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Abstract 
Background: Men’s violence against women is a serious and extensive problem in the 

Indian society that affects the lives of these women entirely. The level of violence against 

women occur independent from all classes and ages. The estimated number of unknown cases 

is high and the uncertainty regarding number of victims is large. On a global perspective, the 

situation is even more confusing since the definitions of what makes a violent act varies 

substantially between countries and can range from anything between psychological, physical 

to sexual violence. 

 

Aim: To describe Indian nurse’s experience of caring for women exposed to gender-based 

violence.  

 

Methods: A qualitative study with semi-structured interviews was conducted. The 

interviews were made in four different hospitals in Mumbai, India. Five separated interviews 

were conducted with duration between 30-45 minutes with working nurses who all have 

experience in caring for women exposed to violence. Data was analyzed using content 

analysis described by Graneheim and Lundman (2004). 

 

Results: The data analysis revealed four main categories: Nurse patient relationship, Nurses 

ability to detect gender based violence, a part of the nursing process, Challenges in the 

nursing profession and Management of emotional impact. The nurses talked about the 

importance of building a trustful relationship and to observe the patient in order to identify 

violence. Challenges as language barriers, getting the women to open up about their situation 

and getting emotionally affected while caring for the women were described. Family support 

and teambuilding were of importance in order to handle these challenges.  

 
Discussions:  It can be very difficult for women who have been exposed to violence to 

seek help. It is therefore important for the nurse to create a trustful relationship in order to get 
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the woman to open up about her situation. However, studies show that nurses often get 

emotionally stressed from work and that many newly graduated nurses are thinking about 

leaving the profession. For this reason it is important that nurses get support in coping with 

the emotional impact and stress that comes from work.  

 

Keywords: Gender-based violence, India, Nurses, Experiences, Caring  	
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Sammanfattning 
Bakgrund: Mäns våld mot kvinnor är ett allvarligt och omfattande problem som har en stor 

påverkan på kvinnors liv i det indiska samhället. Nivån av våldet mot kvinnor sker oberoende 

från samhällsklass och ålder. Den beräknade siffran för mörkertal är hög och osäkerheten 

kring antalet offer är stor. Globalt sett finns stora oklarheter kring problemet då definitionen 

på vad som utgör en våldsam handling varierar avsevärt mellan länder och kan omfatta 

alltifrån psykologiskt och fysiskt till sexuellt våld.  

 

Syfte: Att beskriva indiska sjuksköterskors upplevelser av att vårda kvinnor utsatta för 

könsrelaterat våld.  

 

Metod: En kvalitativ studie med semi-strukturerade intervjuer utfördes. Intervjuerna gjordes 

på fyra olika sjukhus i Mumbai, Indien. Fem separata intervjuer som varade mellan 30–45 

minuter utfördes med yrkesverksamma sjuksköterskor med erfarenhet av att vårda 

våldsutsatta kvinnor. Datamaterialet analyserades med hjälp av innehållsanalys beskrivet av 

Graneheim och Lundman (2004).  

 

Resultat: Dataanalysen resulterade i fyra huvudkategorier: Relationen mellan sjuksköterska 

och patient, Sjuksköterskans förmåga att upptäcka könsrelaterat våld – en del av 

omvårdnadsprocessen, Utmaningar i sjuksköterskeprofessionen och Hantering av 

känslomässig påverkan. Sjuksköterskorna beskrev vikten av att skapa en tillitsfull relation 

och att genom observation identifiera våld. Utmaningar som språkbarriärer, att få patienten 

att dela med sig av sin situation och emotionell påverkan beskrevs. För att hantera dessa 

utmaningar ansågs stöd från familjen och teamarbete vara viktiga aspekter.  

 

Diskussion: Det kan vara väldigt svårt för kvinnor som har blivit utsatta för våld att söka 

hjälp. Det är därför av stor vikt för en sjuksköterska att skapa en tillitsfull relation för att få 

kvinnan att dela med sig av sin situation. Forskning visar dock att sjuksköterskor ofta drabbas 

av emotionell stress och att många nyutexaminerade sjuksköterskor funderar på att lämna 

yrket. Av denna anledning är det viktigt att sjuksköterskor får stöd i att hantera den 
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emotionella påverkan och stress som drabbar dem i det dagliga yrket.  

 

Nyckelord: Könsrelaterat våld, Indien, Sjuksköterskor, Upplevelser, Vårda 
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1. Introduction 
Men's violence against women is a serious and extensive worldwide problem that affects 

women's lives entirely (Hemimer, Björck & Kunosson, 2014). The level of violence against 

women occur independent from all classes and ages. The estimated number of unknown cases 

is high and the uncertainty regarding number of victims is large. On a global perspective, the 

situation is even more confusing since the definitions of what makes a violent act varies 

substantially between countries (Johnsson-Latham, 2014). 	

The global average of women reporting gender-based violence to a formal source is seven 

percent, but in India this number is less than one percent (Newberry et al., 2016). An early, 

supportive and non-judgmental treatment from a nurse or a social worker can be essential to 

if the woman actually reports the abuse to the police or not (Heimer, Björck & Kunosson, 

2014). 

During our studies at the Swedish nursing program and prior work experience in 

healthcare we have shared many discussions regarding gender inequalities and violence 

against women. In our experience, this is a worldwide problem that doesn’t get enough 

attention. When we started to search for different subjects to write about we were astonished 

about the lack of studies viewed from a nursing perspective. This sparked the idea of studying 

nurse’s experience in caring for women exposed to violence. We have therefore chosen to 

write our bachelor’s thesis in India were violence against women is underreported and a 

widespread problem. 

 
2. Background 

2.1 Violence against women: Worldwide 
According to World Health Organization (WHO, 2016) one third of all women worldwide 

will experience gender-based violence during their lifetime. The most common type is 

intimate partner violence and an estimated 30 % of women who have been in a relationship 

report experiences of physical and/or sexual intimate partner violence. Worldwide, 38 % of 

murders of women are committed by an intimate partner. World Health Organization (WHO) 

(2016) defines violence against women (VAW) as "any act of gender-based violence that 

results in, or is likely to result in, physical, sexual or mental harm or suffering to women, 
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including threats of such acts, coercion or arbitrary deprivation of liberty, whether occurring 

in public or in private life."  

The National Board of Health and Welfare (Socialstyrelsen) in Sweden has established in 

a report from 2007 that VAW is both a juridical, social and economic problem. This issue 

also affects health and is a matter of equality (Johnsson-Latham, 2014). The violence against 

girls and women is also a democratic problem since it is costing the self-reliance and own 

will of women. Studies made by women's rights organizations show that women, who are 

denied the right to their own body and sexuality, don't believe themselves having the right to 

affect their own lives (Tideström, Lithander, Söderberg Jacobson & Steen, 2007). This makes 

VAW a major threat against democracy and essential human rights.  

