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ABSTRACT 

Objectives: The aim of this study was to explore awareness of abuse in health care (AHC) 

from a staff perspective. 

Patient evaluation studies often focus patient satisfaction, and serious negative experiences 

might therefore be obscured. In our research we have found that AHC is commonly reported 

by male and female patients, when asked for in a strait way, but so far no intervention studies 

against AHC have been published. Investigating staff‟s awareness of AHC is our first step 

toward developing interventions against AHC. 

Study design: Data was collected at a Swedish clinic of obstetrics and gynaecology. 

Qualitative interviews with 21 informants were analysed with constant comparative analyses. 

Results: The core category - „Staff‟s awareness of AHC varies according to context and 

possibilities to act‟ - was derived from the interaction between five categories; Moral 

imagination, Relativism, Explanations, Dissociation from AHC and Acting against AHC. 

Awareness of AHC was not a permanent state that did/did not exist as all participants 

displayed both high and low awareness; depending on the situation.  

Conclusion: Staffs awareness depends on more than personal characteristics; therefore AHC 

interventions have to target individual behavior as well as cultures and structures in health 

care. 

 

 

KEYWORDS: ethics; patient safety; quality of care; qualitative method; abuse in health care; 

education. 
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INTRODUCTION 

 

Why is it important to know how patients perceive the health care they receive? There are 

several ethical reasons, but also humanitarian and practical ones; namely to behold the 

patients‟ confidence, to avoid treatment-seeking delays, to increase patients‟ compliance and 

avoid suffering; and of course the overall responsibility to improve health care. 

For these reasons, various kinds of patient evaluation studies have been conducted since the 

1960s. The research field has not only offered methodological challenges, it has also been 

discussed from a content perspective: what should be evaluated? 

Patient evaluation studies have often been operationalized as patient satisfaction studies (1). 

The theoretical ground of the concept patient satisfaction has been questioned because of poor 

conceptual and theoretical development (1-5). Some of these concerns have emerged from the 

positive evaluations that satisfaction studies regularly produce (2, 6), thereby concealing 

dissatisfaction as well as traumatic experiences. There has also been a massive critique 

against quantitative questionnaires‟ ability to measure personal experiences of care (1-3, 7-

10). The journey has gone from evaluating patient satisfaction (1, 3, 11, 12) to various forms 

of patient dissatisfaction (6, 13, 14) and, lately, abuse in health care (AHC)(15).  

AHC could be defined as any act perceived as abusive by the patient in any health care 

setting. AHC has been operationalized by concrete examples in The NorVold Abuse 

Questionnaire (NorAQ) (Table 1). Estimated prevalence among Nordic gynecology patients 

answering NorAQ ranged between 13 and 28 percent (15). 

In interview studies patients recognized AHC as a frequent and serious problem (8, 16-18), 

while staff generally had difficulties to remember any concrete episodes of AHC, even though 

they believed that AHC occurred frequently even at their clinic (19). Our research question 

was based on this paradox; to what extent is staff aware of AHC? 
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Table 1. Questions in NorAQ about abuse in health care. 

 ABUSE IN HEALTH CARE 

 

Mild 

abuse 

 

 

 

Moderate 

abuse 

 

 

Severe abuse 

 

Have you ever felt offended or grossly degraded while visiting health services, 

felt that someone exercised blackmail against you or did not show respect for 

your opinion - in such a way that you were later disturbed by or suffered from the 

experience? 

 

Have you ever experienced that a "normal" event, while visiting health services 

suddenly became a really terrible and insulting experience, without you fully 

knowing how this could happen? 

 

Have you experienced anybody in health service purposely - as you understood - 

hurting you physically or mentally, grossly violating you or using your body and 

your subordinated position to your disadvantage for his/her own purpose? 

