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Abstract

Background: Being exposed to violence is a global health problem, increasing the risk of suffering from ill health. The
main aim of this study was to estimate the prevalence of emotional, physical and sexual violence victimisation and its
association to self-rated health among youths. The second aim was to investigate whether the youths had disclosed to
healthcare professionals at a Youth Centre or others about being exposed. Methods: The cross-sectional study includes data
from a web survey of youths, aged 15-25 (#=500), collected in Sweden. Descriptive statistics and univariate analyses were
used for the analyses. Resulzs: In all, emotional, physical or sexual violence during their lifetime was reported by 43.2% and
22.8% of youths during the last year. In total, 88% of the respondents assessed their self-rated health as good, very good or
excellent. Those who had been exposed to emotional, physical or sexual violence during their lifetime reported statistically
significant lower self-rated health (fair and poor) than those who were not victimised. When healthcare professionals at the
Youth Centre asked youths about exposure during their lifetime, one-fifth disclosed having been exposed. Conclusions:
Youths who reported any type of violence during their lifetime showed lower self-rated health compared to those
who were not exposed. Youth Centres have an important role in identifying youths who are exposed to violence
and/or self-report their health as low. Still, only a minority of youths who have been exposed to violence told
health professionals at a Youth Centre about it when asked. It is necessary to further investigate how the issues
can be best addressed.
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Background

The World Health Organization (WHO) states that
interpersonal violence is a global public health prob-
lem [1, 2], and the risk of exposure in Sweden is
highest among youths [3]. In Sweden, the National
Board of Health and Welfare (NBHW) describe
interpersonal violence as a combination of emotional,
physical and sexual violence (EPS). Multi-country

There are gender differences in what type of vio-
lence is reported as most common by women and
men [7, 8] and being exposed to violence affects
youth health [1]. The WHO stated that violence
causes ill health and human suffering, disabilities and
deaths [1]. International studies show a strong asso-
ciation between women’s ill health and experience of
violence [4, 9]. Swedish studies show that those

studies state that the prevalence of violence among
women aged 15-24 years old varies between 1.2%
and 66% [4, 5]. Palm reported that 56% of youths
stated they had experienced EPS or witnessed vio-
lence in a Swedish study [6].

exposed suffer from more anxiety, depression, poor
mental health and self-harm compared to those who
are not victimised [6, 10, 11].

To follow the public health status, a one-item
question, self-rated health (SRH) is frequently used.
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SRH is useful for epidemiological investigations [12]
and has been found to be associated with morbidity
and mortality [13, 14]. Early in life, SRH is also use-
ful as a predictor for staying healthy and contributing
to a more salutogenic rather than pathogenic per-
spective [15, 16]. Individuals’ states of SRH may
influence SRH across many years [17, 18] and in
general, women stated lower SRH than men [19, 20].
DeSalvo et al. [14] described an association between
poor SRH and higher mortality risk in relation to
those who reported excellent SRH.

Few studies have examined the relationship
between exposure to violence and SRH. Boynton-
Jarrett et al. [21] showed that cumulative exposure
was associated with risk of poor SRH, and Blom
et al. [20] showed that experience of multiple-vio-
lence victimisation was associated with lower SRH.

Although enquiring during the healthcare visit as
to whether the individual has experienced violence is
deemed to be a sensitive topic, it is necessary to do so
[22]. This will allow an opportunity to offer help to
those in need. In Sweden, it is mandatory for health-
care professionals to report it to social services if they
meet anyone <18 years old who has been exposed to
violence. The NBHW also recommends that health-
care professionals routinely ask youths about being
exposed as they often seek healthcare for other symp-
toms. Consequently, this has been implemented at
most Youth Centres (YC) in Sweden. The staff at a
YC include a midwife, a counsellor/psychologist and
a physician to achieve comprehensive care. The YCs’
goal is to promote physical and mental health, with a
focus on sexual and reproductive health and rights
among youths.

