTS
is that it asks about both partners; whether the respondent and the respondent’s
partner has perpetrated IPV. The act-based approach has often been criticized for
lumping together different forms of violence so that for example one slap equals to
an serious assault [46]. Further, it has been argued that many of the act-based
approaches are so highly operational that violence gets restricted to lists of discrete
acts and events which lack contextual factors that could help to understand the
motivation behind the violence, as well as its consequences [43]. According to Kimmel
[46] and Dobash & Dobash [43], act-based approaches fail to capture the pattern of
systematic, ongoing, violence over many years.

Studies based on CTS or similar act-based measures tend to find more or less equal
proportions of women and men that perpetrate IPV [41, 47]. For example, in their
study based on students from 31 universities across 16 countries over the world,
Straus et al. [41] found that 25% of the men and 28% of the women reported having
perpetrated physical violence against their partner. A meta-analysis performed by
Archer [47] containing studies on CTS, found that women were slightly more likely
than men to use physical violence against their partner. Much of this research, such
as the study by Straus [41] relies on young, unmarried or not cohabiting couples
where rates of violence are assessed through self-reported measures [48], whereas
findings based on shelters and crime victimization provide asymmetrical findings in
IPV [46]. For example, it is suggested that younger couples represented in general
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surveys are more likely than older couples to have higher rates of IPV exposure and
perpetration [46].

Some researchers supporting the gender symmetry debate argue that male
victimization in opposite-sex relationships has not been taken seriously, amongst
others due to cultural beliefs about how men should be able to defend themselves
[40]. However, it has repeatedly been supported by studies that relative to men,
women experience more sexual IPV [5, 35, 49-51], more stalking from current and
former partners [49], more fearful coercive control [5, 49] and get more injured by
their male partners [35, 42, 49, 51]. It is also well established that far more men kill
their female partner as compared to the reverse [46, 52]. For example, a recently
published study from Sweden showed that out of all female homicides, 57% of the
women were killed by their partner while the corresponding figure for men was 7%
[52]. Further, the fact that men use more violence in all other arenas outside the
domestic setting puts the gender symmetry perspective into question [3, 46].
Another aspect to consider in the gender symmetry debate is that when asked about
perpetration of IPV, women and men may estimate their use of violence and their
victimization differently [46]. For instance, women are socialized not to use violence
and tend therefore to remember every use of violence whereas men, for the same
reason, tend to overestimate their partners’ violence [46].

In an attempt to reconcile the polarized positions (gender symmetry and gender
asymmetry perspective), Michael P Johnson [53] developed a typology of IPV which
takes into account the context of control within intimate relationships. This typology
includes three major categories which have been widely used and discussed:
situational couple violence (SCV), violent resistance (VR) and intimate terrorism (IT).
SCV reflects isolated acts of violence without controlling characteristics, whereas VR
reflects violence used in specific situations as for example self- defence. IT is
characterized by using control tactics, often (but not always) together with severe
and ongoing physical violence [53]. This type of violence is found to be perpetrated
mainly by men against women [53, 54] and often includes physical violence that leads
to severe injuries [53]. The perpetrator uses controlling behaviour in order to deprive
the partner from a range of important services and resources such as access to
support systems and health care, economic resources, social life with family and
friends and access to employment and wage earning [54]. According to Johnson, IT is
the type of violence found in studies based on crime victimization and shelter studies,
whereas SCV is found in community surveys based on instruments like CTS [53].
However, there is still controversy in this matter. For instance, some feminist
researchers suggest that it is not possible to distinguish coercive control from other
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forms of violence, as all IPV is gendered and rather the repetitive nature of IPV gives
a more complete picture of the gendered asymmetry of IPV [55].

Taking into account the previous criticism, it is however suggested that there is a
particular value of the conflict theory perspective (on which the CTS is based) which
focuses on data from a wider range of couples than the data based on shelters or
crime victimization studies [48]. It is further highlighted that the contribution of this
perspective lies in its possibilities to detect and prevent less violent couples from
evolving to more serious cases of violence where women are those more frequently
victimised [48]. Studies based on CTS or similar instruments most probably capture
those cases with less severe violence, where it is more likely that women and men
experience less severe acts of physical aggression without patterns of severe control
[48, 56].

1.3.3. ASSOCIATIONS BETWEEN SOCIODEMOGRAPHIC
FACTORS AND IPV

The WHO argues that structural inequalities between women and men as well as
social constructions of masculinity and gender norms are risk factors for intimate
partner violence [4]. Although these factors are situated at the societal level of the
ecological model, these factors are also found within other levels, for example within
the level of relationships [4]. For instance, earlier research has found that growing up
and having witnessed IPV as a child increases the likelihood for later exposure to and
perpetration of IPV [26]. Moreover, at the individual level, previous research has
found that being divorced, separated, widowed or single is associated with increased
likelihood for IPV, both among men and women [51]. For instance, women who leave
a violent relationship are at increased risk for attempted murder by their former
partner [57]. Earlier research also found that younger age is associated with an
increased risk for exposure to and perpetration of IPV [26, 51]. Further, low
socioeconomic status in terms of low educational level [26], unemployment [26] and
low disposal income [51, 57] are found to be associated with exposure to and
perpetration of IPV. It is suggested that poverty in particular, is a key contributor to
IPV as more severe and frequent forms of IPV are found among those with lower
socioeconomic groups [57]. At community level, lack of social support is found to be
an important determinant of exposure to IPV [58]. Good social support from friends
and family may enhance self-esteem and also function as practical help during
ongoing IPV or after the violent relationship has ended [57].
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1.3.4. IPV AND ASSOCIATIONS WITH MENTAL HEALTH

Apart from causing, death, injury and other immediate health consequences [13], a
growing body of research has repeatedly been demonstrating that IPV is associated
with a range of mental health problems including anxiety [32, 59] suicidal ideation
and attempts [59, 60] and depressive symptoms [59, 61]. Unipolar depression is the
most frequent mental health problem among women, being twice as common in
women as in men [31]. However, the term ‘depression’ covers a spectrum of
symptoms ranging from mild, time-limited distress or mood of unhappiness, to a
severe and disabling condition [62, 63]. These symptoms may include self-reported
measures as well as diagnoses based on the Diagnostic and Statistical Manual
(DSM)[64].

Previous research has shown strong associations between exposure to IPV and
symptoms of depression [65-67]. In addition, mental health problems due to IPV may
persist over long periods, irrespective of whether the woman leaves the violent
relationship or not [61]. Most of studies investigating the relationship between IPV
and symptoms of depression have been based on physical and sexual violence [67,
68] Few if any studies have investigated the association between controlling
behaviour and self-reported symptoms of depression. Further, in Sweden there has
been a general lack of population based studies investigating IPV and its association
with self-reported symptoms of depression.

1.3.5. |IPV AND HEALTH CARE UTILIZATION

Given the impact of IPV on women’s health, women exposed to IPV have elevated
health care utilization including abuse services [69], hospital outpatient services [69],
emergency care [69-71], specialist services [69, 72] and primary care [69, 72]. For
instance, a Swedish report published by the National Council for Crime Prevention
[73] showed that 29% of women exposed to IPV, reported that they had contacted or
felt the need to contact a doctor, nurse or a dentist during the year prior to the
survey. The literature repeatedly shows that the higher levels of health care
utilization due to IPV are associated with increased health care costs [69, 74]. A
previous study from U.S. found that after adjusting for age, education and illness not
related to IPV, the total annual health care costs were found to be 19% higher for
women who ever had experienced IPV as compared to those who never had
experienced such violence [69]. Moreover, a report published in 2006 by the Swedish
National Board of Health and Welfare, estimated that IPV against women accounted
for 23 to 38 million SEK annually for direct medical care costs [75]. Previous research
performed outside Sweden, indicate that a substantial proportion of women who
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experience IPV are found within primary care units [76-78]. Two earlier studies
performed at different primary care units in Spain, found that 24.8% to 30% of the
women who attended primary care units, had experienced some type of IPV during
their lifetime [72, 78]. To our knowledge there is no specific study performed in
Sweden that shows primary health care utilization among women exposed to IPV in
population based samples.

1.3.6. IPV AND PERCEIVED NEED FOR MENTAL HEALTH CARE

Frequent mental distress is found to be a strong predictor of perceived need for
mental health care among women [79]. Further, when investigating women exposed
to IPV and how they prioritize their own health needs, mental health care is perceived
as an important need [80]. A previous study found that women exposed to IPV
reported their need for mental health care to be higher than the need for physical
health care (40.4% and 19.2%)[81]. According to Andersen’s Behavioural model,
access to health services are a function of three sequential components: 1)
predisposing factors, 2) enabling resources and 3) need for care [82]. Predisposing
factors include demographic factors, social position (i.e. education, ethnicity and
occupation) as well as attitudes, knowledge and beliefs about health and health
services. The enabling resources refer to availability of health personnel, individual

income and health insurances, as well as travel and waiting time related to health
services [82]. Finally, the need for care implies how individual’s perceive and
experience their own health and symptoms of illness, and whether they judge their
health problems to be as important as to seek professional help [82]. According to
the model, self-perceived need is largely influenced by socioeconomic position and
health beliefs [82]. Further, self-perceived need is an important step in order to act
and finally seek care [82]. For instance, low perceived need in terms of not believing
that mental health care was needed, is found to be the most common barrier to
treatment among men and women with moderate or mild disorders such as anxiety
and mood disorders [83]. In Sweden, little is known about women exposed to IPV and
their perceived need for care due to mental health problems. Perceived need for care
is best explored in population based studies which stresses the necessity of this study.
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1.4. PREVIOUS RESEARCH ON SUICIDAL IDEATION AND
ATTEMPTS

1.4.1. PREVALENCE OF SUICIDAL IDEATION AND ATTEMPTS

Suicidal ideation and attempts are known to be strongly associated with completed
suicide [6]. In high income countries men outnumber women in suicide deaths [7]
whereas suicide ideation and attempts are found to be more common in women [8,
9]. For instance, in 2016, 1134 individuals died because of suicide in Sweden and out
of these, 69% were men [84]. In the same report, more women (15%) than men (11%)
reported having attempted suicide at some point in life [84].