 

 ANSWER ALTERNATIVES (THE SAME FOR ALL QUESTIONS) 

  

1 = No, 2 = Yes, as a child (<18 years), 3 = Yes, as an adult (≥ 18 years), 4 = Yes, 

as a child and as an adult 

 

Note: The section about AHC was introduced as follows: The following questions deal with 

abuse in health services. We ask you to mark if you have experienced any of the following 

events; as a child or as an adult. If you answer yes to any of the questions 41-43 we call it - in 

this study - that you have been subjected to abuse in health services. 
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METHOD 

 

Materials and procedures 

Eligible for the present study were 140 staff members at a Swedish clinic of obstetrics and 

gynecology. Informants were recruited to represent all staff categories, different age groups 

and male/female staff, but else at convenience. Twenty-four staff members were asked and 

three declined participation. There was a majority of female employees at the clinic, mirrored 

in our sample of 16 females and five males (all gynecologists): three 

administrators/secretaries, six midwifes, seven gynecologists, and five auxiliaries. 

In spring 2007 altogether 21 interviews were conducted by the two authors in silent rooms at 

the hospital. The semi structured interviews lasted in average 60 minutes, and was based on a 

general interview guide prepared by the two authors (Table 2) (20-22). Interviews were tape-

recorded and transcribed verbatim by a secretary. 

 

Table 2. Interview guide 

 

THEMES FOR THE INTERVIEW 

 

How do you like your workplace? 

Are patients being abused in heath care? 

When I say abuse in health care, what is the first thing that comes to your mind? 

Who is the agent when abuse in health care occurs? 

Who is being abused in health care? 

How does abuse in health care occur? 

How can health care staff intervene against abuse in health care? 
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Concerning translation of the concept AHC, the Swedish word „Övergrepp‟ and „kränkning‟ 

has been used synonymously and been translated to „abuse‟ in English. 

Written informed consent was obtained from all participants before the interviews started. Our 

request to conduct the study had been approved by the local ethical committee (Registration 

number 194-06). 

 

Data analysis 

Constant comparative analysis was used to process data (23-25). The transcribed interviews 

were analyzed line by line according to Glaser‟s scheme of open coding to generate 

substantive codes, i.e. words or sentences with a relationship to the research question (23, 26). 

The substantive codes were constantly compared between interviews to generate new 

substantive codes and categories. The relationship between the categories was analyzed and a 

core category that answered our research question was identified (26). Results from the 

analysis are summarized in Figure 1. To facilitate the comprehension for readers, the wording 

of substantive codes is not literal in Figure 1. No new categories emerged after eight 

interviews. 
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Figure 1.  

 

  

 

 

 

 

Figure 1. Core category, categories and substantive codes answering the research question; to what 

extent is staff aware of abuse in health care? 
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Low awareness 
 

 
Note: The number of interviews represented in each substantive code/category is displayed after each 

substantive code/category (in total 21 interviews). 

 

Acting against AHC 17 
Dares to act 9 

A too sensitive issue 10 

Staff‟s awareness of abuse in 

health care varies according to 

context and possibilities to act 

 

Moral imagination 20 
Examples of AHC from a patient 

perspective 14 

Show consideration for patients 5 

Show respect for patients 10 

Understand patient‟s weak position 7 

Relativism 17 

Abuse against staff 13 

High expectations among patients 10 

Explanations 20 
Subjective experiences among patients 15 

Staff lacks time 8 

Organisational faults 8 

Staff had a bad day 5 

No medical error 4 

Dissociation from AHC 21 
Regards AHC unavoidable 6 

Regards AHC unintentional 16 

Takes self-righteous stance 6 

Does not remember examples 11 

Questions & analyses the word AHC 6 
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RESULTS 

 

The analysis shows that an individual‟s awareness of AHC is best illustrated as a continuum 

in constant movement, rather than being something a person has or has not. All informants 

gave examples and were reasoning on a scale from low to high awareness of AHC during the 

interviews. This continuum had four “platforms”, representing decreasing degrees of 

awareness: 1) Moral imagination, 2) Relativism, 3) Explanations, and 4) Dissociation from 

AHC. Moral imagination represented the highest degree of awareness of AHC found in this 

study. Altogether there were five categories; the fifth category represented Acting against 

AHC (Figure 1). 