However, there can be obstacles that prevent youths
from reporting violence or healthcare professionals
from asking questions. Leander et al. [3] and Lemaigre
et al. [23] reported that most victims want to keep
information about having been victimised a secret as it
is often associated with guilt and shame. Lack of
knowledge, guidelines and/or routines or lack of time
during visits [24] can determine whether healthcare
professionals ask youths about having been victimised.

Previous studies have shown large variations
between youths’ exposure and type of violence
reported by women and men. Exposure to EPS affects
youth health, but there is limited research about the
association between the combination of EPS and
SRH. In addition, there is limited research on whether
youths who have been exposed to violence have dis-
closed this to healthcare professionals at YCs.

Aims

The first aim of this study was to estimate the preva-
lence of emotional, physical and sexual violence

victimisation and its association to self-rated health
among youths who visit aYC in Sweden. The second
aim was to investigate whether the youths had dis-
closed to healthcare professionals at a YC or others
about being exposed to violence.

Methods

This cross-sectional study is based on web surveys
distributed to youths during their visit at a YC in
south-eastern Sweden and is part of a larger project.
Other articles in the project highlight the relationship
between sexual health and violence as well as the
description of youths’ own experiences of violence.
The study was approved by the Regional Ethical
Review Board of Linkdping (Dnr 2015/ 245-31).

Sample and procedure

Youths, women (15-23 years) and men (15-25 years)
visiting one YC in Sweden were consecutively
recruited. Exclusion criteria were mental retardation
and/or lack of proficiency in the Swedish language.
Data collection was performed over 1 year, from
November 2015 to November 2016. In total, 4457
youths visited the YC during this time and were eligi-
ble for participation: 3919 (87.9%) women and 538
(12.1%) men. The healthcare professionals informed
youths about the study at the end of their visit to the
YC and no incentives were given for answering the
web survey. Those who were willing to participate
received written information before answering the
web survey in a quiet room. The survey was online
and self-completed, available in the Swedish lan-
guage. Data were stored on a server and transferred
to IBM SPSS Statistics version 24.0.

Web survey

This study presents the responses from 25 of the
total 52 web survey questions. The remainder of the
questions are presented in other studies. The web
survey was constructed by the research team based
on experience and knowledge from previous studies
[25], and well-established instruments: NorVold
Abuse Questionnaire (NorAQ) [26, 27] and SRH
[28, 29]. Socio-demographic factors were assessed
using nine questions. In addition, youths were asked
two questions: first, whether they had reported their
exposure to staff at YC and, second, if they had
reported it to others, such as police, staff at school,
other healthcare professionals or friends. Finally, a
question was asked about the youths’ perceptions of
responding to questions about violence.

Exposure to violence was measured using the
NorAQ [26, 27]; hence, all questions included about
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Emotional violence

Mild Have you experienced anybody systematically and for a long period trying to repress, degrade or
! humiliate you?
Have you experienced anybody systematically and by threat or force trying to limit your contact with
Moderate
others or totally control what you may or may not do?
Severe Have you experienced living in fear because somebody systematically and for a long period threat-
ened you or somebody close to you?

Physical violence

Moderate

Have you experienced anybody hitting you with his/her fist(s) or with a hard object, kicking you,
pushing you violently, giving you a beating, thrashing you, or doing anything similar to you?

Severe

Have you experienced anybody threatening your life by, for instance, trying to strangle you, showing
a weapon or knife, or by any other similar act?

Sexual violence

Mild

Has anybody touched parts of your body other than your genitals against your will in a “sexual way”
or forced you to touch other parts of his or her body in a “sexual way”?

Mild/sexual
humiliation

Have you been sexually humiliated in any other way, for example, by being forced to watch a por-
nographic movie or similar against your will, forced to participate in a pornographic movie or simi-
lar, forced to show your body naked, or forced to watch when somebody else showed his/her naked
body?

Has anybody touched your genitals against your will, used your body to satisfy him/herself sexually,

Moderate

or forced you to touch anybody else’s genitals?

Severe
rectum?

