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Background: Current data suggests a high prevalence of  intimate partner violence (IPV) among women with 
disabilities (WWDs), yet there is still scanty research on the experiences of  this population regarding access and 
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Results: This study showed that WWDs exposed to IPV encountered multilevel barriers nested at different 
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disability, not knowing about certain forms of  violence, and being better off  silent were the main explanations for 
not using IPV services. The role of  personal connections was the main factor that influenced the utilization of  
IPV services, at the interpersonal level while at the organizational level, a lack of  effective communication, power 
imbalances, inadequate resources, and failures to follow response standards were identified as the major barriers to
using IPV services. Societal incompetence, as exemplified by treating violence as a taboo and the lack of  
regulations criminalizing psychological violence, was the main barrier at the societal level. 

Conclusions: Our findings suggest that regarding WWDs, improving their access and utilization of  IPV services 
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organizational, and societal levels. This should include early interventions and programs that not only target 
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IPV services for women with disabilities

Abstract

 Background: Current data suggests a high prevalence of intimate partner violence (IPV) 

among women with disabilities (WWDs), yet there is still scanty research on the experiences 

of this population regarding access and utilization of IPV services. 

Methods: Using qualitative in-depth data obtained from WWDs, our current study sought to 

identify factors that hinder WWDs from accessing and utilizing IPV services. 

Results: This study showed that WWDs exposed to IPV encountered multilevel barriers 

nested at different societal levels as they attempted to access violence-rated services. At the 

individual level, the identity category of disability, not knowing about certain forms of 

violence, and being better off silent were the main explanations for not using IPV services. 

The role of personal connections was the main factor that influenced the utilization of IPV 

services, at the interpersonal level while at the organizational level, a lack of effective 

communication, power imbalances, inadequate resources, and failures to follow response 

standards were identified as the major barriers to using IPV services. Societal incompetence, 

as exemplified by treating violence as a taboo and the lack of regulations criminalizing 

psychological violence, was the main barrier at the societal level. 

Conclusions: Our findings suggest that regarding WWDs, improving their access and 

utilization of IPV services requires interventions that address barriers at societal multiple 

levels including the individual, interpersonal, organizational, and societal levels. This should 

include early interventions and programs that not only target WWDs but also include other 

key players such as service providers on violence recognition and improve the quality of 

services. There is a need to also review laws and regulations regarding psychological violence

and the nature of interventions in place for this type of violence.

Key words: abuse, Bronfenbrenner, socio-ecological theory, intimate partner violence, close 

relationship, disabled, women with disabilities, service providers, qualitative.

2

23

24

25

26

27

28

29

30

31

32

33

34

35

36

37

38

39

40

41

42

43

44

45

46

47

48



IPV services for women with disabilities

Background

There is strong evidence that intimate partner violence (IPV) is the most 

common form of gender-based violence that occurs in most cultures and at all societal levels 

[1].  IPV can manifest in physical, sexual, psychological, and financial natures [2]. WWDs are

particularly more vulnerable to IPV due to other intersecting factors, such as having limited 

material resources [3], dependence on others for long-term support [4-6], or a constraining 

social environment [7]. IPV is considered a major public health threat that contributes to 

increased physical and mental health problems [1, 8, 9]. The devasting consequences of 

violence tend to linger on, even long after an abusive relationship has ended. 

Receiving adequate support following exposure to violence plays a critical role 

in minimizing its negative social and health impacts [10, 11]. It is of utmost importance to 

build accessible domestic and family violence services to meet the additional needs of 

WWDs[3]. Robinson et al. (2021) refer to Levesque et al.’s (2013) framework that discusses 

the importance of access and accessibility in responding to women with disabilities in need of 

domestic and family violence services [3]. Levesque’s framework involves five dimensions of

accessibility, i.e., that the services must be approachable, acceptable, appropriate, affordable, 

and available. Another key factor for successful access to violence-related services is the 

competence to facilitate trust, choice, and agency [3]. In another study, IPV service providers 

in Sweden indicated that coordination and collaboration were key aspects of providing 

adequate services to women with disabilities [12].

Data from several contexts suggest that women with disabilities encounter 

difficulties in accessing IPV services due to infrastructural barriers [3, 13], a lack of 

confidence in providers, and services that are not adapted to the needs of people with 

disabilities [10]. Obstacles in accessing IPV services often result in an increased risk of not 
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IPV services for women with disabilities

having one’s experience acknowledged, being denied information, or missing out on 

establishing contact with other women in similar positions [1, 8, 9, 14].