 

 

Moral imagination 

The category Moral imagination was based on staff members‟ ability to use a patient 

perspective and to be empathic. Examples in this category can be divided into own 

experiences, examples when other staff was considered to be abusive toward a patient, or 

most commonly, merely general examples. Some actions were without doubt considered to be 

wrong by the informants, e.g. that staff members often were reading patient records and 

talking about patients, even if they were not involved in the case, or that they were talking 

about other patients or their own private life, while helping a patient. 

The examples given were often described by the informants as „small things‟ that were 

important to be aware of to avoid AHC, e.g. how to look at, talk to or touch a patient.  

Moral imagination was furthermore based on awareness of the power asymmetry between 

patients and staff; i.e. the subordinated patient position and the superior staff position: ‘They 
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come because they need help…the patient is in reality subordinated…the hospital and staff 

really, and we have more power in a way.’(Auxiliary nurse) 

Especially female staff often referred to the exposed and uncovered position held by a patient 

during the pelvic examination. They emphasized how important it was to cover the patient, 

and they knew exactly how they would feel in the same situation. 

 

‘…Sometimes I feel when I have to run out…to fetch something and she lies there and he sits 

down there…the gynecologist… and talks between her legs. You know! I think that’s horrible! 

(sigh) Then I have to look for the midwife who will unlock a cupboard to get the medicine 

out…(catches a deep breath). I don’t know how fast I want to get that medicine out of there 

you know because I know that she shouldn’t lie like that (in a high voice). I think that’s a 

little…I feel that in this situation she must feel abused.’(Auxiliary nurse) 

 

Relativism 

On a lower level of awareness of AHC, things became more relative and it was obvious that 

staff members were also concerned about their own feelings and experiences of being abused 

by patients, as well as by other staff members. They acknowledged that patients experienced 

AHC, but they also scrutinized their own vulnerability alongside the patients‟ as if they were 

relative to each other. It was mentioned that staff members at a gynecology clinic were more 

at risk for strong negative reactions from patients, because they were dealing with more 

sensitive issues than other specialties. Furthermore, negative reactions from patients were 

sometimes regarded not only unpleasant but also unfair: 

 

‘…staff members can also be abused so to say. The patient might say something 

too…question…someone’s competence…That person might feel really abused. There are 
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…well…unpleasant patients so to say…and you try to do your best, you know. Everybody is 

doing their…best, you know…well, and still you are just told off…and then…then you get sad 

and you feel abused somehow. (Auxiliary nurse) 

 

Staff being abused by a patient was understood from an ill patient‟s perspective, e.g. a patient 

looking for a scapegoat when being in a state of crisis. But the understanding of patients‟ 

abusive behavior was often easier to handle on an intellectual than on an emotional level. The 

informants understood the patient‟s reaction but they were still frustrated because they knew 

they had done everything right, and therefore felt offended or unfairly treated when patients 

were abusive towards them. 

Furthermore, many informants thought that the patient position had been strengthened and 

that some patients took advantage of that, and were more demanding nowadays; which had 

made it more difficult to work in health care. Higher expectations on the health care in the 

society where also proposed to make patients believe that they could demand more. 

‘When…(they)…finally get their appointments, they expect miracles…’ one gynecologist 

commented. 

Another informant meant that health care had participated in creating these expectations, i.e. 

that health care can solve every problem, and suggested that this lack of clarity facilitates for 

AHC to occur. If patients knew what to expect from health care, they would not so easily feel 

abused, this informant concluded. 

 

Explanations 

There were many general explanations, not necessarily based in own experiences, of how 

abuse arise in health care, e.g. that AHC is connected to personality in patients as well as 

staff. The majority thought of AHC as a subjective experience, i.e. something that is abusive 
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to one person might not be abusive to another person. More than two thirds of the informants 

argued that some people feel abused more easily than others, and that a patient who 

experiences AHC might choose to interpret things in a negative way.  

Pregnant women were used as one example of patients being very sensitive and prone to 

negative interpretations. 