Has anybody put his penis into your vagina, mouth or rectum or tried any of these_things against
your will, or put or tried to put an object or other part of their body into your vagina, mouth or

Figure 1. Questions about exposure to interpersonal violence in NorVold Abuse Questionnaire (NorAQ).

violence are validated. Experiences of each type of
EPS were defined by nine questions based on one or
more positive answers to the questions that specify
each type of violence (Figure 1). The questions
included severity of violence behaviour, ranging from
mild, moderate to severe. Each type or severity of
violence had the same response alternatives: no, yes
during childhood <18 years, yes during adulthood =
18 years, or yes to both childhood and adulthood.
NorAQ allows for an approximate classification
according to the degree of severity of the abusive act.
One question for each type of violence measured if
the respondent had been exposed to violence during
the last year, with no/yes as the possible answer. The
question of mild physical violence was excluded in
our study because a previous study [27] showed con-
siderably lower concurrent validity than the other
questions.

The likelihood ratio among women/men was 38/3
for emotional, 6/9 for physical and 42/46 for sexual
violence. The lower estimate for physical violence

was mainly ascribed mild physical violence capturing
also minor abusive events.

SRH was measured by one item from the Short
Form Health Survey (SF-36) [28, 29]: ‘In general,
how would you describe your health?’ The item has a
standardised response format with five alternatives
ranging from ‘l=excellent, 2=very good, 3=good,
4=fair to 5=poor’. The response alternatives fair and
poor were considered as low SRH. The focus was the
individual’s own estimation of health.

Data analysis

Relevant descriptive statistics and univariate analyses
were used for the analyses.

The two degrees of mild (no contact) and mild2
(no genital contact) sexual violence were merged and
referred to as mild. If a respondent reported several
degrees of a specific type of violence, they were clas-
sified according to the most severe act of violence.
NorAQ covers EPS lifetime and the last 12 months



280 C. Petersson et al.
Table I. Sociodemographic factors by sex (N=500).

% (n) Female Male Total

Sex 89.4 (447) 10.6 (53) 100 (500)
Age

< 18 years 21.9 (98) 7.5 (4) 20.4 (102)
= 18 years 78.1 (349) 92.5 (49) 79.6 (398)
Occupation

Studying 69.1 (309) 52.8 (28) 67.4 (340)
Working 22.8 (102) 41.5 (22) 24.8 (124)
Unemployed 6.1 (27) 3.8 (2) 5.8 (29)
SA/parental leave/other 1.3 (6) 1.9 (1) 1.4 (7)
Living arrangements

Alone 20.6 (92) 35.8 (19) 22 (111)
With parents/foster parents 55.7 (249) 49.1 (26) 55 (275)
At a family home/institution 0.4 (2) 0 0.4 (2)
With friend/friends 4.5 (20) 3.8 (2) 4.4 (22)
With partner 15.7 (70) 7.5 (4) 14.8 (74)
Other 2.2 (10) 3.8 (2) 2.4 (12)
Highest level of education

Not complete/incomplete primary school 3.6 (16) 0 3.2 (16)
Elementary school 26.6 (119) 15.1 (8) 25.4 (127)
High school 62.4 (279) 67.9 (36) 63 (315)
Folk high school/vocational training 2.5(11) 3.8 (2) 2.6 (13)
University/college graduate 4.3 (19) 13.2 (7) 5.2 (26)

SA: sickness absence.
Internal dropout = 0.2-0.8%.

(year). To describe co-occurrence between EPS vic-
timisation, a new variable was created. When sum-
ming the value, zero stands for no violence and values
one to three indicate one, two or three types of vio-
lence during lifetime. A Mann-Whitney U-test was
used to investigate the difference between sexes and
prevalence of EPS, difference in SRH between those
who had been exposed and those who had not, as
well as differences between sex and those who had
disclosed about exposure. Data were analysed using
IBM SPSS Statistics version 24.0.

Results

A total of 507 youths, aged 15-25, answered the web
survey. Seven youths were excluded as they did not
match the inclusion criteria and in all 500 youths
participated. Of those, 89.4% (n=447) were women
and 10.6% (n=53) were men. A majority, 96%
(n=480), were born in Sweden and 90% (n=449)
assessed their household economy as good or very
good. Socio-demographic factors are presented in
Table I. Most of the youths 89% (n=443) stated they
had a scheduled appointment at a YC before they
answered the web survey.