The devastating effects of non-adequate support were shown in a recent study in

Sweden where Skoog (2022) interviewed women (without acknowledged disabilities) who 

had experienced IPV in a previous relationship [14]. Violence had repeatedly been focused on

restraining and controlling their social relations [14], which increased their isolation and 

loneliness. This loneliness lingered on and increased long after the relationship ended. An 

example mentioned was how women with children were forced to facilitate contact between 

the child and their father (the violent partner), resulting in continued exposure to violence and 

maintaining the abusive power structure [14]. However, little is known about the experiences 

of women with disabilities in accessing IPV services.

This paper uses the term “IPV services” as an umbrella term referring to various

services, support, and care offered to individuals exposed to IPV [12]. We specifically focus 

on experiences of accessing services offered by professional service providers working in 

healthcare, social services, police, women’s shelters, and centrum mot våld (the Centre 

Against Violence). Even though IPV was the focus of our study, women described shared 

experiences beyond IPV to encompass other perpetrators including family members and 

caretakers. 

Theoretical framework

Historically, people with disabilities (PWDs) have been regarded as “the other” 

and have been separated from the “normative” society because of their “otherness” [15].  The 

process of “othering” results in discrimination and the systemic exclusion of PWDs [16], 

which affects their level of social participation and there access services, including IPV 

services for women with disabilities. Discrimination against PWDs is so recurring and 
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IPV services for women with disabilities

pervasive that even those assuming a progressive posture (un)consciously support ableism 

[17]. Ableism is the social prejudice towards PWDs constructed around a norm of the able 

body, a body without physical or cognitive disability, impairment, or chronic illness. People 

of able body/mind construct the world, language, culture, and belief systems to maintain their 

norm as superior [17]. Ableist views support discrimination, creating and sustaining other 

oppressive systems. Structures created to uphold ableist attitudes interfere with the full and 

equitable participation of PWDs, eventually excluding them from accessing available 

services. The oppression resulting from ableism can occur not only at an institutional level, 

such as through laws and policies but also through social norms, even coloring personal 

narratives among PWDs [7]. “Othering” creates access barriers, for example, people that have

negative experiences in accessing healthcare systems are less likely to reenter a health system 

and seek appropriate healthcare [18]. 

In regard to access barriers, there is a tendency to attribute this to the problem of

cultural beliefs and practices of underserved groups rather than to discriminatory attitudes and

practices of care practitioners [19]. Such tendencies may be more common but hard to notice 

which can result in microaggression, occurring as intangible discriminating and prejudiced 

interactions, whether intentional or unintentional  [20]. People who experience 

microaggression question their perception of it through microinvalidation, leading to self-

blame and to the internalization of ableism [20]. This study serves to expand our 

understanding of the experiences and perceptions of women with disabilities concerning 

available IPV services.

The socio-ecological systems theory

In addition to the ableism theory, the socio-ecological systems theory was used 

as an analysis framework in reviewing the women’s perspectives on factors that influence 
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access and utilization of IPV services. The socio-ecological systems theory was first proposed

by Bronfenbrenner (1979) to explain how social environments impact development [21]. This 

theory provides an understanding of the way in which individual behavior can be influenced 

by social and environmental factors and the interactions between them [21]. The socio-

ecological framework is used in violence research, policy, and practice to illustrate the 

complex range of factors at the individual, relationship, community, and society levels that 

protect people from or put people at risk of, experiencing or perpetrating violence [22-24]. 

We apply the socio-ecological systems approach to consider the complexity in the utilization 

of IPV services among WWD.

Methods

Aim

The aim of our study was to explore and analyze barriers to access and utilization of IPV 

services among women with disabilities. This knowledge might contribute to strengthening 

the support of women with disabilities exposed to intimate relationships.

Study design and setting

This is a qualitative study based on eleven in-depth interviews with WWDs who

have, at any point in time, experienced IPV and subsequently sought IPV services. The 

recruiting process lasted 10 months. It included advertising through disability organizations, 

membership magazines, social media, national radio, and contacting shelters. The original 

plan was to include both men and women in this study and as such both men and women were

invited to participate. However, of the 15 participants who showed interest to participate, 

there was only 1 man who later declined to participate due to time constraints. Of the 14 
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women, 11 were interviewed, among the 3 participants who were not interviewed, one woman

reported time constraints, while the remaining two could not find a competent interpreter to 

manage a digital interview. The participants' ages ranged from 25 to 55 years of age, and their

gender and disability were self-identified. 