Most previous research on suicide attempts in Sweden, has focused on register data
[85, 86]. This data reveals that between the mid 1990’s and early 2000, there was a
large increase of attempted suicides among young women aged 15 to 24 years
whereas no increase was observed among older women [85, 86]. Register data is
extremely valuable, however, it does not contain any data about those who attempt
suicide and do not come to the knowledge of any health care service [86]. At the same
time, there is an increasing concern that the mental health of young women is
deteriorating [87]. Since self-reported suicidal ideation and attempts are associated
both with mental illness and completed suicide, it is important to investigate whether
the prevalence of suicidal ideation and attempts has increased or not.

1.4.2. SOCIODEMOGRAPHIC FACTORS ASSOCIATED WITH
SUICIDAL IDEATION

It is important to investigate the prevalence of suicidal ideation over time, taking
into account sociodemographic factors. Previous research has found that younger
age [24], lack of stable relationships [25, 88], lack of stable employment [25], being
a university student [89] and having lower educational attainment [25], are
associated with suicidal ideation. However, only a few studies have investigated
associations between sociodemographic factors and suicidal ideation over time. This
is important since, historical and social events, such as an economic recession may
alter the prevalence of suicidal ideation within specific groups at risk [90].
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2 AM

The aim of this thesis is twofold. The first aim is to explore the prevalence of IPV and
its association with sociodemographic factors, symptoms of depression and
perceived need for mental health care as well as primary health care utilization due
to mental health problems. A second aim is to explore the prevalence of suicidal
ideation and attempts over a 26 year period, as well as examine the association
between sociodemographic factors and lifetime suicidal ideation.

The specific aims of included studies were to:

Study I:

Investigate, in a sample of men and women in Sweden, both exposure to and
perpetration of intimate partner violence, including controlling behaviours and the
associated socio-demographic and psychosocial risk factors.

Study II:

Assess the prevalence of exposure to IPV in terms of controlling behaviour, sexual
and physical violence and its association with self-reported symptoms of depression
in a female population based sample in Sweden.

Study lil:

Explore the association between self-reported physical IPV past 5 years, perceived
need for mental health care and primary health care utilization, among women
from a population based sample in Sweden.

Study IV:

Assess the prevalence of self-reported suicidal ideation and attempts over a 26
years period (1989-2015) in two groups of women from the general population
aged 20-30 and 31-49 years. A further aim was to investigate associations between
sociodemographic factors and suicidal ideation over this period.
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3 METHODS

3.1. DESIGN AND STUDY POPULATIONS

This thesis consists in four quantitative studies which are based on three different
populations. Table 1 gives an overview of the design, measures and analysis
performed in each of the articles included in this thesis. Studies I-ll contain two
different questionnaires and two different samples. However, the studies are based
on the same project and with the same aim to investigate exposure to and
perpetration of IPV among women and men in Sweden. Studies IlI-1V are based on
a longitudinal project called Women and Alcohol in Gothenburg (WAG) that contains
four data collection waves performed between 1986 and 2015.

3.1.1. TARGET POPULATION IN STUDIES |-l

The target population in studies I-Il contained all individuals between the ages of 18
and 65 (N=5 796 868 in the 9t" of December 2008) registered in the Swedish total
population register maintained by Statistics Sweden. In both studies, the survey was
conducted between January and March 2009 and included three remainders in
order to increase the response rate.

Study I:

In study |, Statistics Sweden randomly selected 502 women and 505 men from the
target population and administered the data collection. In total 282 women (56.2%)
and 217 men (43.0%) responded to the survey. After excluding those who did not
answer to any of the IPV items, the study sample consisted in a total of 424
individuals; 173 men (40.8%) and 251 women (59.2%). The age range was 18-65 years
with an average age of 44.3 (SD = 13.53) for men and 42.8 (SD = 13.59) for women.

Study Il:

From the target population, Statistics Sweden randomly selected 1006 women and
1009 men and administered the data collection. In total 624 women (62.0%) and 458
men (45.5%) responded to the survey. As with study I, respondents with missing
values on all violence items were excluded (n=110), leaving a final sample of 573
women and 399 men. Study Il includes only women (N=573) with an age range of 18
to 65 years and average age of 42.7 years (SD=13.01).
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Study I-1l Comparison of those who responded and not responded to the
survey

In both study | and 1l, a higher proportion of women than men responded to the
survey. Compared to those who responded to the survey, a higher proportion of
none-respondents were unmarried and born in a foreign country. Analysis on study
Il also showed that a significantly larger proportion of the non-responders were 18-
29 years old, and had a low annual income (0-159,999 Swedish crowns) [37].
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Table 1. Overview of study design, population, measurements and data analysis.

Study | Study Il Study Il Study IV

Design Randomly Randomly Stratified Stratified
selected, cross-  selected, cross- sample, pooled  sample,
sectional sectional cross- sectional  repeated cross-
population population survey sectional
survey survey survey

Data collection

Postal survey

Postal survey

Face- to- face

Face- to- face

linked to linked to follow-up baseline and
register data register data interviews follow-up
interviews
Year of data 2009 2009 1994/98 1989/91
collection 2000/02 1994/98
2013/15 2000/02
2013/15
Study sample Women n=251 Womenn=573 Womenn=616 Women
Men n= 173 n=20722"
Age range 18-65 18-65 25-48 20-49
Measures Exposure and Self-reported Exposure to Self-reported
perpetration of  symptoms of physical IPV suicidal
IPV depression Perceived need ideation/
Socio- Exposure to for mental attempts
demographic physical, sexual  health care/ Socio-
factors controlling IPV  primary health  demographic
Socio- care utilization ~ factors
demographic Socio-
factors demographic
factors
Analysis Descriptive Descriptive Unweighted Unweighted
Cronbach Cronbach and weighted and weighted
Alpha Alpha descriptive descriptive
Logistic Logistic Chi-square Test for
regression regression Logistic differences in
regression prevalence
Logistic
regression

a* Number of interviews, not number of individuals (some women have participated both
in baseline and follow-up interviews and are therefore included in more than one data

collection wave)
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3.1.2. StupIES llI-IV: WOMEN AND ALCOHOL IN SWEDEN
(WAG) 1986-2015

Studies Il and IV are based on a four-wave, longitudinal population-based project
titled ‘Women and alcohol in Gothenburg’ (WAG). This project was initiated in 1986
with the overall aim to improve the understanding of women’s alcohol consumption.
The WAG contains four data collection waves performed during the following years:

e Wave 1:1986-1991
e Wave 2:1994-1998
e  Wave 3: 2000-2002
e Wave 4:2013-2015

The project included a two stage procedure with a screening questionnaire in the first
stage and face to face interviews with stratified samples in the second stage. This two
stage procedure was implemented in the three first waves in order to achieve a
sufficient number of women with alcohol related problems while, at the same time,
keeping a manageable number of interviews [91]. Similar two-stage procedures have
been employed in other studies, for example in the U.S. national study on women
and alcohol by Wilsnack and colleagues [92]. The screening and stratification
procedure has been described more in detail in previous articles published by Spak
and Hallstrom [91], Spak et al. [93] and Andersson and colleagues [94]. The purpose
of the screening procedure, which starts with an initial test or in this case a screening
questionnaire, is to identify and/ or diagnose individuals with latent illness [22]. A
description of the screening questionnaire, as well as the stratification procedure will
be given here:

Stage 1. Screening questionnaire

At each data collection wave, a screening questionnaire developed for screening of
alcohol related problems was mailed out to specific birth cohorts born in central and
western districts in Gothenburg. In the last wave in 2013/15, the catchment area was
increased to include northern and western districts of Gothenburg. This was done in
order to obtain more respondents to the screening questionnaire. The questionnaire
contained 13 items with a four-choice answering mode (‘not correct at all’, ‘Not
particularly correct’, ‘Fairly correct’ and ‘Correct’) with a negative statement giving 0
point, and a positive statement giving 1 point, making the maximum total score 13.
The respondents were divided into three groups, according to the scores obtained on
the screening questionnaire: 0 points (no alcohol related problems),
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1-42 points (possible alcohol related problems) and >5 points (probable alcohol
related problems). Out of these groups, respondents were randomly selected and
invited to face-to face interviews. All women from the group with more than 5 points
were invited to face-to face interview in order to increase the number of women with
possible alcohol related problems [91]. The screening questionnaire has previously
been described and validated in an article published by Spak and Hallstrom [91]. The
screening questionnaire contained 2-3 reminders depending on the data collection
wave.

Stage 2: Face to face interviews

In the next stage, based on the scores obtained from the screening questionnaire, a
stratified sample from stage 1 was invited to take part in face-to-face interviews. This
procedure has been applied in all waves except for the last wave in 2013/15, were all
women who answered to the screening questionnaire were invited for interview. This
was done in order to increase the participation rate in the interviews.

Interviews consisted in long and a short interviews with the latter focusing on alcohol
related questions. Women who preferred not to participate in a long face-to face-
interview were offered to participate in either a short interview or a telephone
interview. Interviews were performed by health care professionals and social workers
with extensive training in how to use the interview questionnaire as well as in how to
classify psychiatric conditions in accordance with the Diagnostic and Statistical
Manual of Mental Disorders (DSM 1lI-R and DSM-IV). The long version of the interview
contained questions including background factors, childhood conditions, intimate
partner violence, alcohol consumption, mental health problems, health care related
variables and suicidal ideation and attempts. Oral informed consent was obtained in
1989/91, 1994/98 and 2000/02, while written informed consent was obtained in
2013/15 from the interviewees.

As the focus of this thesis is on IPV, suicidal ideation and attempts, perceived need
for care and health care utilization, this thesis only contains participants who
completed a long baseline and/ or follow-up interview either by telephone or face-
to- face interviews.

2 |n the first wave (1986), the groups based on the scores from the screening questionnaire
consisted in 0 points, 1-3 points and >4 points. The increased cut-off level of 5 points in the
second wave was based on an increased alcohol consumption observed among younger
women.
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The number of screening questionnaires mailed out to each birth cohort included in
this thesis, as well as the stratification procedures are described in table 2.

Wave 1 (1986):

In 1986, 673 screening questionnaires were mailed out to women born in 1965 with
a response rate of 67.9%. In total 128 women born in 1965 (including those from the
attrition group), were invited to participate in a face-to-face interview. Out of the
invited sample, 108 women completed a baseline interview and out of these, 95 were
long baseline interviews.