2.2 Violence against women: In India 

In India, VAW is a major health problem, but roughly under-reported (Newberry et al., 

2016). During the lifetime of an Indian woman there is a 37 % prevalence of gender-based 

violence, but less than one percent will report this to someone else then to family or friends. 

A fundamental cause to this problem is that men and women in India have been socialized to 

agree to the fact that men's control over women and their violent acts against them are normal 

and justified (Priya et al., 2014). The gender roles and expectations on women according to 

Indian tradition are all about women's duties towards housekeeping, procreation and caring 

for family. For women that don't live up to these expectations, the penalty is often violent 

acts committed by men. It's not rare that these kinds of acts are justified to keep the honor of 

the family intact and to keep the family relations normal.  

The Department of Foreign Affairs (Utrikesdepartementet) in Sweden (2013) describe that 

the government in India is aware about the problem of VAW and is taking actions to protect 

women in their home. Not only apparent violence but also threats regarding sexual violence 

or economic reprisals are punishable under the law on domestic violence in the home. The 

law also guarantee housing for women that have been violated in their home. During 2012, 

42 percent of the crimes in India were crimes against women, however there were 

convictions in only half of the cases. According to Tichy, Becker and Sisco (2009) today 

many women are aware about their situation and choices concerning report of domestic 
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violence. Despite new laws the justice system does not favor women, which pressures women 

to support themselves and their children alone in case of divorce.  

Rape is forbidden in India, with exception for rape in marriage when the woman is over 16 

years old (Utrikesdepartementet, 2013). There has been an increase when it comes to reported 

rapes, which seems to be attributed to the gang rape and murder of a young woman in Delhi 

2012 (Himabindu, Arora and Prashanth, 2014). The case was followed by an extensive debate 

in India about women’s safety that led to a wider definition of rape and higher penalty scales. 

An article written in connection to the Delhi rape shows that reported crimes against women 

increased by 24,7 % in 2012 compared with 2008. The authors clarify that gender-based 

violence is a multidimensional problem. These reported crimes differentiated from sexual 

harassments at work to rape. An alarming number of 24,923 rapes were reported in 2012, that 

makes it one every 22 minutes. It was further explained that the wrongdoings against women 

in India are an entrenched problem around the country. The number of reported crimes 

against women in 10 out of 28 states was over 10000. These states had both high and low 

Human development index and literacy rates. The numbers can display that the crimes are not 

only associated with educational and economic factors but also arguments for cultural and 

social factors. A population based study by Kar and Babu (2009) that investigated violence 

against women in eastern India confirms that women experience violence in all socio-

economic situations but urban areas with stressed economic circumstances and lower 

education are linked to a higher rate of domestic violence.  

 

2.3 The role of women in India 

Women in India have a weaker role in society compared to men, even though they legally 

share the same rights (Utrikesdepartementet, 2013). Although women have the same rights in 

the juridical system, they still experience problems in court because they have a weaker 

position than men economically, politically and socially. The report describes the relationship 

between vulnerability and gender; example given is that fewer women will get access to 

education and healthcare compared to men. Despite bans, the reality is that forced marriages 

do still occur in the Indian society. Old traditions such as daughters leaving the parental home 

at marriage while sons stay and help the family with maintenance do still occur. The fact that 

the sons provide for the family makes daughters less worthy in the eyes of the family. Mitra 
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(2013) explains that there is a significant link between marriage and women’s status. Her 

study indicates that women who live without a man are normally looked down upon even if 

they might have a good reason for it. Many times, for this reason women will stay in 

marriages even if the relationship is not working and the woman is subjected to various acts 

of violence.  

India’s economy has had a huge increase the last decade; one effect of the growth is an 

increase when it comes to female literacy (Himabindu, Arora & Prashanth, 2014). When 

female education grows, women become more aware about gender inequalities and it seems 

that India is moving to become more equal for men and women. Despite this, there is an 

ongoing problem with son-preference; low female child ratio continues and hits all time low 

since the independence 1947.  

Gender discrimination continues to be a widespread problem in the country. Himabindu, 

Arora and Prashanth (2014) explains that India is characterized by patriarchy and a leading 

male role. Tichy, Becker and Sisco (2009) describes that men and women in India are 

expected to have certain roles and they illustrate how the patriarchal system shapes the Indian 

society. Female children are from their birth formed to be led by the male in the family. This 

is built on the view of women to be more controlled by their emotions and therefore it is a 

necessity to be supervised from someone more rational, in this case the male. According to 

Himabindu, Arora and Prashanth (2014) the patriarchy has a history of making it hard for 

women to reach higher posts, but things are definitely changing, as we could see the first 

female president in India 2007.  

2.4 The caste system and gender inequality 
Since India gained independence in 1947, the country’s constitutional law guarantees every 

citizen his or her right to religious freedom and cultural practices (Mehta, 2015). However, 

this constitutional guarantee also systematically encourages gender inequality through 

patriarchal religious and cultural practices.  

The caste system in India has had a great influence over Hindu culture for more than 3,500 

years (Mehta, 2015). This institution consists of hierarchical social categories (Brahmans, 

Kshatriyas, Vaishyas, Shudras, Dalits etc.) that have separated groups through social, 

economic and political barriers. Caste is something people are born into through heredity and 
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it is closely connected to line of work and assumptions about purity. People from the lower 

castes have a limited selection of jobs; usually manual labor and work related to pollution and 

impurity. Furthermore, women from the lower castes are afflicted with gender discrimination 

and poverty that usually keeps them poor and prevents class movement.  

When it comes to violence against women, there is a connection between caste and 

predictors of intimate partner violence (IPV). A study made by Ackerson and Subramanian 

(2008) shows that women from lower castes were more likely to report lifetime-IPV than 

women from higher castes or classes. Ackerson and Subramanian (2008) discusses that one 

reason for this could be that men in the lower castes abuses their wives as a reaction to the 

fact that they can’t do anything about their lot within the strict caste system.  

An ethnographic study made by Krishnan (2005) also brings up the strong relation 

between caste inequality and marital violence. Women from the upper castes were less likely 

to report violence as a problem in their lives, while women from the poor lower castes 

expressed marital violence to be a common issue which also lead to an increased amount of 

stress within the household.  

2.5 Healthcare system in India 

Srivastava and McGuire (2015) describes that India’s healthcare system is one of the largest 

in the world and current reforms regarding healthcare are among the most important political 

concerns in India. India has both private and public healthcare (Oommen (2015). The 

healthcare system is organized by the federal states but the state is providing with guidelines, 

resources and technical aid. The public healthcare system is structured with a growing private 

sector and India has also an estimation of 3000 hospitals in traditional medicine (Oommen, 

2015). Despite the structured healthcare system, there are many villages that have poor 

quality of care with uneducated healthcare staff and doctors. 

According to Srivastava and McGuire (2015) India has persistent difficulties regarding public 

healthcare, such as problematic work hours for staff, poor access to hospitals and long 

waiting times for patients. One of the major outlays for households in India is healthcare. It 

was found that people living in poverty were less likely to use health services. In rural areas, 

there were findings showing that families with higher economic status and education were 

more likely to use healthcare. Concerning gender, it was discovered that early medical care 
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was five times more likely to occur to boys compared with girls. 