Semi-structured interviews themed around WWDs’ experiences with different 

IPV service providers were conducted by VL. While no participants were asked about their 

specific type of disability or impairment, 10 of the 11 participants reflected on the disabilities,

which included: mobility impairment, hearing impairment, attention deficit hyperactivity 

disorder (ADHD), personality disorder, stress-related disorders, eating disorder, 

schizophrenia, depression, anxiety disorders, and post-traumatic stress disorder. Most women 

spoke of having multiple disabilities. 

Analysis 

Data collected from the interviews was analyzed using thematic analysis. The transcripts were

read several times to identify themes and categories. All the transcripts were read by FN and a

subsample was read by VL and KW. Following several discussions between the authors, the 

transcripts were coded by FN. Data coding and analysis were performed using the MAXQDA 

software. The analysis process involved identifying and coding common words and phrases 

that were subsequently grouped into subthemes and themes. Key themes were generated with 

regards to barriers to access and utilization of IPV services by WWDs. Quotes from the 

participants were anonymized and used to illustrate the themes identified in the study. The 

study is reported in accordance with the consolidated criteria for reporting qualitative research

(COREQ guidelines). 
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Measures to ensure trustworthiness

Attention was paid, during the interview, to power relationships, and emphasis 

was placed on developing security and trust in interactions, feeling shared comfort and safety,

which helped to minimize the distance between the participants and the researcher. To ensure 

trustworthiness, we applied the four principles of credibility, transferability, dependability, 

and confirmability [25, 26]. The interviewing researcher ensured credibility through 

interacting and engaging with participants during the process of recruitment and data 

collection. At the analysis stage, confirmability was established using an audit trial, checking 

that the research team brought different perspectives to the interpretations, conclusions, and 

recommendations of the results. Dependability was ensured at the writing stage through 

elaborately providing details of the applied methodology. Using MAXQDA made audit 

trailing simple and efficient, as each code could be easily traced to the person who said it. To 

ensure transferability, we used verbatim transcripts and detailed descriptions of the data to 

provide the readers with adequate information to make judgments as to whether the findings 

of our study are applicable to other settings. 

Ethics approval and consent to participate.

Ethical approval for the DIS-IPV project was obtained from the Swedish Ethical

Review Authority [J. Reg no. 2019–05249]. All interviews were conducted after appropriate 

verbal and written consent from the participants. Identifiable information was removed to 

prevent the results from being traceable. 

Results
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IPV services for women with disabilities

We identified eight themes described by the participants to have influenced their

access and utilization of IPV services. The identified barriers occurred at multiple levels, i.e., 

(1) the individual, (2) the interpersonal, (3) the organizational, and (4) the societal level, 

bearing a strong resemblance to the dimensions proposed in Bronfenbrenner’s ecological 

systems theory [21]. Results are presented according to these levels.

Individual-level barriers

Barriers that were identified at the individual level included the identity category

of disability, not knowing what certain forms of violence were, and being better off silent.

The identity category of disability

Women who had less visibly obvious disabilities were hesitant to seek IPV services. 

Hesitance and ambivalence in seeking IPV services arose from fear of disclosing their 

disability as this would allow others to view and treat them as disabled, for example, WWDs 

11 said that, 

“You just become synonymous with your diagnosis or your history. It very 
much becomes pity. I have a hard time talking to people, e.g., curators… 
doctors, people who have not worked with people who have gone through 
things... I met a psychologist and a counselor who started crying. I sat there 
thinking "yeah" this is my life, my everyday life, this is what I live with 
every day. That you sit and cry does not help me. I was very pissed when I 
got there… I was angry at everything and everyone”, (WWD 11). 

In the example above, this woman resented her experience of being met with pity, she 

considered such professionals to lack experience. Women wanted providers to treat them in a 

similar way as they treated other women without disabilities. Revealing one’s disability led to 

the loss of their own identity, as service providers were described as viewing them as identical

to their diagnosis. This form of treatment was often described as service providers’ lack of 

experience. In some other instances, women felt it was a way of service providers’ attitudes 
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IPV services for women with disabilities

toward the disability itself that led to not taking them seriously, not being visible, and not 

being listened to as illustrated in the examples below. In this first text, this woman reflected, 

“It does not seem to be that they always take your words seriously”, (WWD 5). Another 

woman viewed this ongoing negative treatment to bear resemblances to how PWD have been 

treated in the past, 

“We who have disabilities, we are not there yet, I can say because we are not 
visible, we are not heard as much as all other people... Considering the old view of 
people we had several years ago, you saw us as disabled, so people are still hooked 
on those ideas…We were locked up in institutions…I think it is a shame that this…
is still allowed to exist as it does now in Sweden and in our society”, (WWD 7).

