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Violence Against Young Men and Women: A Vital Health Issue
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Abstract: Objectives: Violence is regarded as a major health issue in an increasing amount of literature and is known as
an important factor in women’s ill health. Little however is known about violence against young men and women and its
impact on their health. The principal aim of this study was to analyze health outcomes and health care utilization as
reported among men and women aged 18-25 exposed and not exposed to physical and/or emotional violence.

Study design: A cross-sectional national health survey in Sweden.

Methods: Postal questionnaires were sent to nearly 3,000 men and women. Three questions were used to ask about
violence. Sociodemographic characteristics for those exposed to violence during the past 12 months were analyzed and
compared to those not exposed. Crude and adjusted odds ratios were calculated for health outcomes and medical care
utilization.

Results: Increased odds ratios were found for most health outcomes, and health care utilization for those exposed to
violence compared to non-exposed. After adjusting for socioeconomic factors, smoking, and use of alcohol and cannabis,
most variables were principally unchanged for women but considerably lower for men. Socioeconomic factors, smoking,
and the use of drugs were all correlated to victimization.

Conclusions: A strong association between those exposed to violence and physical and mental ill health was demonstrated
also after adjusting for possible confounders, specifically for women. It is time to include questions about violence in
public health questionnaires aimed at young people, but also to start asking about it more frequently in health care

settings.
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INTRODUCTION

Violence is increasingly recognised as a public health
problem and, in 1996, the WHO declared violence a major
health issue, publishing its first World Report on Violence
and Health in 2002 [1]. In 2005, the results of a major multi-
country study of domestic violence against women were
presented [2, 3]. The conclusion was that violence against
women is an important risk factor for women’s ill-health and
should receive greater attention and that domestic violence is
very common but varies widely from place to place and
country to country. A strong association between violence
and various health outcomes was demonstrated. Several
earlier studies of domestic violence against women have
produced similar results [4-9]. Occasional studies have
demonstrated mainly mental but also to some extent physical
health consequences of intimate partner violence in men as
well [10]. However, only a few reports on violence against
teenagers and young women and men have been published,
apart from studies relating to dating violence, which are
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fairly abundant [11-19]. There is no strict definition of dating
violence, but it is often described as physical violence,
sometimes also including emotional or sexual violence, by a
boyfriend, dating partner or intimate partner [13, 16, 18, 20].
Quite a few population-based studies of the association
between violence and health outcomes in young men and
women have been published so far, but those that have been
published have mainly dealt with dating violence and mental
or sexual health [11, 13, 15, 16, 18, 21-24]. Moreover,
socioeconomic correlates have rarely been reported or
adjusted for in earlier studies [13, 18, 22].

The authors of this paper have studied data from a
national public health survey conducted in Sweden in 2004.
We wanted to report the prevalence of physical and
emotional violence among the young men and women
answering a health questionnaire in which the questions
about violence were clear cut and did not include any
differentiation of the violence, apart from “physical
violence” and “threats”.

The principal aim, though, was to compare health
outcomes for young men and women exposed to violence
during the past 12 months with those of young men and
women not exposed to violence, not delimited to dating
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violence. Another aim was to examine the use of medical
services by those exposed and not exposed to violence and
also to analyze various socioeconomic correlates for
victimization.

METHODS

Data from a nationwide public health survey conducted
in 2004 by the Swedish National Institute of Public Health
were analysed. A nationally representative sample of almost
64,000 men and women aged 18-64 was asked to reply to a
questionnaire called Equal health?, which was sent to them
by mail. Data from men and women between the ages of 18-
25 were selected for the analyses in this study, which
comprised 1,603 men and 1,923 women. The response rate
for this age group was 49% for men and 64% for women.
The completion rate concerning the questions about violence
was 97%.

The questionnaire contained about 80 questions, 40 of
which related to physical and mental health and the use of
the health care system, 30 pertained to socioeconomic
factors, form of housing and work environment, while five
dealt with cigarette smoking and the use of alcohol and
cannabis. Three questions regarding violence were included
under the heading of “security”, worded as follows: (1)
“Have you been exposed to physical violence during the last
12 months?”, (2) “Where did it happen?” and (3) “Have you
been exposed to any threats or threats of violence that made
you scared during the last 12 months?”. Questions (1) and
(3) had binary answers, yes or no, while (2) had several
given alternatives.