 

2.6 Healthcare professionals’ guidelines for violence against women 
World Health Organization has established guidelines for the health sector concerning 

violence against women that describes an urgent need to educate healthcare providers 

regarding intimate partner- and sexual violence (WHO, 2017). The identified key elements 

are Women-centered care, Identification and care for survivors of intimate partner violence, 

Clinical care for survivors of sexual violence, Training of health-care providers on intimate 

partner violence and sexual violence, Health-care policy and provision and Mandatory 

reporting of intimate partner violence.  

The guidelines states that there should be training for health-care providers in how to 

response to intimate partner- and sexual violence (WHO, 2017). It’s recommended that 

healthcare providers should offer first-line support, be non-judgmental, listen and respect the 

woman’s privacy. The clinical care should also include an emergency contraception, 

prophylaxis for sexual transmitted infections (STI) and knowledge in how to take a complete 

history in order to establish what interventions are suitable. In order to improve the care, 

healthcare providers should ask when someone shows up in conditions that could be the 

result of intimate partner violence. The guidelines further states that mandatory reporting of 

intimate partner violence is not recommended, reporting should only occur if the woman 

choose to do so.  

According to Indian Nursing Council (INC) nurses have the responsibility to promote 

special provision to vulnerable individuals/groups, such as women exposed to violence (INC, 

2017). Nurses also have to respect individual’s right to privacy and have to maintain 

confidentiality when needed. The Code of Ethics for nurses in India also includes the nurses’ 

responsibilities in valuing the human being and taking actions to protect individuals from 

harmful practice. 

	

3. Problem statement  
According to World Health Organization (WHO, 2016) one third of all women worldwide 

will experience gender-based violence during their lifetime. For an Indian woman there is a 
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37 % prevalence of gender-based violence during her lifetime but very few of those women 

will report it to a formal source (Newberry et al., 2016). This makes violence against women 

a major health problem in India.  
There are not many studies made about violence against women from nurses’ perspective. 

We believe that this study can be valuable since a good personal treatment from a nurse can 

be crucial to if the woman reports the violence to the police or not (Heimer, Björck & 

Kunosson, 2014).  

 
4. Theoretical framework	
4.1 Joyce Travelbees human-to-human concept	
The authors have chosen Joyce Travelbees theory of caring, and in particular the concept of 

the human-to-human relationship, as a theoretical context. Travelbees theory focuses on the 

interpersonal dimension of caring and she argues that the aim of the professional nurse is to 

create a human-human-relationship (Travelbee, 1971). The authors find this theoretical 

concept suitable since a supportive relationship between a nurse and a woman exposed to 

violence can be crucial to if the woman reports the abuse or not (Heimer, Björck & 

Kunosson, 2014). The theoretical framework will be related to in the result discussion.  

One of the criteria for establishing a human-to-human relationship is that the nurse and the 

patient see each other as unique human beings and not as stereotypical roles (Travelbee, 

1971). In order to understand nursing, she argues that it is necessary to see what happens 

between the nurse and the patient, how the interaction between them can be experienced and 

what consequences it can have for the patient and his or her condition (Kirkevold, 2000). 

Travelbee means that caring is an interpersonal process where the professional nurse helps an 

individual or a family to prevent or control experiences of sickness, suffering and, when 

needed, find a meaning in these experiences (Travelbee, 1971).  

 According to Travelbee, nursing reaches its aim by establishing a human-to-human 

relationship (Travelbee, 1971). Although, she argues that this relationship is not something 

that “just happens”. It is something that gradually develops day by day as the nurse and the 

patient interacts with each other. Travelbee explains that in order to build a human-to-human 

relationship, the nurse has to be aware of what she is doing, thinking, feeling and 
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experiencing. One of Travelbees main assumptions are that this relationship can only be 

established when the nurse and the patient have progressed through four phases: The original 

encounter, emerging identities, empathy and sympathy. These four phases culminate in a 

mutual understanding and contact between the nurse and the patient (Kirkevold, 2000).  

 The original encounter is often characterized by stereotypical preconceptions about the 

other (Travelbee, 1971). In this phase it is important for the nurse to be aware of how these 

preconceptions can affect her impression of the patient. In the second phase, preconceptions 

will fade and both individuals’ identities and personalities will be shown while a relationship 

is being formed. The third phase, empathy, is reached when one person shares and 

understands the other persons’ thoughts and feelings. The fourth phase, sympathy, is a result 

of the third phase. This phase is characterized by compassion for the other persons suffering, 

and a wish to ease the pain. After these four phases a human-to-human-relationship is being 

established and there is a close and mutual understanding between the both individuals. When 

the nurse and the patient share the same experiences, they become more meaningful for both 

of them.  

5. Aim of study  

The aim of this study is to describe Indian nurses’ experiences of caring for women exposed 

to gender-based violence. 

 
6. Method	
A qualitative method with semi-structured interviews was conducted. The purpose of a 

qualitative method is to study the participants lived experiences (Henricon & Billhult, 2014). 

Since our aim was to describe the nurse’s experiences we found this method to be the most 

suitable. The authors used an interview guide with open-ended questions as support during 

the interviews (Appendix 1). The open-ended questions made it possible for the participants 

to freely describe their experiences about the phenomenon. The questions were formed after 

several discussions between the authors in how to get the right information from the 

participants in order to answer the aim of the study. Since the aim was to describe the 
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participants’ experiences, questions regarding specific memories of meetings that had made 

an impact on their work as nurses were chosen. The authors also added the question “how do 

you manage the challenges that comes from working with these women?” after the first 

interview since it was used as a follow up question that gave rich information suitable for the 

aim.  

6.1 Data Collection 
During the research, the authors got in touch with Center for Enquiry into Health and Allied 

Themes (CEHAT) in Mumbai, India, an organization that works with establishing nationwide 

methods to fight men’s violence against women. Five key informants; working nurses at 

governmental hospitals in Mumbai, were provided by a contact person from the organization. 

Two of the nurses were matrons (head nurses), one nurse was a sister-in-charge (nurse 

manager), one a senior nurse and one a junior nurse. All of the nurses except the junior had 

more than 20 years working experience and all of the nurses were female. The common 

factor among the nurses was the experience of caring for women exposed to gender-based 

violence. This was a purposive sampling, which is a way to get stories that are rich in 

information of the phenomenon and from there be able to help answer the aim of the study 

(Henricson & Billhult, 2014). The interviews took place in a private setting and lasted 

between 30 to 45 minutes. The authors audiotaped four of the interviews with the participants 

consent. One of the nurses declined audiotaping due to confidential reasons. During the 

interviews the authors had a female interpreter that helped to translate in four of the five 

interviews.  