Not knowing about certain forms of violence

Some participants were aware of physical and sexual violence, however, the vast

majority of interviewed WWD were uncertain of what constituted economic and 

psychological violence. Many admitted that they had never sought professional help due to 

these latter two types of violence because they did not consider them violence. WWD 10 

described getting shocked the first time someone referred to her experiences as being 

subjected to psychological violence “they told me that I had been subjected to psychological, 

physical, and financial violence. At first, I did not know what mental abuse was. I was so 

shocked”, (WWD 10). In another example, the woman did not consider her partner abusive 

because he had never hit her, she had never considered naming her partner’s angry outbursts 

as a form of abuse, “He never hits, so what's the problem? He just got a little angry. Yes, he 

broke the wall next to my head, but he did not hit me”, (WWD 9). Failure to recognize the 

partner’s behavior as abusive hindered some women from viewing it as a problem worth 

seeking care and support for. 

In some cases, women describe a lack of awareness of what constituted a 

healthy, or a non-healthy relationship. Failure to label a relationship as healthy or not made it 
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difficult for WWD to differentiate between acts of love and acts of violence. Some women 

described a scarcity of role models in their own environment exemplifying how healthy 

relationships should look like. They also discussed the fact that the most common source of 

information available mostly focused on unhealthy relationships. “You rarely talk about what 

is healthy, you only talk about what is bad and you do not talk about the consequences either, 

so there are two, there are three different balls, but you only talk about one ball all the time”, 

(WWD 1). 

Better off silent 

WWD expressed a heightened level of mistrust in the providers and the system’s

effectiveness to provide good quality IPV services. Many women questioned the importance 

of seeking IPV services if systems could not be trusted and if reporting did not result in 

getting the support needed. In the example below, even though WWD 9 was encouraged by 

her mother to report her abuser to the police, she chose to remain silent fearing the possible 

consequences and presumed inaction.

Yeah, the only one I told at the beginning was my mom. She wanted me to 
report, and I could not. I could not bear the consequences that would be 
directed at me. I know how it works…I know how many cases are closed. It
felt unnecessary. I was just going to stick my head in the sand, (WWD 9). 

Some women who had sought support from IPV services narrated encountering breaches of 

trust and confidentiality prompting them to discontinue the services. WWD 1 was 

disappointed by the breach of trust when her confidential information was revealed without 

her consent.

I felt great disappointment because I felt that I was opening up to the last 
person now and throwing a stone in the hope that it would not sink as far as 
it could. So, it turns out that he has leaked some things … and she used it 
against me, (WWD1)
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In addition, participants talked about feeling discouraged from reporting violence to 

the police because they were required to provide their full names at the registration stage. 

Women were hesitant to provide such personal details due to fear of further violence if these 

details were passed on to their abuser. The women were aware that, in Sweden, government 

officials are obliged to provide such details upon request. Women who had escaped abusive 

relationships were worried that providing full names increased the chances of being located 

by their abuser. Below, WWD1 recalls her conversation with a police officer.

I talked a lot about being able to give my first name and avoid my whole 
last name because it would give more personal data from me, like how you 
can find me on hitta.se [a site for finding addresses of people living in 
Sweden]. I do not want to be contacted by this person…how should I 
proceed; it was frustrating, (WWD 1).  

Some chose silence as a way of maintaining family stability and preventing further 

harm. Even in instances where help was available, some did not seek IPV services, fearing it 

would lead to instability in their relationships. Despite the abuse, some women still 

appreciated certain aspects of their relationships and were willing to make trade-offs. In the 

quotation below, this woman chose not to report abuse in order to please her partner, “just 

because I know that he will at least be kind and happy about this. You choose your battles”. 

Women with children expressed fear of relationship dissolution and this discouraged them 

from seeking IPV services. Ending a relationship implied that one had to find a new home and

change children’s schools, forcing them to move away from a familiar environment and lose 

friends. Additionally, women also dreaded custody battles as expressed by this respondent. 