Relevant questions for the age group regarding health,
use of medical care and socioeconomic factors were chosen
from the questionnaire for the analyses in this study. Most
health variables had three response categories: no; yes, some
problems; and yes, severe problems. They were
dichotomised into (1) no and yes, some problems; and (2)
yes, severe problems. There was one question about
accidents: “Have you been involved in one or more accidents
that caused you to seek medical care during the last three
months?”. The answers were dichotomised into (1) no and
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(2) yes, once or several times. The questions being about the
use of medical care had two response alternatives (1) no and
(2) yes. To assess mental health, the 12 questions from the
General Health Questionnaire (GHQ 12) were included [25].
The GHQ is one of the most thoroughly tested
questionnaires relating to mental health and is used for
screening current general psychological and psychiatric
disorders [26].

Of three questions relating to the subjects’ financial
situation, one was picked out as best for young people:
“Have you had any problems during the past 12 months
paying your usual expenses for rent, food, bills and so on?”.
The answers were dichotomised into (1) no and (2) yes, once
and yes, several times. Regarding education, the answers
were dichotomised into (1) all levels of education less than a
total of 12 years and (2) education of 12 years or more.

Alcohol use was assessed using the Alcohol Use
Disorders ldentification Test (AUDIT), constructed by the
WHO in 1992 [27] and widely used for adults but also for
young men and women [28-30]. The first three AUDIT
questions regarding consumption were used and different
cut-off values for men and women were chosen to
discriminate hazardous drinking [28]. For smoking, one
question was chosen, namely, “Are you a daily smoker?”,
while the following question was used for cannabis: “Have
you used any form of cannabis during the past year?”.

Statistical Analyses

To adjust for skewed dropout rates and selection
differences between different areas, various weights were
calculated by calibration by Statistics Sweden, which carried
out the original survey on behalf of the Swedish National
Institute of Public Health. These weights were applied to
each participant and were used throughout all the analyses.
The statistical analyses were conducted using the SPSS
program 13.1. Binary logistic regression was used to analyse
for possible associations between violence and
socioeconomic factors and different health outcomes.
Multivariate logistic regression was used to analyse the
association between violence and health outcomes,
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Fig. (1). The prevalence of violence, physical and/or emotional, during the last 12 months among young men and women aged 18-25 years.
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controlling for socioeconomic factors and smoking. The chi-
square test was used to analyse for significant differences in
socioeconomic background (education, unemployment,
financial situation, civil status), smoking, hazardous alcohol
use and the use of cannabis for those exposed to violence
compared with those not exposed. The significance level
used was < 0.05.

Ethics

All the young men and women were informed about the
study and asked to answer the questions as instructed in a
cover letter enclosed with the questionnaire. Answering the
questionnaire was regarded as consenting to join the study.
The Ethics Committee at the Swedish National Board of
Health and Welfare approved the survey.

RESULTS

The prevalence of violence, physical as well as
emotional, during the past 12 months is shown in Fig. (1).

The prevalence for young men was 19.2% and for young
women 12.7%. The place where the physical violence took
place differed somewhat between men and women. Among
the men, 61.7% had been exposed to violence in a public
place, while 18.9% were exposed in a home environment,
while young women had been exposed to violence almost as
often in a home (38.4%) as in a public place (41.3%). An
equal number of men and women had been subjected to
violence at their place of work (18%).

In Table 1, age and the frequencies of various
socioeconomic variables, as well as smoking, hazardous
alcohol use and use of cannabis, are given for young men
and women exposed and not exposed to violence. Significant
differences were seen for all variables. For several factors,
the differences were small, but, for financial problems, the
differences were substantial between those not exposed to
violence and those exposed to violence, for both sexes.
Young women exposed to violence were more frequently
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daily smokers than those who were not exposed, while
abused men much more frequently had hazardous drinking
habits. Both young men and women exposed to violence had
a greater tendency to use cannabis than those not exposed.