Wave 2 (1995):

In the second wave in 1995, all women born in 1970 (N=1944) and 1975 (N=966)
received the screening questionnaire (Table 2). After including those who had not
responded to the screening questionnaire, 419 women born in 1970 and 410 women
born in 1975, were invited for interview. Out of these 73.3% and 75.1% respectively,
participated in a baseline interview and out of this group 265 women born in 1970
and 278 women born in 1975 completed a long baseline interview.

Table 2. Overview of mailed screening questionnaire, scores on SWAG, invited from the
attrition group and final participants in baseline interviews

Mailed SWAG and Stratified sample based on SWAG Participated in

answered to SWAG | scores and invited for interview interview
Birth Mailed  Answered | Scores on SWAG  External Total | Baseline
cohort | SWAG attrition interview

Long and short

N n (%) 0 1-4 25 n n Total N (%) n?
19651 673 457 (67.9) | 11 34 44 39 128 108 (84.3) 95
19702 1944 1513 86 84 149 100 419 307 (73.3) 265

(77.8)

19752 | 966 734 (76.0) | 86 88 136 100 410 308 (75.1) 278
19803 1103 829 (75.2) | 142 451 236 -- 491 358 (72.9) 284
19934 1687 572(33.9) | 100 277 191 -- 568 243 (42.8) 171

Bold numbers are total numbers of participants in short and long baseline interviews
Year for mailed screening questionnaire 1= 1986, 2= 1995, 3= 2000, 4-2014
? Long baseline interviews
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Wave 3 (2000):

In the third wave, the screening questionnaire was mailed out to 1103 women born
in 1980 and a total of 491 women were stratified and invited for interview (Table 2).
Out of these 72.9% participated in a baseline interview and 284 women completed a
long baseline interview.

Wave 4 (2013):

In the last wave in 2013, 1687 women born in 1993 received the screening
guestionnaire with a response rate of only 33.9% (Table 2). As earlier mentioned, due
to the low response rate, no stratification procedure was applied, instead all
respondents to the screening questionnaire were invited to a face-to-face interview.
After excluding those who refrained from further participation, 568 women were
invited for interview and out of these 43.8% completed a baseline interview. Of those
born in 1993, 171 women completed a long baseline interview.

Apart from baseline interviews displayed in table 2, long and short follow-up
interviews were performed in the following waves: 1994/98, 2000/02 and 2013/15.
This thesis includes those women who completed long baseline and follow-up
interviews. The total number of women who completed a long baseline and/or
follow-up interview and are included in this thesis (studies Il and IV), are shown in
table 3.

Table 3. Overview of number pf participants included in this thesis at each data collection

wave.

Total numbers of long interviews by birth cohort and data collection wave

N=2072

Waves 1965 1970 1975 1980 1993
N N N N N

Wave 1 g5a NA NA NA NA

1986-1991

Wave 2 85 265° 278? Na Na

1994-1998 (820 + 32)

Wave 3 53 213 202 2842 N

2000-2002 (52b+12) (187b+267)  (178P +242)

Wave 4 31 120 124 151 171°

2013-2015 (123b+12) (141b+102)

9 Baseline interviews

b Follow-up interviews

NAThe birth cohort was not selected for baseline interview
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All'in all, 2072 long baseline and/or follow-up interviews are included in this thesis.
As displayed in table 3, not all women were able to participate in their first (baseline)
long interview in the same wave as they were stratified for interview. For instance,
women born in 1970 were all stratified and invited for baseline interview in 1994/98,
however, 26 of those who were stratified in 1994/98 did not complete their first
baseline interview until 2000-2002.

Study Il

Participants in study Il included women who participated in their first follow-up
interview at some point in the following waves: 1994/98, 2000/02 or 2013/15
(N=663). The decision to include only those who had participated in a follow up
interview, was based on the fact that the time-frame for health care related variables
varied depending on whether the women participated in a baseline or follow-up
interview. For those who participated in a baseline interview, the health care related
questions were asked about whether they had perceived a need for care and/or
whether they had been in contact with the primary health care ‘at some point in their
life’, whereas the time frame for follow-up interviews was referring to the time frame
past 5 years’. Since questions on IPV also were asked for ‘past 5 years’ regarding those
who participated in a follow-up interview, we decided to include only follow-up
interviews in order to get more homogenous variables. The decision to choose
women participating in their first follow-up interview was based on the decision to
minimize recall bias as much as possible, i.e. including only those who were asked
about IPV and health care related variables ‘during past 5 years’, for the first time.
After excluding women with missing values on all physical IPV items (=47), the sample
consisted in 616 women born in 1965, -70, -75 and 1980 with an age-range of 25 to
48 years at their first follow-up interview. A chi-square test for independence was
used to test for differences between those who had or had not answered to any of
the physical IPV items. The test showed no significant difference between the two
groups with regard to educational level (p= 0.831), yearly income before tax
(p=0.406), occupational status (p=0.910) and age (p= 0.393).

Study IV

Study IV consisted in a total of 2072 interviews (baseline and follow-up) performed
during the four waves of WAG between 1986 and 2015. The total number of
participants at each wave are displayed in table 3. The age range was 20 to 49 years
and for comparison over the four data collection waves, the women were divided into
two age groups (20 to 30 years and 31 to 49 years).
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Studies I1I-1V: Those who responded and not responded to the screening questionnaire
With regard to studies IlI-IV and those who did not respond to the initial screening
guestionnaire, an earlier attrition analysis was performed at the first data collection
wave in 1986/91, based on 113 women from the attrition group. Out of these women,
67.3% accepted to participate in an interview, thus making it possible to obtain
information on socio-demographic and background factors. This attrition analysis
showed that there was no significant difference between those who had answered
to the screening questionnaire and those who had not in terms of age, relationship
status, number of children, number of trauma in childhood and youth, education,
employment status, alcohol consumption and prevalence of alcohol related problems
[95].

Studies IlI-IV: Comparison of participants in long and short interviews

We performed an analysis in order to investigate the difference between women who
completed a long interview versus women who completed a short interview. Logistic
regression analysis showed that women who completed a long interview were older
(p =<0.0001), had a higher educational attainment (p= 0.0014), and a higher alcohol
consumption (p=0.0176) as compared to women who completed a short interview.

3.2. MEASURES

Studies I-1ll: Measures of Intimate Partner Violence

In studies I-Il IPV was measured with different instruments and was used either as an
outcome (Study 1) or as an exposure variable (Studies II-111).

Studies | and Ill: The Conflict Tactics Scale (CTS)

In study I, exposure to and perpetration of physical and sexual violence was based on
The Revised Conflict Tactics Scale (CTS2). As mentioned in the introduction, the
original Conflict Tactics Scale (CTS1) was developed in the 1970s by the sociologist
Murray Straus and his colleagues [44] and consisted in scales that measured
reasoning and negotiation, as well as physical aggression between intimate partners.
After a major revision performed in 1996, ‘The Revised Conflict Tactics Scale’ (CTS2)
was launched with new wordings and additional scales to measure injury and sexual
coercion [96]. The CTS2 measures the behaviour of both the respondent and the
respondents partner which means that the CTS2 asks how many times the
respondent and their partner have perpetrated each of the acts included in the
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different scales [96]. In Study | the men and women were asked whether they or their
partner had perpetrated any physical (12 items) or sexual violence (4 items). The
respondents were asked to indicate whether this had happened during 12 months
prior to the survey (response options 0 times, 1 time, 2 times, 3-5 times or >5 times)
or ‘earlier in life’. Exposure to or perpetration of IPV past 12 months, was defined as
having experienced or perpetrated each of the single acts at least 21 time during the
past 12 months. In agreement with the WHO multi country study [13], exposure to
and perpetration of any physical or sexual IPV in the past 12 months was defined as
the proportion of respondents reporting at least one or more acts on each of the
corresponding scales (physical and sexual violence). The same procedure was used
for the time frame ‘earlier in life’. In order to increase the statistical power in the
logistic regression analysis, the time-frames ‘past year’ and ‘earlier in life’ for physical
and sexual violence, were merged into a combined variable (‘lifetime’ physical and/or
sexual violence).

In study I, exposure to physical IPV (4 items) was based on the original version of the
CTS. The women were asked if they had experienced any physical violence during past
5 years (response options ‘never’, ‘1-2 times’ and ‘3 or more times’). The four items
were computed with an affirmative response to any of the four questions coded as 1
(exposure to physical partner violence =1 time in the past 5 years). A negative
response to all of the four questions was coded with the value zero (no exposure to
physical partner violence).

Studies | and II: The Controlling Behaviour Scale (CBS)

In study | and Il, the subscale ‘isolating control’ (5 items) from the Controlling
behaviour Scale (CSB) developed by Graham Kevan and Archer [97] was used to
analyse whether the respondent had been subjected to controlling behaviour or not.
The respondents in both studies were asked to indicate if they had experienced
isolating tactics such as the partner trying to restrict the respondents time with family
and friends or limit her or his activities. The response options were the same as for
the questions on CTS2 (‘never’, ‘1-2 times’ and ‘3 or more times’) and in both studies
exposure was defined in the same way as explained for physical and sexual violence.
In study |, we analysed the lifetime prevalence of isolating control, whereas in study
Il we analysed isolating control for the past 12 months.

Study Il the WHO Violence Against Women Instrument (VAWI)

In study Il, questions on physical (6 items) and sexual violence (3 items) were based
on the Violence Against Women Instrument (VAWI) developed by the WHO to assess
IPV in the Multi-Country Study on Women’s Health and Domestic Violence against
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Women [13]. The design and implementation of the instrument in the WHO study
was based on recommendations from the Network on Violence against Women
(IRNVAW) together with previous research on IPV carried out using the CTS, as well
as existing critique against the CTS and its methodology [13]. In our study, the
translation and adaption of the VAWI to a Swedish context was carried out by a senior
researcher with extensive knowledge on IPV (last author in studies I-1V). The time
frame used in this study was ‘past 12 months’ and exposure was defined as
mentioned previously.

Study Il. Symptoms of depression

In study Il the outcome variable was self-reported symptoms of depression using five
indicators of depressive symptoms as defined in the Diagnostic and Statistical Manual
of Mental Disorders, Fourth Edition (DSM-IV)[98]. We asked whether the
respondents had experienced any of the following symptoms during 12 months prior
to the survey: fatigue/ tiredness, difficulty falling asleep, trouble concentrating,
feeling down/low and suicidal thoughts. The response options ranged from ‘almost
every day to ‘almost never or never’. Experience of depressive symptoms was defined
as having experienced a symptom ‘almost every day’ or ‘once a week’. In order to
increase the cell frequencies, the five items were summarized and dichotomized with
those experiencing depressive symptoms defined as experiencing two or more
symptoms.