6.2 Data analysis 

Data was analyzed with a qualitative content analysis tool described by Graneheim and 

Lundman (2004). This method focuses on finding the underlying meaning of the text, which 

also requires a consensus between the researcher and the participants. In the beginning the 

transcribed material was read through several times to get an understanding of the overall 

content in the text. After this the text was separated into condensed meaning units and codes 

were created by abstractions of the meaning units. The codes where closely compared with 

each other and then divided into subcategories created after similarities and differences. Main 
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categories were created after comparing the subcategories against each other and the 

transcribed material. Finally, the underlying meaning of the text was found and categories 

created to describe the latent meaning of the data (Graneheim & Lundman, 2004).   

6.3 Ethical Considerations  

Studies that involve human beings should only be conducted if the participant has agreed to 

partake in the study that involves him or her (CODEX, 2016). Consent is only valid if the 

participant in advance has been given information about the study. The consent has to be 

voluntary, distinct and pinned down to certain research. Consent can at any moment be 

withdrawn with immediate action.  

The Committee of Research Ethics at the department of Healthcare Science, Ersta Sköndal 

University College, Sweden, has approved the study. Institutional Ethics Committee of 

CEHAT organization, India, has also approved the study. Informed consent was obtained, 

both written and verbal. This was to ensure that the participants understood what they were 

being asked to do and that they were voluntarily agreeing to do it. The authors also provided 

the participants with clear information of the procedures, requirements and potential risks 

associated with participation in the study. There was a risk that the participation in the study 

would recall traumatic memories. To handle this risk, the participants got the opportunity to 

contact the authors for support after the interviews. They were also informed that they could 

at any time withdraw their participation with no given reason and that their contribution in 

the study would be treated confidentially.	

 

7. Results	
The data analysis resulted in four main categories: The nurse patient relationship, Nurses 

ability to detect gender based violence, a part of the nursing process, Challenges in the 

nursing profession and Management of emotional impact. Each category was divided in 

different sub-categories as presented below. 	
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7.1 Nurse patient relationship	

7.1.1 Building a trustful relationship in order to identify violence	

During the interviews the nurses described how they got their patients to open up about their 

situation. All the nurses described the importance of gaining trust by making the patient feel 

safe and by building a close relationship. Sometimes the nurses used non-verbal 

communication like holding the patients hand, other times it helped to just talk softly, be 

calm or in other ways show that you are close and can be trusted. One nurse explained how 

the tone of your voice sometimes could make a change.	

The tone of your voice or if you touch the patient while you are talking to her, these kinds of 

gestures through this nonverbal communication can help to get the patient to realize that we can 

support her…. 

She explained that even if you only have one minute to spend with the patient, due to high 

workload, these types of actions could make a difference. This could make the patient trust 

the nurse enough to at least decide to come back, and if she does there would be a possibility 

for her and the nurse to connect. Another nurse talked about the importance of confidentiality 

to gain the patients trust. 

I told her that she could talk about whatever she wanted to and that nobody was going to listen, 

and that everything would be confidential. That was when she started to talk about the history 

with her earlier daughter, and that the second child was going to be a female and that they 

wanted her to abort it, and that they had beaten her up and hurt her stomach so the bleeding 

would start. 

The nurse recalled a memory of a pregnant woman who was brought to the hospital with 

heavy bleedings by her husband and mother in law. The hospital staff were asking what 

happened and before the women got a chance to talk the husband and mother in law told that 

she had a fall in the bathroom at home. At the same time the nurse observed the patient and 

saw her looking down and not making any eye contact. While observing this, the nurse 

decided to take her to the examination room for privacy, away from her husband and mother 

in law. When they were alone in the room, the nurse approached the patient softly, held her 

hand and told her that everything she said would be confidential. After she revealed the story 

the patient was scared that the family would find out but the nurse assured her that they 
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wouldn’t and that she would get supported in whatever decision she took. It appeared in the 

interviews that confidentiality was of high significance since it could be hard for the women 

to tell about their situation.  

7.1.2 Humanizing the patient 

Some of the nurses talked about the importance of creating an equal relationship with the 

patient in order to get her to open up about her situation. One nurse meant that you have to 

make the patient close, like a sister or a mother, to build a trustful relationship. Another 

participant described a process of emphasizing with the patient to make her understand that 

she is supported.  

You say, “I am like you” even though you don’t face any problems, but you have to say, “I am 

also facing this problem”. 

The nurse believed that, by saying that you share the patients’ problems, she would feel that 

you are sincerely concerned about her situation and that you really want to listen to her story. 

The same nurse also talked about how important it is to communicate politely with the patient 

and to not judge her for whatever actions she has made.  

I don’t want to tell the patient “you want to take poison because of dying?” you have to tell the 

patient “you have taken poison but it is ok, you are going to be fine, don’t worry”. 

This type of non-judgmental care while humanizing the patient seemed to be a main factor in 

building a trustful nurse patient relationship. 

 

7.2 Nurses ability to detect gender based violence, a part of the nursing 
process		

7.2.1 Identifying violence through observation 

All of the participants talked about the responsibility of identifying violence in their daily 

work. According to them they had strong observational skills since they were the ones being 

closest to the patients during the day. One nurse described the ability to identify violence by 

not only observing the patient but also by seeing the interactions between the relatives who 

came to visit.  
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So the nurses are observing the patient, we see the patient from head to toe, we know exactly 

what is happening, I know the relatives, I see the relatives who come to visit, I see the 

interaction between them. The nurses’ observations are much more detailed and effective then 

the doctors, often it is the nurse who tells the doctor if there is some problem with a patient, or 

that this could be a case of violence. 

One of the nurses told us about a case where a woman came to the hospital after drinking a 

great amount of a poisonous cleaning substance. When the woman first was admitted, she 

told the hospital staff that she drank the substance by accident. By observing signs the nurse 

suspected that the patients’ story was not true and that this was a case of domestic violence. 

For example, the patient used to lie in her bed all day and hide her face under the sheets while 

crying. 

She used to sleep the whole day and we could see that she used to cover her face under the bed 

sheet and cry. 

The nurse also found it unlikely that a person drinks that huge amount of cleaning substance 

by accident. By doing this observation and spending more time with the patient, she 

eventually got the true story; the woman intentionally drank the substance after having a fight 

with her husband. The participants all agreed to the fact that these specific observational 

skills are something that comes with experience of working as a nurse for several years. 

 

7.3 Challenges in the nursing profession 
 
7.3.1 Getting emotionally affected while caring for the patients 

Several nurses expressed feeling helpless and sad while caring for these women. One nurse 

told us about a case where a woman came to the hospital with a 95 % burn. Although her 

relatives first told the doctors that this was an accidental burn, it soon appeared that the 

woman had been burned intentionally. The woman confessed to the nurse that she and her ex-

husband had a fight that ended up with him pouring Kerosene all over her body and then 

putting her on fire with a box of matches. Since the burn was so severe the nurse already 

knew that the woman probably wasn’t going to survive, which resulted in a feeling of 

hopelessness.  
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But that time we feel so bad, we can’t do anything, we can’t support their family, we can’t 

support their children, but we feel bad because the patients comes to us… 

During the interviews, it also appeared that the emotional impact was stronger in the 

beginning of the nursing career and that some years of experience helped to better manage 

the emotions. One of the nurses talked about the time when she first started to work as a staff 

nurse and what emotional impact the cases with women exposed to violence made on her.  