I wanted the children to be close to the school so that they would have their 
friends left, I don’t want to move away. I know how difficult it is to get sole
custody. It is almost impossible to get sole custody today, despite intimate-
partner violence, (WWD 10). 
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Another barrier to not seeking IPV services some WWDs talked about was fear 

of stigmatization. Being abused created an internalized sense of stigma, which manifested in 

feelings of shame, embarrassment, and fear of being viewed as failures, which hindered 

women from talking about their violent experiences. “Yeah, I did not say it until later, I hardly

dared to say it”, (WWD 3). Aside from the internalized stigma, some women also described 

experiencing external stigma, which manifested in the lack of a supportive environment to 

talk about their violent experiences. The respondent below described difficulties in disclosing 

abuse to her own mom because her mother belonged to a generation that was not open to 

talking about such a topic, “She is of the generation that is a bit hush-hush, things should look

good on the outside. But she is aware of what is happening”, (WWD 11). 

Interpersonal level

The role of personal connections

Lack of personal connections to offer support while seeking formal services was

a major barrier. However, supportive family and friends were described as major facilitators 

in accessing IPV services. Women mostly relied on informal support from family and friends 

and often described formal IPV services as dysfunctional and unreliable. Some women who 

had sought IPV services with the help of a family member or a friend had positive 

experiences. “I remembered that my mother and the legal representative worked a lot… mom 

had to call and report him (the abuser) to the police” (WWD 3).

In the example above, WWD 3 viewed the legal process as cumbersome, she felt 

overwhelmed taking on such a task on her own. Even with the help of her mother (who wasn’t

disabled), the process was tedious. Women who did not have anyone supporting them 

described encountering difficulties and often giving up. Mothers in particular played a 

significant role in encouraging women to seek help and offering support during this process. 
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The supportive role of mothers manifested in their efforts to initiate contact with the providers

and to link women to the different providers.

WWD frequently addressed the role of friends as essential, friends helped in 

talking things through, reflecting on circumstances, and at times provided a safe space where 

one could hide if they decided to leave the abuser. “I talked a lot with both my mother and my

best girlfriend who then lived in the USA. She said on several occasions that she was 

genuinely worried about me”, (WWD 9). Therefore, a lack of supportive personal connections

was a major barrier to using IPV services among women with disabilities.

Organizational level

Overall, WWDs viewed the IPV services provision system as complex and inadequately 

equipped to identify and respond to violence. The primary organizational challenges were 

characterized by an imbalance in power relationships, inadequate resources, and failure to 

follow the set response standards.

Imbalance in power relationships 

Women describe situations of power imbalances that frustrated their efforts to 

communicate with service providers. IPV service providers used their privileged position to 

act as gatekeepers. In some cases, the power imbalances manifested in the ways they 

described the communication between them and the service providers. In the example below, 

this respondent felt excluded from deciding on the course of action regarding her situation:

I want to be treated like a human being. It sounds so heavenly, basic…No 
one has talked to me, they have talked about me over my head…I have been
told that the reason why we are here is me, but no one is talking to me”, 
(WWD 11). 

Another participant viewed the way people with disabilities were treated to be rooted in the 

history characterized by institutionalization and exclusion of people with disabilities from 
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mainstream society. The interviewed women generally felt that such prejudices still exist even

today and considered them shameful. In the example below, this interviewee likens the history

of institutionalization to how society handles intimate partner violence.

“We who have disabilities… we are not visible, we are not heard as much 
as all other people, which I think is very shameful actually. That should not 
really be the case. Considering the older view of people we had several 
years ago, you saw us as disabled, so people are still hooked on those 
ideas… We were locked up in institutions ... It was a bit like … violence in 
close relationships ... it is a shame that this…is still allowed to exist as it 
does now in Sweden and in our society”, (WWD 7).

Inadequate resources 

Lack of resources was another overarching theme that women described. Most 

IPV service agencies lacked financial and human resources. In instances where resources 

were available, they were not easily accessible. Lack of resources was exhibited in terms of 

long waiting times, frequent turnover of service providers, short time allocation to sessions, 

and inadequate communication systems.  WWD 2 talked about the fact that agencies have a 

specific amount of time allocated per client and providers could not exceed this limit. “Each 

authority has a certain amount of time to receive, either for free or for payment. Then they can

do no more. Prosecutors shut down. The district court closes its eyes”, (WWD 2). Some 

women felt that the time allocated to meet with professionals was often very short. Some felt 

that their disabilities constrained communication, therefore they needed more time to talk 

about their concerns, which was never offered. Moreover, women felt that providers often got 

impatient and were eager to get rid of them through referral “We did not have time to talk at 

all. He just asked if he could send me on to a colleague”, (WWD 9). 