Prevalence of EPS is presented in Table II. In total,
43.2% (n=216) of the youths reported any type of
violence victimisation during lifetime, and 22.8%
(n=114) answered they were exposed to violence

during the last year. Among men, 47.2% (n=25)
reported they had been exposed to violence during
lifetime, and corresponding frequency for women
was 42.7% (n=191). For men, experience of physical
violence was the most common over their lifetime,
35.9% (n=19), and the last year, 13.2% (n=7).
Emotional violence was the most common for
women, in their lifetime 27.6% (#=123) and in the
last year, 11.9% (n=53).There was a statistically sig-
nificant difference between the sexes regarding expo-
sure to physical violence (p<< 0.001).

For the group of youths <18 years (#=102),
22.5% (n=23) said they had been exposed to vio-
lence during last year and 35.3% (#n=36) during their
lifetime.

Of those youths (#=216) who reported exposure
during their lifetime, 55.1% (#=119) stated one type
of violence, 33.8% (n=73) two types and 11.1%
(n=24) replied they had been exposed to all three
types of violence. Moreover, 28.3% (n=15) of men
and 23.3% (#n=104) of women expressed being
exposed to one type of violence. Also, 15.1% (n=8)
of men and 14.5% (n=65) of women reported two
types of violence. Exposure to all three types of vio-
lence was stated by 4.9% (n=22) of women and 3.8
(n=2) of men.

In all, 88% (n=441) of youths assessed their SRH
as good, very good or excellent. A larger proportion
of women (11.9%) reported lower SRH (fair or poor)
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Table II. Prevalence of emotional, physical and sexual violence (N=500).

(% (n)) Emotional violence Physical violence Sexual violence

Women Men Total Women Men Total Women Men Total

n=447 n=53 N=500 n=447 n=53 N=500 n=447 n=53 N=500
No 72.5 (324) 69.8 (37) 72.2 (361) 86.1 (385) 64.2 (34) 83.8 (419) 74.3 (332) 96.2 (51) 76.6 (383)
Severity
Mild
<18 years 7.2(32) 7.5 (4) 7.2 (36) 2411  1.9(1) 2.4 (12)
=18 years 1.3 (6) 1.9 (1) 1.4 (7) 5.1 (23) 0 4.6 (23)
Both 0.9 (4) 5.7 (3) 1.4 (7) 1.1 (5) 0 1.0 (5)
Lifetime 9.4 (42) 15.1(8)  10.0 (50) 8.6 (39) 1.9 (1) 8.0 (40)
Moderate
<18 years 4.3 (19) 7.5 (4) 4.6 (23) 5.8 (26) 9.4 (5) 6.2 (31) 2.9 (13) 0 2.6 (13)
=18 years 3.4 (15) 0 3.0 (15) 1.1 (5) 13.2 (7) 2.4 (12) 2.2 (10) 0 2.0 (10)
Both 0.9 (4) 0 0.8 (4) 0.7 (3) 0 0.6 (3) 0.4 (2) 0 0.4 (2)
Lifetime 8.6 (38)  7.5(4) 8.4(42) 7.6(34) 22.6(12) 9.2(46) 5.5 (25) 0 5.0 (25)
Severe
<18 years 5.8 (26) 5.7 (3) 5.8 (29) 4.3 (19) 5.7 (3) 4.4 (22) 6.0 (27) 0 5.4 (27)
=18 years 3.4 (15) 0 3.0(15) 1.8(8) 3.8 (2) 2.0 (10) 4.5 (20) 0 4.2 (21)
Both 0.4 (2) 1.9 (1) 0.6 (3) 0.2 (1) 3.8 (2) 0.6 (3) 0.9 (4) 1.9 (1) 0.8 (4)
Lifetime 9.6 (43) 7.5 (4) 9.4 (47) 6.3 (28) 13.3(7) 7.0 (35) 11.4 (51) 1.9 (1) 10.4 (52)
Any violence pastyear 11.9 (53)  7.5(4) 11.4(57) 7.6 (34) 13.2(7) 8.2 (41) 1149 3.8(2) 10.2(51)
Any lifetime violence ~ 27.6 (123) 30.1 (16) 27.8 (139) 13.9 (62) 35.9 (19) 16.2(81) 25.5(115) 3.8(2) 23.4(117)