But when I became a staff nurse and saw these women at the beginning, of course it made an 

emotional impact, I felt helpless that I couldn’t do anything for this woman, I could only help 

her medically... but I couldn’t really do anything for her… 

Many of the cases that made an emotional impact on the participants involved severe sexual 

assaults, poisoning, burning, rapes and much more. The nurses were asked how they got 

affected by seeing these types of cases and one of the nurses recalled a memory from the 

beginning of her career as a nurse. 

When I was younger I used to get very affected by these cases and all that, when I went home I 

used to think about it and it used to affect me a lot. I couldn’t concentrate sometimes on my 

own life…  

The nurse explained that it was hard for her to separate work from home in the beginning of 

her career, but that she had learned how to do it over time and with experience. She described 

that nowadays she is able to go home after work without letting it interrupt her private life.  

As already mentioned, it appeared that the nurses became more emotionally affected in the 

beginning of their career. One nurse explained how it made her feel when she first got in 

touch with these types of cases.  

 

These things where very new for me, it was what I used to see on TV or read in the newspapers. 

Then I started to see I with my own eyes, so sometimes it’s very difficult for us, what we have 

seen with our own eyes. 

She explained that she, in the beginning, used to think “oh my god, what is this, what am I 

seeing?” For her, these cases were almost surreal and something that only could be seen on 

TV or in the newspapers. It took a long time for her to be able to accept what she was seeing 
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in her daily work. When she first started to work as a nurse, she didn’t interfere too much in 

these cases, but over time she started to understand more and eventually she learned how to 

identify and handle them.  

 

7.3.2 Language barriers as a hindering factor 

A challenge that was identified throughout the interviews was the difficulties in 

understanding the patient due to language barriers. Since the nurses worked at governmental 

hospitals a large amount of the patients came from the slum areas where the language 

diversity was overwhelming. One of the nurses particularly emphasized this by saying: 

Well, language is one of the problems in Mumbai because you know Mumbai is like a 

potpourri. You have people here from all over the country, and in our country people from 

different states speak different languages. Especially people from the slum, they don’t always 

speak Hindi or English, they might speak only their own language, and women especially, men 

learn when they go out to work and mingle with other people, but with women it takes time. 

She further explained that the language barrier is a problem because of the fact that you can’t 

communicate even if you want to. Another nurse told us that even though language 

differences could be a problem, they often found someone that could speak the specific 

language when needed. She meant that the nurses in Mumbai usually come from different 

areas of the country and therefore can speak several languages. In some cases they turn to 

available hospital staff for interpretation help, such as for example the cleaning staff. 

 

7.3.3 Fear as a hindering factor 

All of the participants described that one of their biggest challenges was when the women 

could not open up about their situation due to obvious fear. The nurses described the patient’s 

fear of losing their membership in the family as an important reason not to discuss this 

matter. The participants further explained that being a separated, single woman in India was 

stigmatized in many parts of the country. One of the nurses told us about the difficulties in 

getting the women to make a police complaint when being exposed to violence at home.  
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At first they don’t want to make any police complaint, because they don’t want their husband to 

be treated by the police… and also they want to stay in their family… so if they make a police 

complaint they think “the police will come and unnecessary harass us at home”, so they keep 

telling us “we don’t want to make a police complaint”.  

Many of the women that the participants cared for were afraid that they would get even more 

exposed to violence if they made a police complaint or told their story to a nurse. Sometimes 

the women were afraid that, not only themselves, but also their own family members would 

be harmed if they told about their situation.  

They don’t tell, because they are scared cause sometimes they are threatened like “if you tell 

then your parents will be harmed” or something like that.   

Another nurse explained that you couldn’t always get the patient to open up about her 

situation and that you had to let the women be if she still, after several tries, did not want any 

help.  
 

7.4 Management of emotional impact 

7.4.1 Family support 

Since all of the participants talked about getting emotionally affected while caring for the 

patients, we found it interesting to ask how they managed to handle this problem. One nurse 

told us about a case where a woman came to the hospital after getting badly injured by her 

husband and his sister and mother. The woman had a cervical neck fracture, spine fracture 

and right humerus fracture and the injuries were so bad that she died on the third day. As the 

nurse was specialized in childcare, she also told us about a case where a small female child at 

the age of 1, had been sexually assaulted by a neighbor. She described how the child was 

brought to the hospital crying and bleeding as she had a full uretic rapture. To be able to work 

with these types of traumatic cases the nurse pointed out the importance of family support.  

So, when there is a case like this I want to express myself, and my family they should know 

what I am doing. So my husband he will know about the most of my cases and how we handle 

them. 
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This nurse would tell about the cases to her husband, not only for him to understand her 

work, but also for her own opportunity to reflect over the cases. She also said that she would 

never be able to do what she does if she wouldn’t have her family to support her. Another 

participant talked about the importance for nurses to find their own method to manage the 

emotional impact that comes with work, it could be meditation, yoga, or like in her case, 

family support. 

I have a 22-year-old daughter and a husband, when I get really stressed from work I speak to 

them about the specific case, but without given names of course, and they listen and support 

me… family support is important for me. 

She also explained that many of the nurses she works with don’t have family support and that 

their families see their job as any other job. The nurse was thankful for having a family that 

always gave her strong support.  

7.4.2 Team building 

One of the nurses talked about the importance of having fun at work together with the 

colleges in order to manage the stressful work and difficult cases.  

We also try to celebrate a lot of things in the hospital, like we celebrate all birthdays in the 

hospital, and we have one day picnics. … And we also have yearly arrangements where we 

have competitions, games and such things. So, this is all to take our minds of the hard shifts in 

the work and be happier and try to build a confidence. 

Another participant brought up effective communication as a main factor contributing to a 

good work environment. In order to get any work done you had to speak softly and not raise 

your voice when communication with colleagues and other staff at the hospital.  

Communication is very important. Every person is different. So, when we are working in a 

team we should know each other, how that opposite person’s temper is, at work we shouldn’t 

spoil the work environment. To work cool and calmly is very important. 

The same nurse also explained that they usually worked in pairs of one junior and one senior 

nurse and that it is very important to make this teamwork good from start in order to make the 

work nice and efficient. To work cool and calmly was essential because “getting hyper will 
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spoil the environment and will increase the workload”.  

 
8. Discussion 

8.1 Method discussion 

The authors used a qualitative approach in the study as the purpose was to describe the 

nurses’ subjective experiences. A qualitative method is a good choice when wanting a deeper 

understanding of individuals and their experiences (Henricson & Billhult, 2014). 