Study Ill. Perceived need for care and mental health care utilization

In study Ill, two different measures were used as outcome variables: perceived need
for mental health care and primary health care utilization due to mental health
problems. Perceived need was assessed with the question: ‘During the past 5 years,
was there any time when you felt so mentally distressed that you needed to seek
mental health care, or have you ever felt so mentally distressed that you could have
benefitted from seeking help?’ Primary health care utilization due to mental health
problems was assessed with the question: ‘Have you had any primary
health care contacts due to mental health problems in the past 5 years?’ Response
options for each of the questions was ‘yes’ or ‘no’ with ‘no’ being the reference
category in the bivariable and multivariable logistic regression analyses.

Study IV: Suicidal ideation and attempts

In study IV, suicidal ideation and attempts were based on Paykel et al [99] and
Meehan et a | [100]. These items have been used in previous studies performed on
the data from WAG [101, 102]. The items used in Paykel et al [99] and Meehan et al
[100] are rather similar since they both use specific wordings when asking about
suicidal ideation and attempts [100]. However, Meehan et al [100] takes it a step
further by allowing respondents to clarify whether they got injured or received
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medical care due to the attempted suicide, which according to the authors [100],
leads to more precise estimates regarding attempted suicide.

In WAG, the questions on suicidal ideation and attempts were based on Paykel et al
[99] in the first data collection wave, whereas in the last three waves, the questions
were based on Meehan et al [100]. For reasons of comparability across the four
waves, we did not use the questions on injuries or medical care since these were not
presented in the first wave of WAG. Thus, the respondents were asked if they ever
had experienced any of the following questions: (i) thoughts of taking their life, even
if they would not really do it? (suicidal ideation) (ii) reached the point where they
seriously considered to take their life, and perhaps made plans how to go about it?
(suicidal ideation) and (iii), made an attempt to take their own life? (attempted
suicide). Women completing a follow-up interview in 1994/1998 and 2000/02 were
asked if they had experienced suicidal ideation and attempts during the past 5 years3
(instead of ever). All women were asked if they had experienced the three questions
during the 12 months prior to the survey. A positive response to either question (i) or
(i) past 12 months was considered as experiencing suicidal ideation. A positive
response to either question 1 or 2 for ever/during past 5 years was considered as
experiencing suicidal ideation earlier in life. Women giving a positive response to
either of the merged variables (past 12 months or earlier in life) were considered as
experiencing lifetime suicidal ideation. The same procedure was applied for suicide
attempts (question iii)

Background and sociodemographic factors

Age

In study |, age was used as an independent exposure variable when analysing the
association between sociodemographic factors and IPV. Age was categorized into two
groups, 18-30 vs 31-65 years with the latter as the reference category. In study Il, age
was used as exposure variable and categorized into 18-25 and 26-65 years with the
latter as the reference category. In study lll, age was a continuous variable and used
as an exposure variable. In study IV, two age groups (20-30 and 31-49) were used
across the four waves in order to estimate associations between sociodemographic
factors and suicidal ideation according to age group at each wave.

Educational level

In study |, educational level was used as an exposure variable, dichotomized into
‘basic education’ (< 13 years) and ‘university education’ (> 13years) with the latter as
the reference category. In study I, educational level was dichotomized into

3 This time frame was changed to ’ever’ in the latest wave in 2013/15, in order to be consistent
with the baseline interviews.
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‘elementary school’ vs. ‘university and/or high school’ and used as exposure variable.
In study Il and IV educational level was divided into three groups: ‘compulsory
school’ (£ 9 years), ‘secondary education’ (10-12 years), ‘post- secondary education’
(>12 years) and used as exposure variable (study IV), and as a potential confounder
variable in study III.

Relationship status

Relationship status was used as exposure variable in study | and dichotomized into
‘married/ cohabiting’ versus ‘mot married/cohabiting’ (including boy-girlfriend,
single, divorced, widowed), using ‘married/ cohabiting’ as the reference category. In
study Il we used the same categorization for relationship status as in study |, using it
for adjustment. In studies Ill and IV relationships status was classified into three
categories: ‘married/ cohabiting’, ‘divorced/ separated’ and ‘widow/ single’ and used
as exposure variables.

Current occupational status

In study | occupational status was dichotomized into ‘employed’(reference category)
and ‘unemployed’ (students, parental leave, pensioner, those in early retirement or
sick leave more than 3 months). In study Il instead, we categorized those who were
employed together with those in parental leave and on leave of absence and used
this category as the reference whereas all other composed those considered as a
‘vulnerable’ group for depression (students, unemployed, sick-leave... and so forth).
In study Il and IV, current occupation was categorized into: (i) those who were
working half-time or more (‘employed’), (ii) homeworkers, unemployed, women who
responded ‘not working because of other reasons’ as well as those on disability
pension or sickness absence exceeding three months (‘unemployed’), and (iii) those
studying half-time or more (‘students’). Participants on parental leave were
categorized based on their occupation prior to parental leave.

Income

Income was used in study | and Ill, as a primary exposure variable in study | and as a
exposure variable in study Ill. In study | the variable consisted in ‘total household
income per month’ whereas in study Il the variable referred to ‘annual income before
tax’. In study | the variable was dichotomized into those with 0-39.999 Swedish
crowns versus 40.000 SEK or more per household, with the latter as reference
category. In study Ill the variable was dichotomized into >100.000 SEK (reference
category) and <100.000 SEK respectively, in order to increase the statistical power for
bivariable and multivariable regression analysis.
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Other variables

In study | and Il we measured ‘access to social support’ as this is shown to be an
important factor with influence on IPV. The measure has been used earlier in the
Swedish Level of living surveys [103] and was constructed out of four items inquiring
about social and economic support. ‘Duration of present relationship’ was used as an
exposure variable in study | and dichotomized as having had a relationship for < 3
years versus >3 years with the latter category as the reference. The decision to
include this variable was based on previous literature where short relationships and
having multiple partners is shown to be a risk factor, particularly among men, for
perpetrating IPV [104]. Witnessing IPV as child was included as a confounder in study
Il as it is known to be associated with both exposure and perpetration of IPV as well
as depression [105-107]

3.3. STATISTICAL ANALYSES

Studies I-IV are cross-sectional studies. SPSS software was used for all statistical
analyses. In all studies (I-IV) descriptive analysis were used with prevalence (%) and
frequency (n). In all studies (except for study Ill) we used lifetime and past year
prevalence. Lifetime prevalence (or ‘earlier in life’) is defined as the proportion of
individuals who have been exposed to IPV or suffered suicidal behaviour at least once
in their lifetime, while the past year prevalence (or past 12 months) is the percentage
of individuals who experienced the IPV or suicidal behaviour in the 12 months prior
to the survey. In all studies (I-IV), Logistic regression analyses were used which is
suitable when analysing outcomes with two or more categories and the exposure
variable is either categorical or continuous. In all studies (I-1V), bivariable and/or
multivariable analyses were performed using logistic regression with Odds Ratios
(OR) and 95% Confidence Intervals (Cl)

Studies IlI-1V: weighted analyses

In study IlI-IV, as the material was oversampled with individuals who had indicated
possible alcohol problems on the original screening questionnaire, the prevalence
rates, crude and adjusted OR and 95% Cl were calculated on weighted values based
on sampling fractions, correcting for the different response rates in the various
groups. This approach has been used and described in previous studies based on WAG
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[91, 93]. The analyses were carried out in SPSS 24 using the Complex Samples Plan
which adjusts for weighting scheme as well as for stratification [108].

Study I: Association between IPV and sociodemographic factors

To investigate the association between sociodemographic factors and exposure to
violence, the physical assault and sexual coercion scale were merged and used as a
single variable. Bivariable and multivariable associations between sociodemographic
factors and IPV were analysed with logistic regression, calculating OR with 95% CI.
Variables statistically significant in the bivariable analyses, were entered one by one
in the multivariable model for confounding analysis.

Study Il: Association between IPV and symptoms of depression
Bivariable and multivariable analyses were performed producing crude and adjusted
OR with 95% Cl in order to analyse associations between different forms of IPV,
exposure variables and symptoms of depression. Exposure variables showing
statistically significant associations with symptoms of depression in the crude analysis
were entered one-by-one into the hierarchical logistic regression analysis.

Study Ill: Association between IPV and perceived need for mental care/
primary health care utilization due to mental health problems
Descriptive statistics were presented with unweighted total numbers (N),
unweighted frequencies (n) and weighted prevalence (%). Chi-square test was used
to test for differences (p <0.05) in physical IPV by sociodemographic factors. Separate
bivariable and multivariable analyses were performed producing crude and adjusted
OR with 95% Cl in order to analyse associations between IPV experiences and (a)
perceived need for mental health care and (b) primary health care utilization due to
mental health problems. All multivariable models were adjusted for age at first
follow-up interview (continuous variable) and time at first follow-up interview
(i.e.1995, 2000 and 2015)

3.3.4 Study IV: Association between sociodemographic factors and
suicidal ideation

Descriptive statistics were presented with unweighted and weighted n and %. To test
for significant differences in prevalence of suicidal ideation and attempts, 95% ClI
were computed in 1986/91 and 2013/15. Bivariable associations between each
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sociodemographic factors and lifetime suicidal ideation were estimated with logistic
regression, weighted OR and 95%.

3.4. ETHICAL CONSIDERATIONS

In studies I-1l, a postal questionnaire was sent to the randomly selected participants.
The questionnaire contained a letter with information on the study background and
its purpose. The letter informed that the sample selection was based on a random
selection from the Swedish register on all inhabitants in Sweden kept by Statistics
Sweden. The letter also informed that all data was protected by the Personal Data
Act and Secrecy Act in Sweden. Furthermore, it stated that participating in the survey
was voluntary, that data obtained through their responses to the questionnaire
(based on those who chose to participate) would be delivered in an anonymised data
file to researchers at University of Gothenburg. Further, Statistics Sweden was to
keep the identification key in order to ensure anonymity of the data. By answering
and submitting the questionnaire mailed out by Statistics Sweden, the respondents
were considered to have given their informed consent (‘informerat samtycke’) to
participate in the study.