Crude and adjusted odds ratios for different health
outcomes and the use of medical care for men and women
exposed vs. not exposed to violence are given in Table 2.
The crude odds ratios were considerably higher for most
variables for both sexes, not only those describing mental
health characteristics but also variables such as general
health and severe allergic and asthmatic problems.

The exposed women in particular answered more
frequently that they had been involved in an accident that
caused them to seek medical care. The odds ratios for
different forms of health care utilisation were higher for both
men and women. Furthermore, both women and men
exposed to violence had higher odds ratios when it came to
needing medical treatment but not applying for it. When the
odds ratios were adjusted for socioeconomic variables and
smoking, most ratios for the women were unaltered or
showed only small changes, with the exception of
anxiety/nervousness, fatigue/insomnia and being overweight,
where the odds ratios were considerably lower. For men,
several odds ratios were lower but still increased, namely,
general health and anxiety/nervousness, while some odds
ratios approached zero or even lower, most noticeably for
different medical care utilisation. When hazardous alcohol
use and the use of cannabis were added to the analyses, only
minor changes in the odds ratios, if any, were observed.
These are therefore not further reported here.

DISCUSSION

The most essential finding in this study was the strong
association between a self-reported history of violence and a
poorer health outcome in a wide range of physical and
psychological health variables, for both young men and
women, compared with those not exposed to violence.
Moreover, only minor changes were noted in the odds ratios

Tablel. Age and Frequencies of Socioeconomic Characteristics, Smoking, Hazardous Drinking and use of Cannabis for Men and

Women who have been Exposed to Violence During the Last 12 Months vs. those that have Not

Variable Not exposed Exposed Not exposed Exposed
Men Women

Age (mean) 21.2 20.9*** 21.2 20.9***
Educational level less than 12 yrs, % 8.1 11.5%** 7.7 11.0%**
Currently unemployed/on sick leave, % 11.2 13.8*** 10.7 12.2%**
Financial problems past year, % 21.9 33.7%** 29.6 46.6%**
Single, living with no children, % 184 27 5%** 16.9 16.0%**
Single, living with child/children, % 0.3 1.0%** 1.2 5.0%**
Not born in Sweden, % 12.3 10.9*** 10.2 15.0***
Daily smoking, % 7.1 12.8*** 18.0 36.3***
Hazardous drinking, % 34.2 64.0%** 29.0 35.8%**
Used cannabis past year, % 8.8 17.0%** 3.9 13.6***

***p < 0.001 for chi2 for the differences between men and women exposed and not exposed to violence respectively.
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Table 2.
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Crude and Adjusted Odds Ratios (OR) and Confidence Intervals for Health Outcomes and use of Medical Care, Adjusted

for Socioeconomic Factors and Smoking, for Young Men and Women Exposed to Violence and/or Threats During the