Semi-structured interviews were chosen as the authors wanted to concentrate on the 

nurses’ experiences and wanted the participants to speak freely. Polit and Beck (2014) 

describes that semi-structured interviews are preferable when the researcher wants to get all 

aspects of a selected topic covered. The disadvantage of semi-structured interviews is that a 

large amount of data is being obtained due to the allowance of free supplementary questions 

to be asked. For that reason, it can be difficult to sort out the central components of the 

material. There is also a risk that the supplementary questions can lead the interview away 

from the purpose of the study. As the author’s to this thesis we controlled this risk by 

continuously reading the material over and over again to reinsure that we were being true to 

the data.  

Sampling was made by the organization CEHAT. The authors came in contact with the 

organization and gave written information about aim, time schedule and planned method of 

the study. The only criteria the authors had about the sampling was that the participants 

should have experience in the investigated phenomenon, which they had. Regarding sampling 

in hindsight it could have been beneficial for the study if the authors were more involved in 

the selection of participants but being in a foreign country with limited resources and time 

this was the most suitable sampling option in order to conduct the study.  

As support during the interviews we designed an interview guide with open-ended 

questions to make sure that the content of the interviews would cover the topics we needed to 

reach the aim of the study. To prepare, the authors read through the questions in the interview 

guide several times and discussed them with each other in order to see if there was a need for 

any changes. Also, we tried the questions on each other to get comfortable with asking them 

and at the same time we tested the audio recorder.  
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We were advised to use an interpreter during our interviews, as some of the participants 

didn’t speak English fluently. When using an interpreter there is a threat against validity if the 

person lacks knowledge about the subject, is not trained accurately in how to interpret or has 

any type of bias (Kapborg & Berterö, 2002). The interpreter we used has long work 

experience of interpreting and has also worked with projects regarding violence against 

women. To minimize further risks of misinterpretations and ensure that the interpreter didn’t 

have any biased ideas, the authors sat down with the interpreter to go through the questions 

and explain the purpose of the study. All the participants understood the questions that were 

asked in English, but some felt more comfortable in answering in their native language. One 

of the nurses spoke English fluently but the interpreter stayed for language support if needed 

In the beginning of each interview we used some start-up questions about how long the 

participants had worked as nurses and how a normal day could look like in the unit where 

they worked. We found that these start-up questions were a good way to make the 

participants relax and to make the interview feel more like an everyday conversation than an 

interrogation. Although we gave all participants both written and verbal information about 

the confidentiality of their participation, one of the nurses declined audio recording. The 

material from this interview is therefore based on notes and memories. To minimize the risk 

of losing important content of the interview the authors compiled the notes and what they 

remembered directly after the interview.  

We chose to have five participants in the study, a number we found satisfactory regarding 

our aim of the study. We could interview more nurses but because the first five interviews 

gave us such rich data, we decided to not go further with interviewing more. 

To get an increased knowledge about the environment and culture when working as a 

nurse in Mumbai, we asked one of the informants for a hospital tour. We got to visit the 

different units, meet other hospital staff and to see how the nurses worked and what the 

medical equipment looked like. This also helped us to see the comparison between working 

as a nurse in Stockholm and working as a nurse in Mumbai.  

To minimize the risk of letting preconceptions come in the way for the analysis, the 

authors discussed their previous experiences about the topic of the study and also what 

expectations they had regarding the interviews. Although, Henricson (2012) argues that it is 

hard to completely exclude the author’s preconceptions in the analytic process.  
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 According to Graneheim and Lundman (2004) the qualitative content analysis is 

appropriate to use for studies in the field of health science. Therefore we found this analyzing 

method suitable for our study. To increase the trustworthiness in the study, it is of importance 

to describe the process of creating meaning units, condensed meaning units and codes 

(Graneheim & Lundman, 2004). In the initial phase of the analysis, the authors read through 

the transcribed interview material several times. After that, we separately picked out the 

meaning units we found significant and then compared them and together decided which ones 

we wanted to use in the analysis. In the second phase we created a table of meaning units, 

condensed meaning units, codes, sub-categories and categories. This was to get an overall 

view of the analyzing process and to give the reader a picture of the different steps in the data 

analysis. We used citations from all five participants, but chose not to number them due to 

confidentiality reasons.  

 
8.2 Result discussion 
Our results confirm the importance of building a trustful relationship in order to get the 

patients to open up about their situation but also that there are many challenges for a nurse in 

the process of achieving this. The authors will discuss two of the main categories: nurse 

patient relationship and challenges in the nursing profession, in relation to Travelbees theory 

of caring.  

 

8.2.1 Nurse patient relationship 

According to The National Centre for Knowledge on Men’s Violence Against Women in 

Sweden (NCK, 2017) there is a risk that women who have been exposed to sexual violence 

feel unpleasant and restraint when it comes to seeking help. The whole process of spending 

time in the waiting room, registering and undergoing a detailed examination and interrogation 

of what has happened can be frightening. Furthermore, if the abuse goes to legal process the 

victim might have to go through an even deeper exploration of her personal life. Many times, 

the victim might be worried that they might not be able to go through a trial and also that they 

could be met by prejudices by others, therefore the threshold is high for seeking help (NCK, 

2017). This can also be connected to our results that showed that the first meeting with the 

women was often characterized by restraint: the women not speaking properly, looking down 
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and not telling the true story about their situation. Travelbee explains that both persons in the 

first meeting usually have generalized preconceptions and expectations about each other 

(Kirkevold, 2000). This can be one of the reasons why the women were so restraint in the 

first meeting with the nurse. To break free from these preconceptions it is important for the 

nurse to see beyond the stereotypical roles, and instead focus on the individual. We could 

relate this to the nurses’ way of being non-judgmental. For example, one of the nurses 

carefully approached the woman who had tried to commit suicide by making her understand 

that she was not being judged for her action. Travelbee (1971) argues that, although it is 

impossible for the nurse to change the judgment she has formed about the patient, it is 

important for her to strive to minimize the effects from negative judgments while caring for 

the patient. In a study by Cleary, M., Edwards, C., & Meehan, T. (1999) it was found that 

nurses’ attributes had significance when it came to influencing the nurse-patient interaction. 

Some of the most important attributes were understanding and being non-judgmental. It was 

shown that in order to build a trustful relationship, which is essential in order to get the 

patients to open up about their situation, there was a need of being non-judgmental. It could 

also be crucial to if the woman decides to come back to the hospital or not. A study aimed to 

explore nurse’s role in nurse-patient relationships shows that obtaining the trust of patients is 

an important ambition for nurses (Fakhr-Movahedi, Rahnavard, Salsali & Negarandeh, 2016). 