Even when AHC was considered a subjective experience, some explanations were based on 

an additional notion of „vulnerable patients‟. For instance, patients who experience AHC 

might have had a bad experience in health care earlier or experienced other kinds of abuse 

earlier in life, making them more vulnerable in new health care encounters. Some thought that 

patients who belong to certain groups, such as e.g. immigrants or drug addicted were more 

exposed to AHC. The former because of ignorance among staff when it came to their 

customs, but also because of language and other cultural barriers, and the latter because they 

were often looked down on as human beings. 

Stress and time constraint was one explanation and organizational structures and routines 

were also believed to create AHC. Different kinds of staff categories claimed that being 

interrupted in their work by colleagues made them irritated in a way that could influence their 

work with patients negatively. It could also be a matter of how well patients and staff got 

along, or depending on if the health care provider had a good or a bad day.  

 

Dissociation from AHC 

Staff appreciated the openness and the warm atmosphere at the clinic. They felt „like a family‟ 

and thought that they were at the front edge when it came to behaving well toward patients. 

At the same time they said that they knew that AHC was common; even at their workplace. 

Some thought that it was inevitable that some patients would experience AHC. Some took it 

even further and said that AHC will always exist. 
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When asked, more than every second informant found it difficult to come up with concrete 

examples of AHC (from their own experience or from what they had heard of). 

Some informants were very critical toward the term „abuse‟, and meant that there was a risk 

that it was used too often. There seemed to be a worry that the word abuse had undergone 

inflation, and that it was not used in a proper way anymore. 

The majority thought that staff members were not aware when AHC happened, and that there 

was no intention to harm the patient. And still, they believed that AHC happened daily 

without the staff recognizing it, and that it was a matter of routines, i.e. getting too used to 

procedures and forgetting that they are new to most patients. This notion was very well 

described by one informant who gave an example of how this could happen. This example 

involves two levels of awareness; first the informant is not aware at all, but after having been 

made aware by the patient, the informant finds a good solution. Thus this example could 

illustrate both the Dissociation from AHC and Moral imagination categories. 

 

‘…I experienced it as a routine thing just to check that there were no problems…it was in-

between two other patients and a lot to do at the delivery ward. Well, then I think the door…I 

think it did not really close so there was a narrow opening I didn’t notice. And then she was 

examined and there was some pain when I examined her (silence). Everything looked fine 

and so I told her it looks fine and everything is all right…and then I thought that, you know it 

was done. But afterwards the midwife told me that she had reacted and that this patient had 

felt abused in some way…So I went back to talk to her and I sat with her for a long time…so 

she was….very satisfied after that, but the thing was that she had thought of this…for her 

this (examination) was a big thing…something that I thought of as a routine thing I did in-

between two other patients…and I think that’s the way it is for some people when they say 
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that they have been abused. It’s simply that you have two different images of what’s 

happening.’(Gynecologist) 

 

 

Acting against AHC  

This category presumes some awareness of AHC. However, it became obvious that 

awareness, even if it was a necessary condition, was not enough to induce acting against 

AHC.  

For example, it was considered important but difficult to tell a colleague that (s)he e.g. did 

something wrong to a patient. Acting against AHC was describes as a sensitive issue that 

demanded courage. ‘I have not learned that yet’ an experienced midwife commented. Maybe 

acting has to be learnt, but it might also be a question of personality, some informants had no 

option but to act, while others were more hesitant, or hierarchy; suggestions that were put 

forward in other interviews.  

It was emphasized that openness between staff could facilitate behavioral change, and if the 

person was not made aware of being abusive to patients, (s)he would never learn. Someone 

even said that they wanted to know about their mistakes so that they could improve. However, 

this wish for openness was surrounded by certain rules, such as e.g. a tacit understanding 

never to correct a colleague in front of a patient. It was also stated that it was easier to handle 

a formal complaint from the patient than things you only had observed yourselves.  

Thus to dare to act could mean a confrontation with a colleague, while trying to protect a 

patient. Some informants said that it could also mean to dare to ask the patient about former 

abusive experiences in health care, and to discuss with the patient how to avoid it in future.  
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Figure 1. 

Core category, categories and substantive codes answering the research question; to what extent 

is staff aware of abuse in health care? 