Regarding studies Ill and IV and the screening questionnaire, the screening
questionnaire included a letter with information on the study background and its
purpose. The information further stated that participation was voluntary and
withdrawal from the study was possible at any time. The women were also informed
that in case of answering to the questionnaire, they could possibly be asked to
participate in a personal interview and potential participation in the interview was
voluntary. In stage 2, the women received an invitation letter to participate in a face-
to-face interview, including information about the background of the study and its
purpose. In the last wave (2013/15), once the women had accepted the invitation and
assisted to the interview, a second opportunity was offered were the women
obtained oral and written information about the background and purpose of the
study as well as their right to withdraw from the study at any point. The women were
also informed that personal data was going to be stored in a separate safety box. In
the last wave, the women gave their written informed consent to participate whereas
in previous waves, the informed consent was obtained orally.

In study | and Il, as the study was designed specifically for investigating IPV, ethical
and safety recommendations for research on violence against women were followed
according to the recommendations by WHO [11]. For example, before the survey was
mailed to the randomly selected sample of women and men, a letter was mailed in
advance with the aim to inform about the upcoming survey and the possibilities to
decline further participation in the survey. Further, only one postal survey per
household was sent in order to minimize possible retaliatory violence by potential
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perpetrator. In addition, the questions were framed asking whether or not the
respondent had experienced specific acts such as being slapped, beaten or hit,
instead of using loaded terms such as ‘rape’ and ‘abuse’[11]. Contact information to
a general practitioner (last author in studies I-1V), a psychologist and a contact person
at Statistics Sweden was provided for referral and additional information.

The safety recommendations in study Ill were also performed in accordance with the
recommendations stated by WHO in that the interviews were conducted in a way
that participants were free to reschedule and relocate the interview according to the
time and place that was most convenient and safe for them [11]. Further, in the
invitation letter to the interview, the background and purpose of the study was
framed as a study about alcohol and health related issues which according to the
WHO suggestions, enables the respondent to explain the survey to others safely [11].
All research team members were carefully selected by the project management and
received specialized training and continuous support from a psychiatrist with large
working experience. Available helplines to local services and resources were given to
the women in case of necessity.

Ethical approval

The regional Ethics review Board in Gothenburg gave approval for this research
project (Dnr: 693-12).
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4 RESULTS

4.1. PREVALENCE OF IPV

An overview of the prevalence of exposure to different types of violence in each
study (I-1ll) is presented in table 4.

Study I-1ll: Prevalence of exposure to IPV during past 12 months

In studies | and Il, we asked the respondents if they had been exposed to different
forms of violence during 12 months prior to the survey. The findings from study |,
showed that a higher proportion of men (11%) than women (8%) reported exposure
to at least on act of physical violence during past year, whereas more women (3.2%)
than men (0.6%) reported exposure to at least one act of sexual coercion (Table 4).
In study Il, 7.5% of the women reported exposure to at least one act of physical
violence during past 12 months and 2.8% reported exposure to at least one act of
sexual violence during the same time period. In study Il we also measured exposure
to controlling behaviour during past 12 months, thus 25% of the women reported
having experienced at least one control tactic during this time period.

Table 4. Overview of exposure to different types of violence in studies I-1ll

Study | Study Il | Study Il
Past 12 months Lifetime Past 12 Past 5
months years
Type of Women Men Women Men Women | Women
violence
N=251 N=173 N=251 N=173 N=573 N=616
% % % % % % °
Physical 8.0 11.0 15.0 11.0 7.0 14.0
Sexual 3.2 0.6 9.6 3.5 2.8 -
Controlling | -- -- 41.4 37.0 25.0 --

2 Prevalence (%) are weighted in study Il
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Study | & IlI: Prevalence of exposure to IPV for ‘earlier in life’ and ‘past
5years’

In study |, we found that a higher proportion of women (15.9%) than men (11%)
reported having experienced at least one act of physical violence in their life (Table
4). The same pattern was seen regarding exposure to sexual violence were 9.6% of
the women and 3.5% of the men reported subjection to at least one act. We also
analysed exposure to controlling behaviour for ‘earlier in life’ and found that 41.4%
of the women and 37% of the men reported experience of at least one act of
controlling behaviour during lifetime. In study Ill, we asked the women about physical
violence for the time frame ‘past 5 years’ and found that 14% of the women reported
experiencd at least one act of physical violence during the 5 years prior to the survey.

Study Il: Co-occurrence of exposure to different forms of violence

In study Il we also analysed the co-occurrence of violence exposure among the
women. We found that out of the 159 women who were exposed to at least one type
of violence during past 12 months (physical, sexual violence and/ or controlling
behaviour), 16.4% were exposed to both controlling behaviour and physical violence,
while 4.4% were exposed to both controlling acts and sexual violence. Another 2.5%
had been subjected to all three types of violence during the past 12 months.

Study II: Perpetration of different types of violence

In study I. Among the respondents, a higher proportion of men (8.1%) than women
(5.2%) reported the use of at least one act of physical violence during past 12 months.
Men also reported a higher prevalence of using sexual coercion (5.1% vs 0.8%) during
this period (Table 5). With regard to lifetime estimates, a higher proportion of women
(11.6%) than men (8.1%) stated that they had perpetrated at least one act of physical
assault in their lifetime. The use of sexual coercion during lifetime was reported to
similar extent among women and men (2.0% vs. 2.3%).
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Table 5. Overview of the prevalence (%) of perpetration to physical and sexual violence in
study |

Past 12 months Lifetime
Women Men Women Men
Type of violence N=251 N=173 N=251 N=173

% % % %
Physical 5.2 8.1 11.6 8.1
Sexual 0.8 5.2 2.0 2.3

Study I: Exposure to and perpetration of physical/ sexual violence
Descriptive analysis in study | showed that out of those men who had been exposed
to physical and/ or sexual violence combined during lifetime, 63.9% (n=23) had also
used physical/ sexual violence at least once in their lifetime. Among women exposed
to physical and/ or sexual violence combined during lifetime, 39.4% (n=26) also had
used this type of violence at some point in their life.

4.2. IPVANDASSOCIATED FACTORS

In Studies I-1l we analysed IPV associated with different factors. In study | we analysed
the associations between sociodemographic factors and different forms of IPV
whereas in study Il we analysed the association between different forms of IPV and
symptoms of depression. In study Il we analysed the association between physical
IPV past 5 years and perceived need for mental health care on one hand and health
care utilization due to mental health problems on the other hand. Each of the result
are described more in detail as follows.

Study I: Association between sociodemographic factors and exposure
to IPV

In study |, one of the aims was to investigate the association between
sociodemographic factors and IPV. Due to small sample size, we merged exposure to
lifetime physical and sexual violence to one variable and estimated the association
between sociodemographic variables and the combined variable of lifetime physical
and/ or sexual violence. We found that after adjusting for age, civil status, total
household income, duration of present relationship and social support, women who
were ‘single/divorced’ had 3.10 times higher OR (95% Cl 1.06-9.12) of experiencing
exposure to physical and/ or sexual IPV during lifetime compared to those being
within a married or stable relationship (Table 5 in study I). We also found that women
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who reported poor social support had almost three times higher OR (OR 2.79; 95% ClI
1.31-5.92) of reporting exposure to physical and/ or sexual violence during lifetime
as compared to women who reported that they had social support. For men, after
adjusting for age, civil status, household income, duration of present relationship, the
only sociodemographic factor that remained statistically significant was duration of
present relationship. Men with a relationship of < 3 years, had 4.20 higher OR (95%
Cl, 1.15-15.40) of reporting exposure to physical and/ or sexual IPV during lifetime,
as compared to men with longer relationships.

Study Il: Associations between IPV and symptoms of depression

After adjusting for sociodemographic factors we found that those exposed to each
form of IPV during past 12 months more likely to report symptoms of depression as
compared to those who had not reported exposure to any form of IPV (Table 5, study
I1). In the final models the OR for each of the violence forms were as follows:
controlling behaviour (OR 2.43; 95% Cl 1.56-3.79), physical violence (OR 3.06; 95%Cl
1.50-6.24) and sexual violence (OR 4.67; 95%Cl 1.35-16.18).

Study IlI: Association between physical IPV and perceived need for
mental care/ health care utilization
After adjusting for sociodemographic factors, weighted analysis showed that women

exposed to physical IPV during past 5 years had more than three times higher OR
(3.54; 95% Cl 1.77-7.11) than women without such experience to perceive the need
for mental health care compared to women without such experience of IPV (Table 2,
study 1ll). After adjusting for sociodemographic factors, exposure to physical IPV
during past 5 years did not remain significantly associated (OR 1.74; 95% Cl 0.91-3.31)
with health care utilization due to mental health problems (Table 3, study Ill).

4.3. SUICIDAL IDEATION AND ATTEMPTS

In Study IV, we analysed the prevalence of suicidal ideation and attempts over a 26
year period. We also estimated the patterns of association between
sociodemographic factors and suicidal ideation over time.

Study IV: Prevalence of suicidal ideation and attempts

In study IV, one of the aims was to assess the prevalence of self-reported suicidal
ideation and attempts among women included in the data collection between 1989
and 2015. We found that among women aged 20-30 years, a higher proportion
reported having had suicidal thoughts at least once during their lifetime in 2013/15
as compared to 1989/91 (45.0% versus 33.0%) (Table 3, study IV). Within this age
group, rates for attempted suicide were similar between 1989/91 and 2013/15.
Among women aged 31-49 years, a higher proportion of women reported lifetime
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suicidal ideation in 2013/15 compared to 1989/91 (35.4% and 23.1% respectively).
Out of this age group no one reported having attempted any suicide in 2000/02
whereas in 2013/15, 3.6% of the women reported this.