The results show that trust could be obtained when the nurses understood the patients’ 

circumstances and recognized them as unique individuals. This could also be related to 

Travelbees description of the second phase in the interpersonal relationship: phase of 

emerging identities (Travelbee, 1971). During this phase a bond is being created between the 

nurse and the patient and both parts are starting to see each other less as a role and more as a 

unique human being. We could relate this to one of our main findings: building a trustful 

relationship. Actions like holding the patients hand, talk softly and be calm could eventually 

get the women to open up about their situation and tell the nurses their story. A study made 

by Wendt and Enander (2013) shows that women who have been exposed to violence can 

feel supported when the healthcare provider shows warmth through body contact, hugging or 

just by asking if the woman wants a hug. The second phase also includes parts when the 

nurse begins to see the patients experience, which can be connected to identifying violence. 

The nurses’ ability to detect gender-based violence was one of our main findings. For 
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example, the nurses talked about their strong observational skills and sensitivity for signs 

such as the patient crying or not making eye contact. After identifying violence and getting 

the patients to open up about their situation the relationship can move to the third phase, were 

the nurse starts to empathize with the patient (Travelbee, 1971). Travelbee explains that 

empathy creates the ability to understand another person’s psychological state of mind 

(Kirkevold, 2000). You feel closeness and experience the other’s personality stronger and 

more clearly. The results revealed the importance of making the patient close, as one nurse 

said “if she is small, she is like a sister, if she is old she is like a mother”. Travelbee argues 

that empathy is something neutral, without value, and it is independent from if you like the 

other person or not (Kirkevold, 2000). She also argues that a criterion for empathy is to have 

similar experiences and a wish to understand the other person. One of the nurses described 

how she grew up as a fifth unwanted daughter and seeing her mother being exposed to similar 

acts as the women she cared for, which made it easier for her to relate and empathize with the 

patients. This way of relating to own life experiences can be appreciated by women who have 

been exposed to violence, since it shows that the nurse understands what the woman have 

experienced (Wendt & Enander, 2013).  

Travelbee explains that the fourth phase in building an interpersonal relationship is to 

sympathize with the other person (Travelbee, 1971). This means that the nurse is sharing the 

patients suffering and has wishes to relieve the pain. During the interviews all the nurses 

expressed different ways of sympathizing with the patients. We could clearly see an act of 

sympathizing when one of the nurses explained that it is important to share the patients’ 

problems, even if you don’t actually face them. This way of making the patient feel that she 

is not alone with her pain can ease her suffering (Kirkevold, 2000). It is shown that women 

who have been exposed to violence feel supported when the healthcare provider sympathizes 

with the woman through showing understanding for why she feels bad (Wendt & Enander, 

2013).    

When the nurse and the patient have emerged through all four phases a human-to-human 

relationship is being built and a close and mutual understanding is established between the 

both parts (Kirkevold, 2000). When applying this to the nurse patient relationship we could 

clearly see that the main focus was the patient and not the nurse. We could still recognize that 

a mutual understanding was being built between the two parts, especially when the nurses got 
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the patients to open up about their situation and trust was created.    
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8.2.2 Challenges in the nursing profession 

Our results show that one of the challenges in caring for women exposed to violence is 

getting emotionally affected. The nurses described feelings of hopelessness when they 

couldn’t support the women more than medically. Many of the women were in need of both 

economic and social support in order to change their situation, support that is beyond the 

nurses’ capacities. These feelings of sympathy could also have an impact on the nurses’ 

personal life, as some of them described the difficulties in separating work from home. A 

study made by Goldblatt (2009) show that nurses who care for abused women can get 

emotionally affected while caring for them. Listening to the women’s stories could many 

times be difficult and create frustration and other negative feelings. Some of the nurses meant 

that these overwhelming emotions followed them back home where they often started to 

reflect and questioning their care for the women.  

 To get too emotionally affected seems to be a challenge for nurses in general, and not only 

for those who care for women exposed to violence. Banning and Gumley (2013) describes 

difficulties for oncology nurses to maintain the professional facade while caring for their 

patients. Emotions of frustration, empathy and hopelessness could many times overwhelm the 

nurses. Banning and Gumley (2013) further explains that when working with oncology 

patients the nurses have to be emotionally strong in order to handle all demands they 

encounter from patients and families, otherwise there could be a risk for burnout. Tuna and 

Baykal (2014) defines burnout as a psychological condition, which also contains the reaction 

of long-lasting stress at work. They further explain that being in a occupation like nursing 

were you have many demands, high workload and an overall stressful environment, can put 

you in a sensitive position with risks for burnout and emotional exhaustion.  

 The nurses in our interviews explained that the emotional impact from work especially 

affected them when they were nursing students and in the beginning of their career. Studies 

show that 20 percent of newly graduated nurses in Sweden are strongly thinking about 

leaving the profession (Rudman, Gustavsson & Hultell, 2013). Frequently reports show that 

nurses experience stress and burnout from work and for this reason want to leave the nursing 

profession. This is more common early in the career; the number of nurses who intend to do a 

job turnover is smaller in the group of more experienced nurses. Being in a profession like 

nursing means working with people who are in need of care in different ways and knowing 
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that small mistakes can result in devastating consequences (Mendes, 2015). Newly graduated 

nurses tend to have difficulties in separating work from home and are often having worrying 

thoughts like “did I do everything right?” or “is the patient ok?” although they have finished 

work for the day. Mendes (2015) further explains that experienced nurses also share similar 

thoughts but that they feel more confident after years of experience. Mendes (2015) suggests 

that sharing thoughts and emotions concerning work can help the nurse to cope with troubling 

feelings and learn how to keep the mind of work while being of duty. Travelbee (1971) 

argues that it is important that students of nursing get the opportunity to reflect about his or 

her thoughts and feelings with a more experienced nurse or a teacher, otherwise there is a risk 

that the student tries to deny or control the feelings which can be harmful both for the student 

and future patients. As conclusion to our discussion we believe that in order to build a trustful 

nurse patient relationship and protect vulnerable patient groups it is important to develop 

strategies in the workplace of healthcare providers to cope with and manage the emotional 

impact and stress that comes from work.   

 

8.2.3 Clinical implementations 

Findings from this study can give a better understanding in how it is for healthcare providers 

to work, not only with women exposed to violence, but also with other vulnerable patient 

groups. For patients who have a hard time to open up about their situation, a trustful 

relationship between them and the healthcare provider is of great importance. Findings from 

this study can inspire healthcare providers in how to build this. The results also reveal that 

nurses get emotionally affected while caring for the patients. Previous studies about nurses’ 

experiences of meeting women exposed to violence, shows that caring for abused women can 

affect nurses both emotionally, cognitively and behaviorally (Goldblatt, 2009). Nurses, who 

are aware of these women’s situation but lack resources to help, are at risk to develop 

burnout, secondary traumatic stress (STS) and other vicarious traumatization (Wath, Wyk & 

Rensburg, 2013). This indicates that there is a need to find ways in how to support healthcare 

providers in coping with the emotional impact that comes from working with vulnerable 

patient groups. One way to do so, as the results from this study show, is by enabling and 

strengthening teambuilding in the workplace of healthcare providers.  
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8.2.4 Further research  

It would be of great interest if further research also focuses on nurses working conditions, 

levels of stress and emotional distress when working in pressured situations. This is not only 

an issue for India but as much of important question for Swedish nurses. There are already 

research regarding the nurse patient relationship but further research can focus on the 

challenges from working with this vulnerable group of patients and also their family 

members. In many cases it is the nurses who detect violence and have a possibility to be the 

first hand of support for the women. How the nurse patient relationship develops is vital to 

whether the woman will open up about her situation and accept the support or not. We also 

think it would be beneficial to study the patient’s perspective in what qualities in a nurse they 

consider to be the most important for building a trustful relationship. Violence against women 

is a world-spread problem; it exists both in developing countries and in industrial societies. 