 

 

The Core category 

The core category - „Staff‟s awareness of AHC varies according to context and possibilities to 

act‟ - was derived from the interaction between five categories; Moral imagination, 

Relativism, Explanations, and Dissociation from AHC, and Acting against AHC. 

In our analyses, awareness of AHC was not a permanent state of being aware of AHC or not; 

all participants displayed both high and low awareness, i.e. awareness was not a feature 

characterizing some individuals but rather depending on the situation. 

On the lower levels of awareness, Relativism was considered a higher form of awareness than 

the two categories Explanations, and Dissociation from AHC, because these two categories 

imply a resistance to acknowledge AHC. We interpreted this resistance as a struggle between 

awareness of AHC and a need to defend one-self. Dissociation from AHC was considered the 

lowest form of awareness because this category was close to disavowal. 

High awareness - Moral imagination - is likely to increase the probability of Acting against 

AHC. However, as illustrated by an auxiliary nurse in the Moral imagination category, high 

awareness does not guarantee acting against AHC. I think that’s horrible! she said and she 

told us that the patient must have felt abused when she was left uncovered in the examination 

chair with the gynecologist still in position for examination. She felt respect and sympathy for 

the patient but she did not cover the patient or ask the gynecologist to change position. 

The relationship between Moral imagination and Acting against AHC has to be examined 

further in relation to other factors that might influence staff members to act against AHC. 
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DISCUSSION 

 

Our results showed that all staff members could relate to AHC against patients. 

Still, when asked, more than every second said it was difficult to come up with own, others‟ 

or general examples of AHC. When scrutinized we found that some of the given examples 

concerned colleagues, and only a few were own and the majority were general examples, i.e. 

staff is likely to be more aware of AHC involving others than themselves. 

According to modern memory research there are several memory subsystems (27). While the 

episodic memory is detailed and colorful, close to mental reliving, semantic memory contains 

general information without personal experiences (28). Examples of episodic memory were 

rare in our interviews, and only found in the Moral imagination category, while semantic 

memories were common in all categories. Notable is that the informants often said that they 

did not know anything about AHC, and yet they talked about it and gave examples. „Lack of 

memory‟ is a known coping strategy to suppress episodic memory and legalize semantic 

memory (29). It is our impression that this mechanism could have been activated in our 

interviews because of the taboo status of AHC. However interesting as a phenomenon, it is 

also a methodological weakness that heightens the risk for shallow data from the interviews. 

Another risk is that health care staff might feel that they ought to answer our questions in a 

certain e.g. ethically maintainable way, which would introduce a social desirability bias. 

However, our impression is that the defense mechanisms were much stronger than the social 

desirability in the present study. 
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Significance of the core category 

Staff‟s awareness of AHC varied from strong to weak depending on whether or not the 

context allowed staff to act against AHC. By context we mean structural and cultural factors 

such as e.g. leadership, formal/informal hierarchies, implicit and explicit rules and prevailing 

belief systems or implicit practices. 

The fluctuation in awareness indicates that awareness might be depending on something else 

than the individual‟s resources. To take action is not always possible, e.g. in our interviews it 

was a tacit agreement not to criticize a colleague in front of a patient, and afterwards it might 

feel „too late‟. If the possibilities to act are limited, awareness can become a burden and 

something that is slowly shut off. On the other hand, if acting is possible and the conflict is 

resolved in a good way, moral imagination and acting will be positively reinforced. The 

notion of a possibility to act is therefore crucial for culturing moral imagination - and 

counteracting AHC. 

It could be argued that the staff‟s shifting awareness of AHC could correspond to the severity 

of AHC. This idea was not supported by the interviews, as the informants, on the contrary, 

often talked about how important the „small things‟ were. There were also examples of staff 

members, who without realizing it were taking part in severe AHC. 

The implication of our core category could be interpreted in the light of what Galtung calls 

the vicious violence triangle (30, 31). According to his theory violence never occurs alone but 

is always legitimized by culture and/or structure, i.e. AHC is a matter of individuals, culture 

and structures. AHC prevention therefore has to target individual behavior and awareness as 

well as cultures and structures in health care. 
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Hindrances to act against AHC 

Our core category revealed that the characteristics of the situations in which AHC occurs 

might be more decisive than the degree of awareness of AHC when it comes to acting against 

AHC.  