Another challenge identified was regarding high turnover. Most of these 

institutions frequently changed service providers. This was problematic because women felt 
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that they needed to constantly introduce their problems to the new staff, which limited 

progress in getting the needed support.

“You get sick between doctors; it is quite unusual to have a regular doctor. 
Every time you come to psychiatry, you meet a new doctor, which means 
that you have to tell your whole life story again at every meeting. You never
get anywhere”, (WWD 11)

Several women felt that the process of referral led to what was described as 

“falling between the chairs” (meaning to be neglected or overlooked), which resulted in not 

receiving IPV services.

There were many factors there that were problematic. But just that I wasn’t 
heard by the municipality... It becomes a very difficult thing… You have a 
support effort that is supposed to support you in such situations, but that 
does not happen...So there are many that fall between the chairs”, (WWD 8)

WWD also talked about getting discouraged from seeking IPV services due to the 

long wait duration. Excessive delay in providing services led women not only to question the 

effectiveness of the service provision sector but also made them skeptical of the government’s

ability to address the societal needs of those with disabilities.

“I have waited an extremely long time, and it shouldn’t really be the case 
that you have to wait 7-8 months to have psychological help...that's why I'm
critical and skeptical of our government, why they are doing what they do…
you should not fail chairs (being in an unsatisfactory position) because you 
do not get the help and support and care that you have actually asked for”, 
(WWD 7).

Lack of effective communication, including a lack of adequate equipment and poor 

communication skills, was also identified as a major barrier to both access and utilization of 

IPV services. WWD 10 had a hearing impairment and narrated the agony she endured while 

she attempted to contact service providers by phone: 
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“I had a very hard time from the beginning contacting the women's shelter 
because I have a hearing impairment, I find it difficult to talk on the phone...
I've been crying so much because I cannot hear. Even the Swedish Social 
Insurance Agency, which works with disability issues, speaks quietly. I had 
to call another insurance company and I asked, can you call this person 
because I do not hear what she says? Then he did and he said he could 
hardly hear what she was saying”, (WWD10).

WWDs also talked about providers who could not communicate effectively because they 

lacked empathy and merely went through routines without showing actual care. In this 

example, this woman described getting upset by what she characterized as “psychologist 

sound”. 

“I can meet a new psychologist and if the first thing they do is make a 
psychologist sound, then it doesn’t work. You want a conversation. I have 
not met a person who has been in contact with psychiatry who has not been 
disturbed by these fucking sounds”, (WWD 11).

Failure to follow set response standards

Failure to follow set institutional policies, guidelines, and protocols was mainly 

encountered while seeking services from health care institutions and social services. Women 

narrated encounters with providers who made assessments based on their own opinions rather 

than the set guidelines. Some respondents observed instances were set standards were not 

adequately followed and that providers were not using proper methods in making assessments

which the respondents attributed to a lack of knowledge as expressed by the respondent 

below.

 “Despite the social services' guidelines, no one follows the guidelines. Investigations 
are not investigated according to investigation methodology or adequate facts, but 
opinions and thinking. …they do not take in knowledge from those who are 
knowledgeable”, (WWD 2). 

Some WWD felt that the providers failed to inform them of the procedures that 

were to be taken, which left them feeling anxious, further escalating their worries, and 

confirming that the providers were not following the accepted procedures of care.
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Society level

Societal incompetence 

There was a consensus among the respondents that psychological violence was 

the most neglected form of violence at a broader societal level. Society treated psychological 

violence as a taboo, a subject completely forbidden to talk about. WWD 1 reflected upon this 

as she exemplified by a case of bullying; “Society is not so competent when it comes to 

bullying and such… it is also a kind of abuse that is quite taboo here in Sweden and you 

almost never talk about it”, (WWD 1). 

Aside from silence, the lack of societal competence was further reinforced by 

the absence of rules and regulations criminalizing psychological violence as the same 

respondent mentioned “We lack laws and rules that punish mental abuse. Now people talk a 

lot about the physical, but you forget to talk about the mental, which is quite taboo”, (WWD 

1). The general lack of laws outlawing psychological abuse was perceived as a sign that 

society still viewed this type of violence as taboo and this attitude is a testimony to why fewer

resources are invested in addressing it.