We therefore find it important for developed countries to also focus on this issue in a greater 

extent. 

 

9. Conclusion		
Our aim of this study was to describe nurses’ experiences of caring for women exposed to 

gender-based violence. The findings confirmed results from previous studies, which show 

that nurses who encounter women exposed to violence, could get emotionally affected. What 

our study adds is how the nurses manage the emotional impact, for example through family 

support and team building. It also revealed the importance of building a trustful relationship 

in order to identify violence and to get the women to open up about their situation.  
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Appendix 1 
Interview guide	

Start-up questions	

How long have you been working as a nurse?	

How long have you been working at this ward/unit?	

What kind of patients do you usually meet?	

How does a working day usually look? Can you describe a normal work day? 	

Specific questions	

When you care for women that have been exposed to violence, what specific situation or 

memory comes to mind? 	

Can you tell me about one meeting that was satisfying or where you felt you made a 

difference? 	

What made this meeting satisfying?	

Can you tell me about one meeting that was difficult? 	

What made this meeting difficult? 	

What are the challenges in caring for women that have been exposed to violence? 

How do you manage the challenges that come from working with these women?	

How does your work with these women affect you professionally? 	

When you care for these women, what do you consider to be important to think about?   
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Appendix 2  

 

Meaning unit 

 

Condensed meaning 
unit close to the text 

 

Code 

 

Sub-category 

 

Category 

The tone of your voice or if you touch the patient while you 
talking to her. So, these kinds of gestures through this 
nonverbal communication can help to get the patient to 
realize that we can support her. 

 

Nonverbal 
communication can 
make the patient feel 
supported  

Using 
nonverbal 
communication 
to connect 

Building a trustful 
relationship in 
order to identify 
violence 

 

The nurse patient 
relationship 

I don’t want to tell the patient “you took poison because of 
dying?” You have to tell the patient “You have taken poison 
but it is ok… 

 

Tell the patient “You 
have taken poison but 
its ok” 

 

Non-judgmental 
care  

 

Humanizing the 
patient 

So the nurses are observing the patient, we see the patient 
from head to toe, we know exactly what is happening, I 
know the relatives, I see the relatives who come to visit, I 
see their interaction between them. The nurses observations 
are much more detailed… 

 

Nurses observe the 
patient and the 
interactions between 
the relatives who come 
to visit 

 

Being able to 
identify 
violence by 
observation 

 

Identifying violence 
through observation 

Nurses ability to 
detect gender 
based violence, a 
part of the 
nursing process 

But when I became a staff nurse and saw these women at the 
beginning, of course it made an emotional impact, I felt 
helpless that I couldn’t do anything for this woman, I could 
only help her medically... but I couldn’t really do anything 
for her… 

 

 

Felt helpless, couldn’t 
do anything 

 

Not being able 
to help 

 

 

 

Getting emotionally 
affected while 
caring for the 
patients  

 

Challenges in the 
nursing 
profession 

Well, language is one of the problems in Mumbai because 
you know Mumbai is like a potpourri. You have people here 
from all over the country, and in our country people from 
different states speak different languages. Especially people 
from the slum, they don’t always speak Hindi or English, 
they might speak only their own language, and women 
especially, men learn when they go out to work and mingle 
with other people, but with women it takes time. 

 

Language is a problem 
in Mumbai, they maybe 
just speak their own 
language and especially 
women as the men 
learn while out working  

 

 

Difficulties in 
understanding 
the patient 

 

Language barriers 
as a hindering 
factor 

At first they don’t want to make any police complaint, 
because they don’t want their husband to be treated by the 
police… and also they want to stay in their family… so if 
they make a police complaint they think “the police will 
come and unnecessary harass us at home”, so they keep 
telling us “we don’t want to make a police complaint”.  

 

 

They don’t report 
because they want to 
stay in the family 

 

Patient 
declining help 

 

Fear as a hindering 
factor 

I have a 22 year old daughter and a husband, when I get 
really stressed from work I speak to them about the specific 
case, but without given names of course, and they listen and 
support me… family support is important for me  

 

When I’m stressed 
from work I speak to 
my family and they 
listen 

 

Using family 
support to 
handle stress 

 

Family support 

 

Management of 
emotional impact  

We also try to celebrate a lot of things in the hospital, like 
we celebrate all birthdays in the hospital, and we have one 
day picnics. … And we also have yearly arrangements where 
we have competitions, games and such things. So, this is all 
to take our minds of the hard shifts in the work and be 
happier and try to build a confidence. 

 

 

Celebrating things and 
having fun at work to 
take our minds of hard 
shifts and build 
confidence 

 

Collective 
joyfulness to 
manage work 

 

Team building  
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Appendix 3 
Informed consent  

Namaste, 

We are Laura Verina and Nicklas Wallin, bachelor students in nursing at Ersta Sköndal 

University College, Sweden. As a part of our bachelors we are conducting a study to 

understand the experiences of Indian nurses in caring for women exposed to gender based 

violence. This study aims to increase the knowledge about violence against women and to 

find ways in which healthcare providers can respond to the problem. We believe that findings 

from this study will inspire healthcare professionals to care for women exposed to gender 

based violence. 

 If you agree to participate in this study, you will be interviewed for 30 to 45 minutes about 

your personal experiences, challenges and the priorities in responding to women facing 

violence. The interview will be carried put in a closed room with the help of an interpreter. 

The information given by you will only be used in accordance with the purpose of the study 

and will be processed without name, ID number or other personal records that can identify 

you as a participant. All the information that you give us will remain only with the team 

working on this study. 

 Your experience is valuable for us but the decision to participate in the study or not is 

completely yours. During the interview, if you do not feel like answering any question you 

can say so, if you feel like stopping the interview you can tell us to stop. You can withdraw 

your participation at any stage of the interview. If you have any questions, please do ask us, or 

if you want to contact us later you can call us on the numbers given below. The Committee of 

Research Ethics at the department of Healthcare Science, Ersta Sköndal University College 

has approved the study 2017-01-27, Dnr 1605/A 

 
Pardis Momeni,   

Lector 

Phone no: +46707555158  

Email: pardis.momeni@esh.se  

 

Laura Verina and Nicklas Wallin 

Bachelor students in nursing 

Phone no: +46762418266, +46707774164 

Email: laura.verina@student.esh.se,  

nicklas.wallin@student.es 

 