4.4.2 Study IV: Associations between sociodemographic factors and
lifetime suicidal ideation

Another aim in study IV was to investigate the association between
sociodemographic factors and suicidal ideation over time. All associations are
displayed in table 4 in study IV. Here | will only refer to those variables that showed
statistically significant associations with lifetime suicidal ideation. Among women
aged 20-30, those who had < 9 years of education (OR 3.86; Cl 1.68-8.89), were
students (OR1.73; Cl 1.11-2.81), unemployed (OR 4.23; Cl 2.23-8.01) and were singles
(OR 1.80; Cl 1.12-2.88), all showed higher OR of lifetime suicidal ideation in 1994/98.
In 2000/02 those who had a high-school education (OR 3.01; Cl 1.89-4.79), had <9
years of education (OR 8.00; Cl 3.40-18.78), were students (OR 2.38; Cl 1.51-3.75) and
singles (OR 3.31; Cl 2.02-5.42) had higher OR of reporting lifetime suicidal ideation
compared to their reference categories. In 2013/15 those who had high-school
education had 3.37 times higher OR (Cl 1.72-6.59) to report lifetime suicidal than
those with 212 years of education. In this age group, students proved to have lower
OR (0.34; Cl 0.17-0.69) of reporting suicidal ideation compared to those employed.
Among women aged 31-49, the only sociodemographic factor that showed a
statistically significant association with lifetime suicidal ideation was being single (OR
2.61; Cl 1.06-6.44)
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5 DISCUSSION

Summary of main findings

In study I, as compared to men, women reported higher prevalence of exposure to
sexual violence both for past year and earlier in life. For past 12 months, a higher
proportion of men reported exposure to physical violence, whereas a higher
proportion of women reported such violence for earlier in life. Interestingly and
despite using different instruments, the past year prevalence of exposure to physical
and sexual violence in study Il, were similar to the past year rates for women in study
I. A higher proportion of women than men reported exposure to controlling
behaviour (Study I). The past- 5- years estimates of exposure to physical violence
among women in study Ill, were similar to the earlier-in-life estimates of physical
violence exposure among women in study |. Most of the women exposed to IPV
during past 12 months, experienced a co-occurrence of physical violence and
controlling behaviour (Study Il). When looking at perpetration of IPV, we found that
men reported a higher prevalence of using sexual violence both during past year and
earlier in life. A higher proportion of men used physical violence during past 12
months, whereas a higher proportion of women reported the use of such violence for
earlier in life. (Study ).

Drawing upon the ecological model, those sociodemographic factors that were
associated with exposure to IPV were related to the relational level. Among women,
being single/ divorced and having a poor social support system, was associated with
exposure to lifetime physical and/ or sexual violence (Study 1). Among men, those
with a relationship of 3 years or less, were more likely to be exposed to lifetime IPV
compared to those within a relationship of longer duration. In study I, we found that
women exposed to physical, sexual violence as well as controlling behaviour during
past 12 months, were more likely to report symptoms of depression as compared to
those without such experience. In addition, experience of physical violence during
past 5 years was associated with perceived need for mental care (Study Il1).

A higher proportion of women aged 20-30 years, reported lifetime suicidal ideation
in 2013/15 as compared to 1989/91, whereas self-reported rates of attempted
suicide remained similar (Study 1V). A higher proportion of women aged 31-49 years
reported suicidal ideation and attempts in 2013/15 as compared to 2000/02.
Sociodemographic factors pertaining to the individual and relational level showed
different patterns in the four study-waves. In general, having compulsory and/ or high
school education, being unemployed, being a student and being single was associated
with suicidal ideation.
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Prevalence of exposure to IPV
We found that more men than women reported exposure to physical violence during

past 12 months. This finding is in line with previous research based on the same
instrument (CTS2) and performed by Straus [96]. Our finding however differs from
other population based studies finding similar rates between men and women of past
year exposure to IPV [34, 36, 37]. For example, in their study, Tjaden and Thoennes
[34] used a modified version of the CTS and found more similar rates of past year
exposure to physical violence among men and women (0.6% and 1.1% respectively).
In addition, another study performed within the same research project as studies I-1I
presented in this thesis, found that men and women had similar rates of exposure to
physical, sexual and psychological violence in the past 12 months [37]. They used the
same target population and data collection procedure as in studies I-1l, however they
used WHO-VAWI*. When looking closer at the different items used in the CTS2 in
study I, and the items used in the VAWI-study by Nyberg et al [37], the differences
between the prevalence rates seem to be logical. For instance, the physical assault
scale in the CTS2-study, contained more items (12 items) than the physical violence
scale in VAWI (6 items). In particular three items that were not included in the VAWI,
but included in the CTS2, showed the following prevalence of past year exposure
among men: ‘slapped’ (4.6%), ‘grabbed’ (2.9%) and ‘twisted arm or hair’ (1.7%) (Table
1, study 1). This difference in items may have influenced our findings and have led to
the higher past year prevalence in study | (CTS2) as compared to the study performed
by Nyberg and colleagues.

In agreement with previous research we found that more women than men reported
lifetime exposure to IPV [34, 35]. This is also consistent with studies analysing IPV
exposure by a current or former partner [5, 109]. These studies usually find that men
and women report similar rates of IPV exposure for current partners, whereas more
women than men report IPV exposure for previous relationships [5, 56, 109].
Regardless of whether women use violence or not, several studies have found that
compared to men, women exposed to IPV experience more types of IPV [51], more
severe forms of violence and more control [47, 53, 56, 110]. Therefore, women may
be less likely to participate in surveys if they are living with their violent partner or if
the partner is nearby when the survey is performed [56]. In addition, relationships
characterized by severe violence and control tactics are likely to end in separation or
divorce [30]. This may be one reason why, compared to men, women report lower
rates of past year exposure, yet higher rates of lifetime exposure [110]. It has

4 Study Il in this thesis is based on the same female sample and the same instrument (VAWI)
as the study performed by Nyberg, Taft, Enander, Krantz (2013)

57



previously been stressed that focusing solely on ‘current relationship’ when inquiring
about IPV, gives biased results and produces gender symmetry in rates of exposure
to IPV [110]. In line with this, it is reasonable to believe that past 12 months estimates
also may provide biased results regarding men’s and women’s exposure to IPV.
Another possible explanation for men’s higher prevalence of exposure to physical
violence during past 12 months may be that there was a selection bias, i.e. that those
men who participated in this survey were particularly interested in the topic.

Similar to previous studies, women in our study (Study I) reported higher prevalence
off sexual coercion than men, both for past year and for earlier in life [5, 35, 56]. The
Swedish study performed by NCK found for example that 7% of the women and 1%
of the men reported experience of sexual violence by a former or current partner [5].
Surprisingly, the rates of exposure to sexual coercion were much lower in our CTS2-
study as compared to the VAWI study which also included men and women [37]. One
potential explication may be that the items in our study were more specifically
framed compared to the items in the VAWI scale.

In study | we found that more women than men reported exposure to isolating
control tactics, both for past year and earlier in life. This is in line with previous
research [5, 53, 111]. As described in the introduction, Johnson argues that coercive
control tactics are major components in what he labels as intimate terrorism, i.e. a
type of violence which is mainly perpetrated by men in opposite-sex relationships and
often includes severe forms of physical violence [30]. In line with the previous section
about ‘current’ and ‘former’ partners (or past year prevalence versus earlier-in-life
prevalence), he argues that intimate terrorism almost never is found in surveys which
only address ‘current intimate relationships’ and not include ‘previous intimate
relationships’[30]. He proposes to always inquire about previous partners since that
is when intimate terrorism also will be uncovered among men and women in general
population studies [30]. For instance, in a study including respondents who disclosed
IPV by a current or former partner, Johnson et al [30] found that that 22% of the
former male partners and 5.4% of the former female partners had perpetrated
intimate terrorism. When looking closer to specific items, they found for example that
men were more likely than women to prevent their female partner from working
outside of the home (31.3% vs 19.9%)[30]. Although the item in our CTS2-study not
precisely is the same as in the study performed by Johnson, we found that 16.7% of
the women and 9.8% of the men responded that their partner had tried to limit their
activities outside the relationship. According to Stark, controlling behaviour is
different from other forms of violence in that its major objective is to degradate the
partner (women) by depriving her from social life and access to a range of important
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services [112]. This, in turn reinforces the construction of gender identity and
inequality between sexes since women from start have unequal access to resources,
power and opportunities [112].

The prevalence of controlling behaviour (both past year and earlier in life estimates)
were higher in our studies (I-1l) as compared to previous findings from Sweden
inquiring about exposure to controlling behaviour from a current or former partner
[5, 33]. For instance, in ‘Captured queen’ by Lundgren et al [33], 12% of the women
reported experiencing controlling behaviour by a current partner whereas in our
study, 25% (Study Il) of the women reported this for past 12 months. A possible
explanation to the higher rates in our study may be that some of the items in the
isolating control scale, as for example “wanted to know where | went and who | spoke
to when not together” or “felt suspicious and jealous of me” may be commonly
experienced by people even though they are not within a violent or otherwise
controlling relationship.

Prevalence of IPV perpetration
In study I, we found the same pattern of reporting the use of violence as for reporting

the exposure to IPV. That is, women tended to report more perpetration of IPV for
earlier in life (both for physical and sexual violence), whereas men reported the use
of physical violence to exactly the same extent for past 12 months and earlier in life.
One previous study found that compared to women, men did report a higher
prevalence of lifetime use of sexual violence [113]. This was only true for past year
estimates in our study whereas for earlier in life, men and women reported the use
of sexual violence to almost the same extent. A study performed by Straus [41] found
that more women than men (28% and 25% respectively) reported having physically
assaulted their male partner during the 12 months prior to the survey. We cannot
know the reasons behind why women reported more perpetration of violence for the
time period ‘earlier in life’ than for ‘past year’. However, a previous study performed
on couples of men and women by Dobash and Dobash [43] found that men and
women tended to agree about the violence perpetrated by women, whereas there
was a large discrepancy about the frequency and impact of the violence used by the
men against their female partners. The authors further found that men generally
reported the use of fewer violent acts against their female partner than the violence
reported by the women themselves [43].

To conclude, what has become obvious when comparing our prevalence rates with
other studies, is that differences in prevalence rates to a large extent depend on how
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IPV is defined, conceptualized and measured. However, even when the same
instrument is used, different prevalence rates may still be observed. For example, in
the WHO Multi country study, although using the same instrument, they found large
variations in prevalence rates between different countries [13]. Also, in a study
performed by Straus, using the CTS2 in 31 universities across different countries,
prevalence rates in physical violence ranged from 17% to 45% [41]. Besides
methodological difference, disparities may be caused, at least in part, by levels of
equality between men and women in a country [32]. For instance, it is suggested that
improved equality between the sexes creates more awareness about IPV, which in
turn enables and facilitates the reporting of incidents and women’s disclosure of IPV
[32].