Societal incompetence was further reinforced by the lack of knowledge about 

disability. In some cases, service providers were knowledgeable on how to handle IPV but 

lacked knowledge of different forms of disability, which frustrated the process of seeking IPV

services. “They know their subject but do not know the social aspect, not the least about 

disability”, (WWD 10). Lack of knowledge regarding certain types of disability resulted in 

misjudgment and poor assessment of needs hindering women from accessing adequate IPV 

responses. In the quotation below, the respondent shares her personal experience where her 

disability was poorly assessed, eventually leading to a denial of psychiatric services and the 

loss of her children;
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“They have said that you cannot receive therapy because of your 
disability…In addition, I have lost my two children due to my diagnosis... if
a person has children and is involved in LSS and also lives in housing… 
you can be considered a very dysfunctional person in society, or in your 
private life…it looks like you cannot manage yourself … and your children 
are exposed because you are considered dysfunctional…. for a person who 
does not have knowledge about it, who does not have all the facts on the 
table”, (WWD 8) 

Discussion

Our finding highlights a range of multilevel barriers that are often entangled in each other in 

given situations. At the individual level, we identified three themes, identity category of 

disability, not knowing about certain forms of violence, and being better off silent. At the 

interpersonal level, lack of personal connection was the major barrier identified while the 

organizational level barriers included power imbalances, inadequate resources, and failures to 

follow set response standards. At the societal level, societal incompetence was the main 

barrier described by the respondents, this manifested in the form of treating violence as a 

taboo never talked about, and the lack of laws condemning psychological violence. 

Women with invisible disabilities were reluctant to seek IPV services for fear of 

exposing their disabilities, as this would lead to being treated as disabled, which they 

considered devaluing to their identity. To a greater extent health care providers are socialized 

to view disability from a biomedical perspective. The biomedical perspective puts the focus 

on treating disability as an individual tragedy which might lead to societal devaluation of 

people with disabilities [27, 28], and to pervasive stereotypes, and the “othering” [29]. To 

avoid societal devaluation, those with imperceptible disabilities choose to hide their 

disabilities to evade discrimination and systemic preclusion [30]. 

In this current research, most women were able to recognize and name physical 

and sexual violence as such, but some found it hard to recognize psychological violence on 

their own.. The idea that certain types of violence are not easily recognized is not a new one, 
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research conducted on women, in general, has documented similar observations, where 

women report difficulties in recognizing and naming psychological abuse in the absence of 

physical abuse [31]. Most women in this study were only able to recognize and name 

psychological violence as such with the help of family, friends, and professionals. In 

literature, being able to clearly label psychological abuse has not only been problematic 

among women but also among professionals [32]. For example, some research report a lack of

consensus on which particular behaviors constitute psychological abuse in adult intimate 

relationships [33]. Parallel to naming violence, women also described a lack of role models in 

their society exemplifying healthy relationships. Most of the women’s views on relationships 

were often shaped by what they saw in the media and other forms of popular culture, a finding

similar to earlier studies [34], where violence is often characterized by explosive, isolated 

events [35]. 

In as much as some women recognized the dangers of staying in a violent 

relationship, they still opted to remain silent and to avoid seeking IPV services. Seeking IPV 

services often led to the undesired outcome of dissolution of their intimate relationships. To 

these women, separation or divorce implied loss of companionship, isolation, disorganization 

of children’s environment, and custody battles. Research shows that PWD are less likely to 

cohabit or to get married [36]. According to Chenoweth (1996), having a boyfriend or 

husband is highly desired among women and girls with disabilities, this could partly explain 

why some women did not want to get help if this implied dissolving their intimate 

relationships [37]. This phenomenon of hesitance to leave an abusive relationship is well-

known even among women without disabilities [13, 14]. Despite these challenges, there is a 

need to encourage women to seek help, to provide information on violence disclosure and to 

empower women to act against abuse [38].
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Furthermore, the choice to remain silent was exacerbated by the perception that 

institutions could not listen to WWDs because they were considered less worthy and less 

trusted according to the ableism norms. This idea reinforces the notion that the disabled and 

their voices are deftly silenced, ignored, and rendered unintelligible [37]. The experiences 

described in this study are not at all divorced from the current literature, Sobsey (1994) used 

the term silent acceptance to describe violence and abuse in the lives of people with 

disabilities [39]. This silence practiced by the women themselves and promoted by their social

networks such as family members and overall, by society, reflects the culture of silence that 

surrounds the covering up of abuse of people with disabilities [37]. Being treated as invisible 

and not being heard creates frustration. It is also possible that PWDs experienced such 

treatment early in their lives. Penchansky and Thomas (1981), assert that such treatment leads

to a decrease in utilization of services, dissatisfaction with the services and care received, and 

subsequently inequality in service provision [40]. 