Internal dropout: 2-3.4%.

compared to men (5.7%). Those youths who had
been exposed to any type of violence during their life-
time (n=216) showed a statistically significant lower
SRH (p= 0.002) than those who were not victimised.
Lower SRH was reported by those who had been
exposed to emotional violence (p= 0.002), physical
violence (p= 0.03) and sexual violence (p= 0.01)
during their lifetime, compared with those who had
not. There was no statistically significance difference
in SRH between those who reported exposure to any
type of violence and non-violence, during the last
year (Table III).

Of those youths who reported any type of violence
during their lifetime (z=216), in total 38% (#=82)
had disclosed it to health professionals at aYC and/or
others, such as police, staff at school, and/or other
professionals in healthcare or friends. Disclosure at
YC or to others about having been exposed to vio-
lence during the last year and their lifetime is pre-
sented in Table IV.

In all, youths who had been exposed to sexual
violence during the last 12 months 27.5% (n=14)
reported the highest number of disclosures at YC.
Sexual violence during their lifetime was the type
of violence that most youths, 45.3% (n=53), dis-
closed to police or staff at school, other health pro-
fessionals and/or friends. There was no statistically
significant difference between the sexes regarding
having disclosed exposure to violence to health

Table ITI. Prevalence among youths reporting SRH with EPS, EPS
during last year, EPS during lifetime and non-violence (N=500).

% (n) Low SRH High SRH
Emotional violence n=139 16.5 (23) 83.5 (116)
Non-emotional violence n=361 9.2 (33) 90.8 (325)
Physical violence n=81 19.8 (16) 80.2 (65)

Non-physical violence n=419 9.6 (40) 90.4 (376)
Sexual violence n=117 17.9 (21) 82.1 (96)

Non-sexual violence n=383 9.2 (35) 90.8 (345)
EPS last year n=114 12.2 (14) 86.8 (99)

Non-EPS year n=384 10.9 (42) 89.1 (342)
EPS lifetime =216 16.2 (35) 83.8 (181)
Non-EPS lifetime n=281 7.5 (21) 92.5 (260)

EPS: emotional, physical and/or sexual violence; SRH: self-rated
health.

Internal dropout: 0.6%.

Response alternatives fair and poor were considered as low SRH.

professionals at YC. More women (16.3%) than
men (7.5%) had told police/staff at school/other
health professionals (not in the YC) or friends
about violence (p= 0.025).

Of those youths who reported EPS during their
lifetime and stated low SRH (n=35), 40% (n=14)
disclosed both at aYC and to others of having been
exposed to violence. Regarding exposure to violence
during the last year and those youths who stated low
SRH (n=14), 50% (n=7) had disclosed it (both atYC
and to others).
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Table IV. Prevalence among youths who told the health professionals at a Youth Centre or others about emotional, physical and/or sexual

violence during last year and/or lifetime (N=216).

% (n) Told health professionals at
Youth Centre about violence

Told police/ staff at school/ other health professionals
in healthcare/ friends about violence

Emotional violence

Last year (n=57) 26.3 (15)
Lifetime (n=139) 22.3 (31)
Physical violence

Last year (n=41) 24.4 (10)
Lifetime (n=81) 25.9 (21)
Sexual violence

Last year (n=51) 27.5 (14)
Lifetime (n=117) 25.6 (30)
Total (N=216) 21.8 (47)

42.1 (24)
36.7 (51)

34.1 (14)
40.7 (33)

45.1 (23)
45.3 (53)
35.6 (77)

Internal dropout: 9.3-9.7%.

Overall, 91% (n=453) of youths did not perceive
the questions about violence in this study as unpleas-
ant to answer, 85% (n=424) did not find the ques-
tions difficult to answer and 61% (#n=306) felt that
the web survey was important.