Last 12 Months, Compared with those not Exposed

Women Men
Variables
Crude OR Adjusted OR Crude OR Adjusted OR
Poor or very poor general health 3.4(3.3-3.6) 3.4(3.3-3.6) 3.4(3.2-3.5) 2.2(2.1-2.3)
One or several accidents * 2.3(2.2-2.3) 2.1(2,1-2.2) 1.3(1.2-1.3) 1.1(1.1-1.2)
Long-term illness or disability 1.9(1.9-2.0) 1.9(1.9-2.0) 0.9(0.9-1.0) 0.8(0.8-0.8)
Reduced mental health (GHQ 12) 2.3(2.2-2.3) 2.2(2.1-2.2) 2.4(2.4-2.5) 2,0(2.0-2.1)
Anxiety or nervousness* 2.6(2.5-2.7) 1.6(1.5-1.6) 2.3(2.2-2.4) 1.9(1.9-2.0)
Fatigue and insomnia* 4.1(4.0-4.3) 1.7(1.6-1.8) 4.2(4.0-4.5) 4.2(3.9-4.4)
Stress* 2.1(2.1-2.2) 1.7(1.7-1.8) 1.9(1.8-2.0) 1.1(1,1-1.2)
Muscular/skeletal pain* 3.4(3.3-3.6) 3.1(3.0-3.3) 2.2(2.1-2.4) 3.8(3.4-4.3)
Headache or migraine* 1.7(1.6-1.8) 1.7(1.6-1.8) 1.6(1.5-1.7) 1.0(0.9-1.1)
Gastrointestinal problems* 1.2(1.1-1.2) 1.3(1.3-1.4) 1.6(1.5-1.7) 0.5(0.5-0.6)
Allergic symptoms* 1.9(1.8-1.9) 1.8(1.7-1.8) 1.2(1.2-1.3) 0.9(0.8-0.9)
Asthmatic symptoms* 1.6(1.5-1.8) 2.8(2.6-3.1) 1.4(1.3-1.5) N.A.
Consulted a physician * 1.5(1.4-1.5) 1.5(1.5-1.6) 0.8(0.8-0.9) 0.9(0.8-0.9)
Visited an emergency ward * 3.0(2.9-3.1) 2.3(2.2-2.4) 1.1(1.0-1.2) 0.9(0.8-0.9)
Treated in a hospital 3.0(2.8-3.2) 2.8(2.6-3.0) 1.8(1.7-1.9) 0.9(0.84-0.98)
In need of medical treatment, but have not consulted anyone * 2.5(2.4-2.5) 1.9(1.8-1.9) 1.8(1.7-1.8) 1.9(1.8-1.9)

*Severe problems, # Last 3 months.

for women after controlling for socioeconomic factors and
smoking, while the changes were slightly larger for men.
Earlier studies have reported a higher rate of pain complaints
and psychological disturbances in young adults with a
history of physical or sexual abuse, while depressive
symptoms are more often reported in adolescents involved as
victims — or perpetrators — of bullying [31, 32]. Some earlier
population-based studies of adolescents and young adults
have described an association between dating violence and
health, mainly restricted to mental and gynaecological ill-
health [15, 21, 22]. Sociodemographic variables and
smoking and substance abuse have seldom been reported, or
adjusted for.

Another important finding was the strong association
between exposure to violence and the increased health care
utilisation reported by the young women, but not by the men,
after controlling for socioeconomic factors, smoking and the
use of alcohol and cannabis. Some earlier studies have
reported greater health care utilisation for both sexes
exposed to violence, particularly for young women, but these
studies have not controlled for socioeconomic factors [31,
33]. In another article on adolescent victimisation and the
subsequent use of mental health counselling services, the
odds ratios for the use of mental health services were higher
for young men and women exposed to violence, but not after
controlling for background factors [14]. In that study, both
sexes were analysed together. Some previous studies have
identified more severe physical and psychological
consequences for young women exposed to partner violence
compared with young men [11, 20, 34]. The vast majority of

the men exposed to violence in our study had been subjected
to violence in a public place and this violence was therefore
probably not inflicted by an intimate partner, while 40% of
the women exposed to violence had been exposed to
violence in a domestic setting and a higher percentage may
possibly have been the victims of violence inflicted by an
intimate partner. Taken together, these findings indicate that
violence against young women often differs from that
against young men, frequently occurring at other places and
possibly in other situations, with consequences that are more
serious for the health of the women. This underlines the
importance of analysing the results for men and women
separately but also of controlling for socioeconomic factors.

In spite of the increased health care utilisation
demonstrated at least for women, it has been reported that,
when young men and women were asked if they had ever
turned to anyone for help in relation to the violence in their
dating relationship, the vast majority of both sexes had not
sought professional help [35]. Furthermore, even if a strong
relationship between victimisation in women and poor
sexual health has been demonstrated in several studies, very
few gynaecologists raise any questions about previous
violence during visits to doctors’ offices [21, 22, 36].
Probably most women —and men — exposed to violence, as
well as the physicians they visit for treatment, are not aware
that their symptoms have anything to do with former abuse,
except in cases of acute physical injuries, when at least those
seeking medical care understand the connection.

Another interesting finding was the increased risk,
particularly for exposed women compared with those who
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were not exposed, of reporting that they had been involved
in an accident during the last three months. This could
perhaps be understood as a more or less deliberate
interpretation of violence by a partner or a friend as an
accident. Another explanation could be that some of the
women exposed to violence live in a violent environment,
but this is at least partly controlled for.