Associations between sociodemographic factors and IPV
In study I, drawing on the ecological model we found at the relational level and in

accordance with previous research [51], that women being single/divorced were
more likely to report exposure to lifetime physical and/or sexual violence compared
to those without such experience. We have not been able to analyse this group any
further. However, previous research suggests that higher levels of IPV among women
may be an important reason to leave the relationship [13]. According to the WHO,
another possible explanation may be that once women have left their relationship,
they are more willing and able to disclose and/or recognize their partners
perpetration of IPV [13]. In line with previous studies [57, 114], women with poor
social support reported higher rates of lifetime exposure to IPV than those good social
support. Social support may moderate the association between IPV and a range of
mental health problems. For instance, one previous study found that women
experiencing IPV who received social support, had a reduced risk of mental health
problems [114]. We found that a relationship of 3 years or less among men, was
associated with exposure to lifetime physical and/or sexual violence. This type of
measure has been used in other studies, [41, 115], however we have not found
results that sustain our findings. One plausible explanation could be that this group
consisted of younger men and therefore shorter relationships. Younger age is known
to be associated with higher rates of IPV [51]. However, important to note is that our
sample was small and the confidence intervals wide (OR 4.20; 1.15-15.40) which may
have influenced on the precision of the results.
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Association between IPV and symptoms of depression
IPV has previously shown to be associated with poor mental health in women [104,

116, 117]. In line with earlier studies, we found that all three forms of IPV (controlling
behaviour, physical and sexual violence) were associated with symptoms of
depression [59, 67]. A previous meta-analysis suggested that women exposed to IPV
had a 2 to 2.5 fold increased risk of depressive symptoms [118]. Further, earlier
studies also demonstrated that women exposed to coercive control reported more
depressive symptoms compared to respondents in non- violent relationships [30].
Our study supported earlier research in that we found that controlling behaviour was
associated with symptoms of depression regardless of other forms of violence.
Controlling behaviour has shown to be as harmful to mental health as physical and
sexual violence, even in cases where no physical violence is present [119]. Controlling
behaviour is used by the perpetrator in order to obtain obedience and deprives the
partner from access to social life, economic resources, decision making and important
services [54]. Previous research shows that the use of controlling behaviour including,
excessive callings, harassments and stalking may persist even long after the women
has left the relationship [120]. It is suggested that although men often use physical
violence after a divorce or separation, the use of physical violence tends to decrease
whereas control tactics tend to be maintained, simply because the woman no longer
is present after the separation [120]. Such frightening and coercive control tactics
logically have influence on the mental health of women exposed to such violence,
even though they have left the relationship.

Associations between physical IPV and perceived need for care
As has been previously discussed, IPV is associated with a range of poor mental health

outcomes [67, 107]. It follows that women exposed to IPV are more likely to need
mental health care. In accordance with previous research, we found that women
exposed to physical IPV were more than three-fold likely to experience the need for
mental care compared to unexposed women [81, 121]. Although there are no studies
to make a direct comparison with, our results are in line with previous research
indicating that many women exposed to IPV perceive the need for mental health care
[81, 121]. According to Andersen’s Behaviour model [82], self-perceived need is an
important step which enables possibilities to act and take the important step to seek
care. This in turn, is largely influenced by socioeconomic position and health beliefs
[82]. In study lll, the majority of the women who perceived the need for care, also
sought care, yet 45.1% of the women exposed to IPV had not accessed the primary
health care although they perceived a need for it. This finding is in line with previous
research from the U.S., showing that 49.9% of the women who perceived a need for
care, had not accessed the primary health care [122]. We were not able to analyse
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why the women did not seek care and whether this was due to potential barriers.
Drawing on the ecological model, earlier research has found that barriers to seeking
care exist on individual, relational and community level. Examples of barriers at
individual level may be lack of knowledge about the health care system as well as
feelings of shame and embarrassment [80, 123]. In case the women stays in a shelter,
she may be obliged to focus on the most urgent problems such as finding housing and
an employment, thus preventing the women from keeping medical appointments
[123]. Atrelational level in the ecological model, the controlling partner may monitor
the partner’s movements, thus trying to manipulate her in accessing care [123]. As
there is a lack of previous research in Sweden on this matter, there is a need for future
qualitative studies that investigate the women’s perspective of need for care and
potential barriers to accessing care.

Suicidal ideation and attempts
In study IV, we found an increase of lifetime prevalence of suicidal ideation among

women aged 20-30 and 31-49 years respectively. We also found an increase in
lifetime prevalence of attempted suicide among the older women. One of the
challenges when comparing prevalence rates over time, is that population-based
studies generally show large disparities with regard to prevalence rates of suicidal
ideation and attempts measured over time. Earlier studies have used shorter time
periods [124-127] and/or presented data for men and women as a composite group
[124, 127]. This hampers the comparison with our data since it is based on women
only. Moreover, there are large variations between instruments, methodology and
time periods under study, as well as cultural differences in participants’ willingness
to disclose suicidal ideation [7, 128]. Taken together, this makes it difficult to
determine whether differences in prevalence reflect real variations or are differences
due to methodological disparities. Having this said, the increasing prevalence of
suicidal ideation found in study IV, is in accordance with data published by the
National Board of Health and Welfare in 2017 [87], showing increasing trends of
depression and anxiety among young women in Sweden.

At individual level, and in line with previous research, we found that being a young
women with low educational attainment was associated with lifetime prevalence of
suicidal ideation [126]. Higher educational attainment is believed to benefit mental
health through the attainment of important advantages which mitigate life stressors,
i.e. more economic and social resources, as well as better access to and use of mental
health services [129]. It is suggested that low educational attainment may lead to
increased risk for suicidal ideation through social disadvantage [9]. For example,
during the last decades, the qualification requirements for paid employment have
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increased, and those without a university degree have less favourable employment
conditions and prospects compared to those who do have a university degree [130].
This may affect the mental well-being of young adults and could be one of many
explanations for our finding that young women with compulsory school and/or high
school education were more likely to report suicidal ideation compared to women
with higher educational attainment.

In agreement with previous research we found that among young women (20-30
years), being a student, and being unemployed was associated with lifetime suicidal
ideation. It has earlier been suggested that lack of self-confidence, lack of good social
support as well as feelings of worthlessness may contribute to suicidal ideation
among students [131, 132]. However, we found a negative association between
student status and suicidal ideation in 2013/15. One explanation to this finding may
be that the group of students in the wave 2013/15 was different than the group of
students in 1994/98 and 2000/02. For instance, the items used in this study did not
discriminate between whether the students were university students or if they were
in vocational training. These factors may vary according to socio-political changes,
policies and decisions. Also the educational attainment in Sweden has increased in
the last decades which means that the number of female students has almost
doubled since the beginning of the 1990s [133]. Thus, it is possible that a larger
proportion of the young women responding that they were students in 2013/15,
already had high educational attainment and opted for a continuation of their
university studies. As those with high educational attainment are less likely to
experience suicidal ideation, a plausible explanation may be that this group was
mentally better-off than the previous groups of students included in WAG.

In study IV, it is likely that the association between unemployment and lifetime
suicidal ideation among young women in 1994/98, at least in part, is related to the
situation for young adults in the general population at that time. Between 1990 and
1993, there was an economic recession in Sweden which contributed to a drop in
employment rates among all age groups. However, this drop was particularly
pronounced among people aged 20-24 years [130, 134] with a decline from about 60
to 39 per cent [130]. In addition, the labour market did not recover to the same extent
as it did for older age groups [130]. At relational level we found that single women in
both age groups were more likely to report lifetime suicidal ideation than those who
were married/ cohabiting. However, this association was not constant over the study
period. The association between relationship status and health outcomes has been
discussed in earlier research. It is suggested that apart from the emotional support,
socio-economic resources, in terms of stronger social integration and more economic
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resources are the underlying reasons why those who are married or cohabiting have
better health outcomes than singles [135].

Taken together, the findings from study IV showed determinants for suicidal ideation
and attempts at individual and relational level. However, as discussed previously,
factors such as unemployment or education are dependent on the socio-political
context at societal level, including decisions and policies on social welfare.

Methodological considerations

Important to note is that the four studies in this this thesis are based on cross-
sectional studies. Cross-sectional studies serve the purpose of describing the
prevalence of defined characteristics and to analyse associations with the aim to
generate hypothesis which are to be addressed in other studies [136]. This means
that our results do not allow for any conclusions to be drawn about causal
relationships, i.e. we cannot say that the exposures in our studies preceded the
outcomes. Further, the studies I-IV were based on self-report information gathered
in the questionnaires and interviews and thus, of subjective nature.

Studies I-1l

The main strengths of study | and Il is that they were based on randomly selected
populations of men and women in Sweden. This made it possible to explore IPV
among both men and women in Sweden which at the time for study | was rather
novel within a Swedish context. One of the most obvious limitations is the rather low
response rate and the drop-out rates in both studies, but particularly among men and
in the CTS2 study. The lower response rate among men has been found in previous
studies performed in Sweden including both large-scale surveys investigating IPV [5],
as well as studies investigating other topics [136]. In line with these studies we also
found that more none-responders were unmarried, foreign-born, were younger and
had a lower annual income [5, 136]. Considering that these groups tend to have
higher prevalence of IPV exposure [4, 35, 137], this may have led to an
underestimation of our results. The lower response rate in these groups may have
influenced on the precision of our estimates due to possible differences between
responders and none-responders. This may further have influenced on the
generalizability of our findings, i.e. the extent to which we can generalize our findings
to the population at large [136]. There may be several reasons why none responders
chose not to participate, for example being exposed to IPV and fearing to be identified
by the partner, or not having experienced exposure to IPV at all, and therefore
considering participation as unimportant. Other reasons may be lack of time and
difficulties in understanding Swedish. As both questionnaires were in Swedish, this is
a possible reason for the generally lower response- rate among foreign- born men
and women. As mentioned above, other studies including those who have not
specifically investigated IPV [136], have also found unmarried persons to be
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overrepresented among none- responders. One plausible explanation may be that
unmarried persons belong to the younger age groups which in turn also are
overrepresented in the group of none- responders. Having this said, declining
participation rates in epidemiological studies is an increasing problem in Sweden, as
well as in other high-income countries world- wide [136, 138].

Another limitation, mainly in study | and among men, was the small sample size which
restricted the possibilities to perform separate analyses on each of the violence types,
and limited our possibilities to further investigate perpetration of IPV. For instance,
we merged lifetime physical assault and lifetime sexual coercion in order to get
enough power for the logistic regression analyses. For the same reason we
dichotomized the variables in order to obtain enough cell frequencies for further
analysis. This may limit the interpretations of associations.