Discussion

The findings in this study showed a high prevalence
of EPS among youths who visited a YC. Only a fifth
of those who stated having been exposed to EPS dis-
closed it to health professionals at aYC when asked.
Those who were exposed during their lifetime
reported statistically significant lower SRH than
those who were not victimised.

Exposure of EPS

Measuring prevalence of EPS is considered complex
and it may be difficult to compare results in different
studies depending on which definition, sampling
strategies and data collection procedures are used.
The prevalence of violence in our results is, however,
consistent with previous studies in Sweden [3, 8].
Also, the gender differences we found in the type of
violence that women and men were exposed to is in
line with other studies [7, 8].

Disclosure about EPS

By screening for violence in healthcare, exposed indi-
viduals can be identified at an early stage and offered
support and help if required. In this study, 21.8% of
those youths who had been exposed to violence dis-
closed it to health professionals at a YC, where there
is routine screening for violence. This is a low figure,
and previous studies propose possible reasons such
as guilt and shame among victims or lack of guide-
lines and/or time during visit [3, 23, 24]. In our study,

89% of the youths had scheduled an appointment;
thus, time should be allocated to address the issue.
However, it is also of importance to ask those who
visit the YC without a scheduled appointment about
exposure to violence. Another possible reason for not
disclosing their exposure to violence might be that it
happened several years ago and therefore the indi-
viduals do not feel that it is important to talk about it
again. Some youths may already have received needed
assistance elsewhere, thus not needed to disclose the
violence when visiting the YC. This is confirmed in
our results, as 35.6% indicated they had previously
told others about the exposure to violence.
Nonetheless, even though youths may have told oth-
ers beforehand, it is important the question is asked
at a YC to determine whether exposure to violence
continues to affect them. If youths disclose having
been victimised when asked, healthcare professionals
at YCs have the opportunity to offer personalised
assistance to those in need.

Measuring SRH

In all, low SRH was stated by 12% of youths in the
present study, and those youths who reported expo-
sure during their lifetime stated a statistically signifi-
cant lower SRH compared with those who were not
victimised. It is important to pay attention to these
results as previous studies indicate SRH that is stable
for a long time can be used as a predictor among
youths, both in ability to stay healthy or morbidity
and mortality [13—-18].To provide an opportunity to
identify youths with low SRH, the question of SRH
should be asked during visits to a YC. This will allow
healthcare professionals provide support for health
promotion and/or prevent future ill health in youths.
In our study, a higher degree of women reported low
SRH compared to men, which corresponds with
other studies [19, 20].



Future studies should focus on youths’ own experi-
ence of being exposed to violence and whether this
has affected their life or health, what kind of support
they may need, as well as how the question about
violence should be presented most appropriately.

Methodological considerations

The main limitations of this study were that the sur-
vey was only available in Swedish language and there
was a small sample in relation to the total number of
visitors. We were told that no interpreter was regis-
tered among the visitors during data collection but
we do not know about the number of visitors that did
not understand or read Swedish. The reasons for the
small sample could be twofold: first, some youths
had taken leave from school and did not want to
spend more time doing the web survey. Second, dur-
ing the time for data collection, the YC had shortage
of midwives who were occasionally replaced by tem-
porary staff who were not as familiar with the web
survey as the regular staff. Another limitation is that
we do not know how often the violence occurred or
who the perpetrators were. One strength is that the
proportion of men versus women is similar for all
visitors at the YC over 1 year. Another strength is the
use of validated instruments and the low internal
dropout rate, which increases the reliability and
validity of the results.

The result showed that youths exposed to EPS
during their lifetime rated their health as worse com-
pared to the non-victimised youths, which underlines
the importance of asking about SRH as a comple-
ment to the question about exposure to violence. The
low number of youths who stated exposure to any
type of violence during the last year and low SRH
limits the statistical power. However, SRH might be
influenced by several different factors such as psy-
chological, medical and social circumstances [30]
that have not been controlled for in the present study.
This is a limitation and the results should therefore
be interpreted with caution and need to be further
examined in studies adjusting for other possible fac-
tors that might affect SRH.