At the interpersonal level, our study found that personal connections 

significantly encouraged women to recognize abuse and seek IPV services. This finding is in 

line with previous research that highlights the importance of informal support networks in the 

long process that women go through when attempting to create safe and independent lives 

[12]. The way family and friends react to women wanting to leave a violent relationship, by 

either supporting or discouraging them, shapes the meanings women give to their experiences 

of violence, subsequently influencing their decision-making process [14]. The involvement of 

social connections plays an essential role in shaping women’s views of their coping options, 

which may encourage them to seek help [41]. Support from the family and social context is 

especially important because barriers to IPV services occur in a hierarchical structural context

as shown in this study. Thus, changes implemented at the different hierarchical structures are 

bound to yield better results.
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At the organizational level, women were confronted by a power imbalance. 

There seems to be a battle of communicative silence in which providers make no effort to 

hear and understand what women communicate. A similar observation was made by 

Chenoweth (1996) when describing the structured silence around women with disabilities as 

deeply embedded in social practices where women are confronted with marginalization, 

rejection, and extensive control over all aspects of their lives[37]. The silence surrounding 

violence can also be reflected in the way women describe the absence of laws that condemn 

psychological violence. In the absence of laws criminalizing psychological violence, women 

choose to remain silent, the willingness to report violence diminishes as women question its 

severity, which encourages cultural stigma. Cultural stigma legitimizes violence and devalues 

survivors by culturally constructing the reality of the event in ways that minimize its severity 

[42]. 

Our findings show that providers’ failure to follow set response standards 

discouraged WWDs from seeking IPV services. In recent years, the Swedish government 

through the National Board of Health and Welfare and several professional associations have 

issued guidelines to aid professionals working in institutions and associations on how to 

assess risk and identify violence. Subsequently, institutions have also created training 

programs and service protocols to guide responses to women who are experiencing abuse 

[43]. In our recent study, service providers clearly indicated that the described processes were 

instrumental in providing IPV services to WWDs exposed to violence [12]. Nevertheless, 

there is a need for a more concerted effort on IPV service response to WWDs, accompanied 

by structural changes in sectors to support the implementation of such guidelines. 

At the societal level, women pointed at a glaring need for strengthening societal 

competence. The societal silence around psychological violence, lack of knowledge on 

disability, and the absence of laws criminalizing psychological violence create favorable 
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grounds for violence to occur while at the same time discouraging WWDs from doing 

anything about it. To build community trust in IPV services, the system needs to implement 

proper management of reported cases and allocate resources to programs to support WWDs. It

is also important that in early years young people gain knowledge about boundary setting, 

communication, and respect for privacy. Community-level research has appealed to the 

concept of social capital, which is embodied in the social ties among persons and positions 

[27]. Social capital is built on mutual obligations, opportunities to exchange information, 

shared norms, and the ability to enforce standards and administer sanctions. These models 

also provide an opportunity for the community to be actively engaged in the implementation 

and promotion of social control, in which community residents take an active role in the 

sanctioning of offenders, and emphasize accountability [44]. 

Conclusion

Our findings indicated that WWDs encounter several barriers at different 

societal levels that hinder their utilization of IPV services. These findings suggest that 

improving access and utilization of IPV services for WWDs requires multilevel changes in the

form of policies and programs directed at the individual, interpersonal, organizational, and 

societal levels. The themes identified at the individual level included the identity category of 

disability, not knowing what violence looks like, and a feeling of being better off silent. A 

lack of personal connection was the major barrier identified at the interpersonal level; at the 

organizational level, power imbalances, inadequate resources, and failure to follow set 

response standards were the themes identified while at the societal level, societal 

incompetence was the main theme identified. It is important that women with disabilities get 

the opportunity to speak for themselves about their IPV experiences and that they feel that 

service providers listen to them when seeking IPV services as this will improve their trust in 
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the IPV service providers and subsequently encourage access and utilization of IPV services. 

This study provides a robust set of findings that stand in their own right while inviting other 

researchers to contribute to future research aimed at strengthening IPV service provision for 

people with disabilities across diverse populations and methodologies.
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