Even though Swedish health care is more egalitarian today, hierarchies still prevail to some 

extent, and might constitute a hindrance to act against AHC because it is less likely that a 

subordinated person speaks up for herself or for anyone else. For example, in a Norwegian 

study physicians were commonly seeing themselves as the experts who should decide for the 

patient (32). Such a notion might not be questioned by colleagues holding inferior positions.  

Ethicists, sociologists, and social psychologists have studied factors that contribute to 

conforming human beings to go with the group, even when it means to take part in actions 

that clearly go against generally accepted norms and their own moral appraisals (33-35). One 

mechanism in these theories is to create a we-against-them situation. Depersonalization can 

then be used to reduce „the other‟s‟ humanity by, e.g. using a depersonalizing language, and 

strengthen „our‟ own superiority to justify certain acts against „them‟. In health care the 

concept „othering‟ has been used to describe the process creating staff as „we‟ and patients as 

„them‟ (36-38). A wish to maintain their privileged positions as „we‟, could therefore 

theoretically withhold staff from acting against AHC. 

Our study also showed that awareness of AHC is a complex phenomenon, and that 

participating in or even talking about AHC is a taboo.  
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How to counteract AHC on the basis of this study 

„Relativism‟, „Explanations‟, and „Dissociation from AHC‟ can be seen as facilitators for 

AHC, while the higher form of awareness of AHC found in this study, „Moral imagination‟ 

could be used to counteract AHC. Moral imagination, however, is rarely discussed within 

bioethics (39). 

According to Glover, moral imagination is a prerequisite for the development and 

maintenance of our moral recourses (33). He defines moral imagination as a way of seeing 

what is important for another person and argues that it can be developed. Moreover, there 

seems to be a general agreement that moral imagination is closely linked to the perception and 

ability of seeing different realities, e.g. realizing that patients can be afraid of a technical 

procedure that the physician uses every day (39, 40). These different perceptions do not have 

to merge, i.e. a „double-image‟ can exist on a perceptual level. One of our informants also 

pointed out that AHC often is a matter of „seeing‟ from different perspectives; „It’s simply 

that you have two different images of what’s happening.’  

How then can staff‟s moral imagination be developed? How can staff develop „a reflex‟ to 

always act against AHC? An accepting attitude toward AHC, legitimizing it to be discussed, 

could be one way to promote development of moral imagination, i.e. develop a tolerance for 

different perspectives, the „double image‟. 

A „cultural change‟ that acknowledges AHC, and breaks the taboo is also needed. AHC has to 

be accepted as something that can happen in any health care encounter; i.e. health care staff 

need to develop a tolerance for imperfection in self and others; as suggested by Shapiro (37). 

This cultural change could facilitate for staff to develop confidence in handling AHC in a 

morally and professionally adequate way. What is possible in a first step toward a cultural 

change is to create an environment at the clinic, where it feels safe to admit mistakes, and give 

and take positive and negative critique.  
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CONCLUSION 

Awareness of AHC was not a feature characterizing some individuals but rather depending on 

the situation in which AHC occurred. 

Therefore AHC prevention has to target individual behavior as well as cultures and structures 

in health care, e.g. there has to be a „cultural change‟ that acknowledges AHC and breaks its 

taboo status.  
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SUMMARY STATEMENTS 

 

Current knowledge on this subject 

Abuse in health care is more frequently reported by female than by male patients. 

Abuse in health care may cause severe suffering to both female and male patients. 

Abuse in health care has so far mainly been studied from a patient perspective. 

 

What this study adds  

In the present study we found that staff‟s awareness of abuse in health care varied from strong 

to weak depending on whether or not the context allowed staff to act. 

The study reveals the complicity in staffs‟ awareness of abuse in health care and adds 

knowledge from a staff perspective about the context in which abuse in health care occurs, 

which could be used as an empirical and theoretical base for a future intervention against 

abuse in health care. 
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