Conclusions

Exposure to EPS among youths visiting YC is high.
Enquiring about whether one has been exposed to
violence as a matter of routine is apparently impor-
tant as those youths who reported having been
exposed judged their SRH as statistically significantly
lower than those who were not victimised. By identi-
fying both SRH and exposure to violence among
youths, there is an opportunity, at an early stage, to
offer support or help to those in need.

Youths experience of violence and self-rated health 283

Acknowledgements

We thank the healthcare professionals at the YC for
their work in recruiting youths for the study and all
youths who participated in the study.

Conflict of interest

The authors declared no potential conflicts of inter-
est with respect to the research, authorship, and/or
publication of this article.

Funding

The work was supported by: Region Kalmar lin
Brottsforebyggande radet ‘Beridttar ungdomar pé
Ungdomsmottagning att de varit utsatta for vald’
(5.1-0208/16)

ORCID iD

Carina Petersson
-8736-3407

https://orcid.org/0000-0002

References

[1] WHO. Global status report on violence prevention 2014
Geneva: World Health Organization. Available from: http://
www.who.int/violence_injury_prevention/violence/status_
report/2014/en/ (2014, accessed 5 May).

[2] Abajobir AA, Kisely S, Maravilla JC, et al. Gender differ-
ences in the association between childhood sexual abuse
and risky sexual behaviours: A systematic review and meta-
analysis. Child Abuse Neglect 2017; 63: 249-260.

[3] Leander K, Berlin M, Eriksson A, et al. Violence: Health in
Sweden: The National Public Health Report 2012. Chapter
12. Scand F Pub Health 2012; 40(9 Suppl): 229-254.

[4] Decker MR, Peitzmeier S, Olumide A, et al. Prevalence and
health impact of intimate partner violence and non-partner
sexual violence among female adolescents aged 15-19 years
in vulnerable urban environments: A multi-country study. ¥
Adolescent Health 2014; 55(6 Suppl): S58-67.

[5] Stockl H, March L, Pallitto C, et al. Intimate partner vio-
lence among adolescents and young women: Prevalence and
associated factors in nine countries: a cross-sectional study.
BMC Public Health 2014; 14(1): 751.

[6] Palm A, Danielsson I, Skalkidou A, et al. Violence victimisa-
tion: A watershed for young women’s mental and physical
health. Eu ¥ Public Health 2016; 26(5): 861-867.

[7] Hamby S, Finkelhor D and Turner H. Perpetrator and vic-
tim gender patterns for 21 forms of youth victimization in
the National Survey of Children’s Exposure to Violence.
Violence Victims 20135 28(6): 915-939.

[8] Danielsson I, Blom H, Nilses C, et al. Gendered patterns of
high violence exposure among Swedish youth. Acta obstetri-
cia gynecologica Scandinavica 2009; 88(5): 528-535.

[9] Exner-Cortens D, Eckenrode J and Rothman E. Longitu-
dinal associations between teen dating violence victimiza-
tion and adverse health outcomes. Pediatrics 2013; 131(1):
71-78.

[10] Annerbick EM, Sahlqgvist L, Svedin CG, et al. Child physi-
cal abuse and concurrence of other types of child abuse in
Sweden: Associations with health and risk behaviors. Child
Abuse Neglect 2012; 36(7-8): 585-595.

[11] Cater AK, Andershed AK and Andershed H. Youth victim-
ization in Sweden: Prevalence, characteristics and relation to
mental health and behavioral problems in young adulthood.
Child Abuse Neglect 2014; 38(8): 1290-1302.


https://orcid.org/0000-0002-8736-3407
https://orcid.org/0000-0002-8736-3407
http://www.who.int/violence_injury_prevention/violence/status_report/2014/en/
http://www.who.int/violence_injury_prevention/violence/status_report/2014/en/
http://www.who.int/violence_injury_prevention/violence/status_report/2014/en/

284
[12]

[13]

(14]

[15]

[16]

[17]

(18]

[19]

(20]

[21]

C. Petersson et al.

Subramanian SV, Huijts T and Avendano M. Self-reported
health assessments in the 2002 World Health Survey: How
do they correlate with education? Bull World Health Organ
2010; 88(2): 131-138.