Young men and women do not face equal risks of
exposure to violence. There were significant differences for
all socioeconomic variables and the use of various drugs for
those exposed to violence compared with those who were
not. For some variables, the differences were small, while for
others they were substantial. Abused women had financial
problems more often and were more frequently single
parents. Abused men were most often single with no
children. Earlier studies have revealed similar results [13,
16]. Both men and women exposed to violence were more
often daily smokers and had used cannabis more frequently
over the past year and the men in particular more frequently
had hazardous drinking habits. It is important to remember,
however, that the majority of both men and women exposed
to violence had no socioeconomic disadvantages, were not
cigarette or cannabis smokers and did not have hazardous
drinking habits, except for the young men, who were
represented by more than 60%. It is impossible to tell from
this study whether the violence was experienced in
connection with drinking or whether the alcohol was used,
for example, to reduce pain or anxiety after an experience of
violence or threats, as discussed by Campbell in an article in
The Lancet, in which she pointed out that physical abuse
may contribute to both cigarette and substance abuse [7].

The strength of this study is the fact that it is based on a
nationwide public health survey conducted by the Swedish
National Institute of Public Health, in collaboration with
Statistics Sweden, which has previously conducted several
similar studies. The questionnaire included questions from
several different, well-validated instruments. One drawback
of the study, however, is the relatively low response rate,
especially for the young men, but, by using weights that
were constructed partly to overcome the problem of skewed
dropout rates, the data can be regarded as representative for
Swedish men and women aged 18-25.

There may be some reasons for criticising the questions
about violence in this study. Questions of this type have been
used in several Swedish health surveys and in some
international studies of dating violence [15, 16, 37], while
others have used more specific questions or questionnaires,
with different Kkinds of physical violence often being
exemplified [13, 20, 34]. For a study of the prevalence of
violence, especially intimate partner violence or domestic
violence, they might well be insufficient. Some researchers
have argued in favour of more differentiated questions,
where varying sorts of emotional, physical and sexual
violence are described [2]. Furthermore, the questions did
not allow for an analysis of the extent of the violence, nor
were there any questions about the perpetrator. It is likely
that more specific questions about violence would vyield
higher prevalence rates, since “mild” violence such as hitting
or pushing may not always be perceived as violence as such.
However, the main purpose of this study was not to analyse
the prevalence or degree of different sorts of violence but to
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compare different health outcomes among those exposed and
not exposed to violence.

The prevalence of violence among young men and
women is most often described as dating violence.
Extremely conflicting results about the prevalence of dating
violence have been reported, with one-year prevalence rates
ranging from 9 to 37% for young women and 6 to 36% for
young men, probably partly because dating violence has not
been strictly defined, but also because the questions relating
to violence have differed greatly [11, 12, 15, 16, 20, 21, 34,
37]. In this study, the prevalence of violence was higher
among the young men, but, as has been pointed out earlier,
the aftermath appeared to be worse for the young women,
with higher odds ratios for most health outcomes and
specifically for health care utilisation.

The cross-sectional design of the study does not make it
possible to tell which comes first, the ill-health or the
exposure to violence or threats. Like several other
researchers in the field, the authors believe that health is
influenced by violence and/or threats, even if the exact
mechanism is not known [1, 7, 38]. Regardless of whether or
not this analysis is correct, it is important for professionals
who meet young people in hospitals, clinics, doctor’s offices,
adolescent health centres and schools to be aware of the
strong association between violence and psychological and
varying forms of physiological ill-health. Several authors
have argued that routine questions about violence should be
used in various types of medical care setting, principally for
adult women [7, 38].

CONCLUSIONS

In our opinion, this is equally important for young men
and women, who are the ones most frequently exposed to
violence [11, 13, 39]. It also seems apparent that questions
about violence should be included in health surveys aimed at
young people. One major challenge is to help the staff that
work with young people to obtain the courage, strength and
knowledge to ask, listen to and help these young men and
women find their way to enhanced health and enable them to
move on with their lives. An even greater challenge is to find
ways of reducing violence among young people.
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