As previously described in the introduction, CTS2 has repeatedly been criticized for
measuring discrete acts and events without taking into account contextual factors.
Logically CTS2 or VAWI cannot capture the whole pattern of systematic, ongoing,
violence, neither the motives behind it. It is not possible to discriminate between the
meaning and intentions of each of the acts included. For example, a women pushing
a man in self- defence will get the same score as a man who pushes a women down
the stairs [139]. The violence may have different meanings and consequences for men
and women. For instance, a large number of authors have shown that although
women perpetrate violence against their partner, they seldom invoke fear in their
partner or control them [53, 140]. Important to note is also that all men are not
coercive and violent and some men are exposed to IPV by their female partners [46].
Thus surveys using instruments such as CT2 and VAWI do not yield a ‘true’ picture of
the extent of IPV or the context in which it occurs. However, each research method
has its limitations and according to Kimmel, one of the main problems is that those
who claim gender symmetry in IPV do often not understand the context behind the
data [46]. Although we have not analysed our data according to the typology of
Johnson, we have reasons to believe that the instruments used in our studies, at least
in part, capture what Johnson ‘calls situational couple violence’[53], i.e. isolated acts
of violence without severe control between partners. The value of these instruments
used in surveys is that they give an insight into the prevalence of IPV among men and
women in the general population who may never seek care or help from any services.

In study Il, it is important to note that we did not use any diagnostic instrument of

depression nor a validated instrument when we used the measure of ‘symptoms of
depression’ in study Il. The five items included were indications of symptoms of
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depression in line with those nine symptoms mentioned in the DSM-IV. However, we
are aware that we are not measuring depression disorder from a clinical point of view,
instead we believe that we have captured depressive symptoms from the perspective
of primary care practice seen as a continuum. We have measured items close to what
would be labelled as subsyndromal depression, i.e. symptoms that do not meet the
criteria for a diagnosis but include two or more symptoms of depression without
having a constantly depressed mood or an inability to experience pleasure. In
addition, these type of symptoms, if they go on for a prolonged time, they may be an
indication of later depression. The items included in our study are also items
commonly found in a variety of scales used to measure depression [141]. We are also
aware that our compound measure of symptoms of depression and a cut-off level of
2-5 symptoms most certainly include more ‘false positives’ compared to what is
required for a psychiatric diagnose according to DSM-IV. However, even with a cut-
off level of 3-5 symptoms, the observed association with IPV remained without any
major change.

Studies IlI-IV
The main strength with studies llI-1V is that data was derived from populations based

samples of women. Another strength is that all the interviews were performed with
well trained staff with extensive training and work experience. This isimportant when
investigating such sensitive topics as IPV and suicidal behaviours. One major
limitation of studies Ill-IV is that several variables measuring background factors, have
changed throughout the data collection waves which heavily restricted the
possibilities to choose variables which we could analyse and compare over time. For
example, yearly income before tax was not included in the project until the second
data wave in 1994/98, therefore this variable is not included in study IV. The changes
also refer to the items on IPV which changed in 2013/15, as well as the items on
suicidal ideation and attempts that changed in 1994/98. Although these main
variables included in the thesis have not changed dramatically, this may still influence
on the validity of the results. Another major limitation with studies llI-IV is that
despite having a longitudinal design, relatively few women have performed at least
two long interviews (n=368). This hampered for example our possibilities to examine
causal relationships between IPV and depression which was the original aim of the
project.

In study Il there was a lack of (i) additional variables on why the women who
perceived the need for mental care did or did not seek primary care and (ii), the lack
of precision of the item measuring ‘perceived need for mental care’. In the first case,
this means that we could not perform further analysis on possible reasons and

66



barriers to care among the women exposed to IPV. In the second case, it has limited
the possibilities to compare our findings with other studies since they usually frame
the question on ‘perceived need’ in a more specific way than the item we used. For
example, a study by Lipsky and Caetano [142] used the following question: “During
past 12 months, was there any time when you needed mental health treatment our
counselling for yourself but did not get it?” Answering affirmatively to this gives the
information that the respondent has a need for care but the need was not fulfilled.
In our study the question: “During the past 5 years, was there any time when you felt
so mentally distressed that you needed to seek mental health care, or have you ever
felt so mentally distressed that you could have benefitted from seeking help?”” does
not give any information about whether the need for care was fulfilled or not. Thus,
contrary to most other studies in this area, we cannot know whether the need for
care of the women in our study was fulfilled or not.

One of the main limitations that may affect the results in study IV is the low response
rate to the screening questionnaire in the last wave in 2013/15. Although we
increased the catchment areas to include also parts of the northern and western
districts, the response rate to the screening questionnaire was only 33.9%. As we do
not have any background factors related to the none-responders born in 1993, we
cannot analyse whether they differed from those who responded to the screening
guestionnaire. As has previously been discussed in the methods section, an earlier
attrition analysis showed that there was no statistical difference between those who
answered and not answered to the screening questionnaire. However, important to
note is that this analysis was performed more than twenty years ago which means
that we do not know whether we would obtain the same results today if we could
perform an attrition analysis of those who did not answer to the screening
questionnaire. Thus, we cannot know for certain if those who responded to the
screening questionnaire differed from none-responders, and if this has affected the
prevalence rates in study IV. However, taking into account previous research and
analyses of none-responders [5, 136] it is reasonable to assume that none responders
belonged to groups with lower socioeconomic position.

We looked closer into the differences between those who performed long and short
interviews and found that those completing long interviews were older and had a
higher educational attainment than those completing short interviews. As studies IlI-
IV only consist in women who completed long interviews it is possible that our results
on IPV and suicidal ideation and attempts are underestimated as younger age [24,
143] and low socioeconomic position [25, 144] are associated with IPV and suicidal
behaviour and attempts. Therefore we cannot generalize our findings to the
population at large, however we believe that our findings are a relatively good
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representation of women in Gothenburg and other larger cities in the Nordic
countries.

Apart from the limitations mentioned above, study Ill and in particular study IV are
influenced by the same problem as study I. For instance, due to sample size, many of
the sociodemographic factors in study lll and IV had small cell frequencies which lead
to wide confidence intervals. This will influences on the precision of the associations
found in our study. For the same reason we did not explore temporal changes in
lifetime suicide attempts, nor the associations between sociodemographic factors
and suicide attempts. Also, as already discussed in studies I-ll, the screening
questionnaire was in Swedish which may affect the generalizability of our results.

Ethical considerations
In study lll, although the interviews were performed with well trained staff and in a

way that made participants feel safe, we cannot exclude that there was an
underreporting of physical IPV due to shame, embarrassment or fear for being
disclosed by the partner. Previous research has found that women exposed to severe
violence and who cohabit with the violent partner are less willing to participate in
studies than those not cohabiting [145]. Both IPV and suicidal ideation and attempts
may have been influenced by social desirability, i.e. the willingness to report
confidential information which is likely to occur in response to socially sensitive
questions [139, 146].
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6 CONCLUSION

Both men and women were exposed to IPV, however the exposure showed
different patterns depending on whether the time-frame was past year or earlier
in life. The fact that a higher proportion of women than men reported exposure
to physical IPV for earlier in life is in line with previous research and suggests that
it may be less sensitive for women to respond to questions on IPV that occurred
earlier in life compared to questions on exposure to IPV for past year. Findings
from this thesis suggest that conclusions about differences in prevalence of
exposure to and perpetration of IPV among men and women has to be drawn
with caution, since acts based measures such as CTS2 and the WHO-VAWI
instrument not measure the severity of violence nor the context, meaning or
interpretation of the various acts.

In line with previous research we found that women exposed to IPV were more
likely to have symptoms of depression, in addition we also found that exposure
to controlling behaviour was associated with symptoms of depression. This
indicates that women’s exposure to controlling behaviour is an important factor
to consider within the primary health care. Further, our findings suggest that
although women exposed to IPV may feel the need for mental health care, there
may be groups of women who perceive different barriers and therefore do not
seek mental health care. Reasons for potential barriers to care should be further
explored in qualitative studies.

Our results raise a general concern about an increasing trend in suicidal ideation
among young and middle aged women. The findings in this thesis indicate that
variations in the prevalence of suicidal ideation may depend on socioeconomic
changes in the society at large. Larger population based studies are needed in
order to investigate whether the increasing trend in suicidal ideation is seen in
other parts of the country. Future studies should look closer into the relationship
between potential changes in environmental conditions and patterns of suicidal
ideation and attempts among women in the general population.
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FUTURE PERSPECTIVES

Based on the findings from study | and the research that has emerged in high
income countries since then, there is a need to go beyond descriptive studies
describing the magnitude of IPV. This does not mean that we do not need to
monitor the development of IPV through repeated large-scale surveys, however
in high income countries, there is now a large amount of surveys demonstrating
the prevalence as well as risk factors of IPV. More research needs to be carried
out on the causes of violence with the aim to deepen the knowledge about risk
and protective factors related to IPV. For instance, despite emerging studies,
there is still a lack of qualitative studies that address factors contributing to IPV
such as attitudes and beliefs among men [13]. There is also a lack of longitudinal
studies aimed at providing more knowledge for future design of preventive
interventions. Such studies could include policy changes, school based
programmes and programmes that target perpetrators of IPV [13].

There is also a need for qualitative studies in a Swedish context that address the
need for care and potential barriers that are faced among women exposed to
IPV. These studies should explore potential barriers at individual level, as for
example whether low disposal income, lack of time and knowledge about the
health care system are barriers to seeking care. Future studies also need to
consider the community level from the perspective of the women. For example,
once the women do seek care, do they get the help they need? Are they referred
to specialized services and how does the health care staff receive women
exposed to IPV? These studies should further be performed from an
intersectional perspective addressing different groups of women exposed to IPV.

Findings from study IV support the need for a clinical and public health focus on
younger, socioeconomically disadvantaged women in order to prevent suicidal
ideation and attempts. For example, it is important to maintain generous safety
net programs in order to mitigate social disadvantage among those with low
educational attainment to counteract increased suicidal ideation within this
group. Further longitudinal population-based studies with large samples and
more frequent measurement occasions are warranted to establish whether
changes in suicidal ideation and attempts reflect changes in environmental
conditions and life circumstances for women in the general population in
Sweden. Future studies should closely monitor whether the increasing patterns
of suicidal ideation persist and try to focus on mechanisms behind this trend. This
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includes early access to help and early detection within the primary health care
settings.
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