Benyamini Y. Why does self-rated health predict mortality?
An update on current knowledge and a research agenda for
psychologists. Psychol Health 2011; 26(11): 1407-1413.
DeSalvo KB, Bloser N, Reynolds K, et al. Mortality predic-
tion with a single general self-rated health question: A meta-
analysis. ¥ Gen Int Med 20065 21(3): 267-275.

Bopp M, Braun J, Gutzwiller F, et al. Health risk or resource?
Gradual and independent association between self-rated
health and mortality persists over 30 years. PLoS One 2012;
7(2): €30795.

Vie TL, Hufthammer KO, Holmen TL, et al. Is self-rated
health in adolescence a predictor of prescribed medication
in adulthood? Findings from the Nord Trondelag Health
Study and the Norwegian Prescription Database. SSM Pop-
ulation Health 2018; 4: 144—-152.

Bauldry S, Shanahan M]J, Boardman JD, et al. A life course
model of self-rated health through adolescence and young
adulthood. Soc Sci Med 2012; 75(7): 1311-1320.

Vie TL, Hufthammer KO, Holmen TL, et al. Is self-rated
health a stable and predictive factor for allostatic load in
early adulthood? Findings from the Nord Trondelag Health
Study (HUNT). Soc Sci Med 2014; 117: 1-9.

Boerma T, Hosseinpoor AR, Verdes E, et al. A global assess-
ment of the gender gap in self-reported health with survey
data from 59 countries. BMC Public Health 2016; 16: 675.
Blom H, Hogberg U, Olofsson N, et al. Multiple violence
victimisation associated with sexual ill health and sexual
risk behaviours in Swedish youth. Eu ¥ Contracep Reproduc
Health Care 20165 21(1): 49-56.

Boynton-Jarrett R, Ryan LM, Berkman LF, et al. Cumula-
tive violence exposure and self-rated health: Longitudinal

[22]

(23]

(24]

[25]

[26]

[27]

(28]

[29]

(30]

study of adolescents in the United States. Pediatrics 2008;
122(5): 961-970.

Finkelhor D, Ormrod R, Turner H, et al. School, police,
and medical authority involvement with children who have
experienced victimization. Arch Pediatr Adolescent Med 2011;
165(1): 9-15.

Lemaigre C, Taylor EP and Gittoes C. Barriers and facili-
tators to disclosing sexual abuse in childhood and adoles-
cence: A systematic review. Child Abuse Neglect 2017; 70:
39-52.

Beynon CE, Gutmanis IA, Tutty LM, et al. Why physicians
and nurses ask (or don’t) about partner violence: a qualita-
tive analysis. BMC Public Health 2012; 12: 473.

Petersson C, Peterson U, Swahnberg K, et al. Health and
sexual behaviour among exchange students. Scand ¥ Pub
Health 2016; 44(7): 671-677.

Swahnberg K. NorVold Abuse Questionnaire for men
(m-NorAQ): Validation of new measures of emotional,
physical, and sexual abuse and abuse in health care in male
patients. Gender Med 2011; 8(2): 69-79.

Swahnberg K and Wijma B. The NorVold Abuse Question-
naire (NorAQ): Validation of new measures of emotional,
physical, and sexual abuse, and abuse in the health care sys-
tem among women. Eu § Pub Health 2003; 13(4): 361-366.
Sullivan M, Karlsson J and Ware JE. SF-36 halsoenkat: svensk
manual och tolkningsguide = (Swedish manual and interpreta-
tion guide). Goteborg: Sahlgrenska sjukhuset, Sektionen for
vardforskning; 1994.

Sullivan M, Karlsson J and Ware Jr JE. The Swedish SF-36
Health Survey. Evaluation of data Quality, scaling assump-
tions, reliability and construct validity across general popu-
lations in Sweden. Social Sci Med 19955 41(10): 1349-1358.
Breidablik HJ, Meland E and Lydersen S. Self-rated health
in adolescence: a multifactorial composite. Scand § Public
Health 2008; 36(1): 12-20.



