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is expected to rise due to factors such as wars, natural 
disasters, and an overall increase in life expectancy. As 
people age, they may experience higher morbidity and 
disability rates, making it important to understand and 
address their health care needs [3].

In Europe, it is estimated that 16% of women live with 
a disability and that approximately 40% of these women 
have been subjected to violence at some point [4]. Fur-
ther evidence suggests that women with disabilities are at 
increased risk of exposure to different types of violence, 
including IPV [1, 2, 5–10]. This finding was recently reaf-
firmed in a systematic review, which showed that the fre-
quency and risk of IPV was greater among women with 
disabilities than among their non-disabled counterparts 
[11]. Women with disabilities experience violence from a 

Background
Intimate partner violence (IPV) against women with 
disabilities is a complex societal and public health prob-
lem [1, 2]. According to the World Health Organization, 
approximately 15% of the world’s population is estimated 
to live with some form of disability, making it one of the 
largest minority groups in the world [3]. This number 
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range of perpetrators, including family members, service 
providers, personal assistants, and strangers, among oth-
ers [11, 12]. Exposure to IPV among people with disabili-
ties is exacerbated by intersecting vulnerabilities such 
as having a disability, being a woman, living in poverty, 
dependence on others for day-to-day support, and nega-
tive societal attitudes toward disability [11, 13].

Exposure to IPV is associated with numerous nega-
tive physical, emotional, and financial consequences that 
have an impact on health and well-being and therefore 
require a timely response [14, 15]. Given the pervasive 
nature of IPV, this response tends to come from multiple 
actors, which introduces complexities in accessing and 
delivering IPV services. Current research suggests that 
women with disabilities face pronounced disadvantages 
in accessing life-saving maternal healthcare and domes-
tic violence services [1, 11]. Aside from access challenges 
that women face in general, women with disabilities face 
additional disability-related barriers increasing their 
vulnerability [3, 5]. Unfortunately, research and public 
health programs targeted at women with disabilities are 
inadvertently lacking [3, 4]. Given this background, there 
is a need for more research focusing on women with dis-
abilities to increase our knowledge and understanding of 
their needs within the field of public health.

There is a consensus among scholars, policymakers and 
implementers that addressing complex societal problems 
requires collaboration among multiple actors [16, 17]. 
Collaboration is shown to effectively reduce the risk of 
IPV, ensure the safety of IPV victims, and hold perpetra-
tors accountable [18]. Collaboration when responding to 
victims of IPV with disabilities is especially important 
given that certain disabilities pose additional accessibility 
challenges [19].

In this article, we consider collaboration to be a process 
that involves multiple actors working together [20]. The 
nature of collaboration tends to look different depending 
upon what systems are in place to provide IPV services. 
Sweden is a welfare state, thus, numerous IPV services 
are freely and centrally provided by the state. Systems 
that provide services within the welfare state generally 
respond well to complex problems due to interactions 
among cultural, social, economic, and political condi-
tions [21]. However, an increasing number of target 
groups, together with the complexity of their needs, have 
contributed to a more differentiated welfare sector [21], 
leading to the fragmentation of services.

It is one thing to endorse ideas about professional col-
laboration, but it is quite another, and far more compli-
cated, to administer, coordinate, and implement such 
collaborative activities in practice, and to achieve sat-
isfactory results [22]. Some studies have noted that col-
laboration requires the establishment of a common 
goal, as well as having collective views, perceptions, and 

infrastructures for communication at different levels 
[21, 22]. However, it remains to be explored whether the 
same conditions promote effective collaboration when 
responding to the needs of disabled women subjected to 
IPV.

In Sweden, attention has been primarily directed 
toward how to coordinate and manage collaboration 
between IPV services at a practical level for women in 
general. To date, no research has investigated whether 
disabled women find collaboration helpful when they are 
accessing IPV services, or whether collaboration requires 
similar or different conditions when responding to the 
needs of women with disabilities. Given that the use of 
IPV services requires planned and coordinated contact 
with several agencies, including healthcare, social work, 
the police, and justice, this process can be complicated 
in the context of certain disabilities and therefore may 
require collaboration to have special considerations. 
At the same time, a differentiated welfare system with a 
fragmented structure of IPV service provision without 
functioning collaboration may pose unique challenges to 
women with disabilities.

The origin of our study is a systematic qualitative inter-
rogation based on data collected from women with dis-
abilities and IPV service providers in Sweden. Although 
there have been studies conducted elsewhere, to the 
best of our knowledge, this is the first study in Sweden 
to investigate collaboration in providing IPV support 
to women with disabilities from the perspectives of the 
women with disabilities themselves and IPV service 
providers.

Aim
The specific aim of this study was to document the nature 
of collaboration while highlighting elements that encour-
age it in the provision of IPV support for women with 
disabilities.

Methods
Methodology
This qualitative study was based on in-depth interviews 
with IPV service providers and women with disabilities 
who had experienced IPV and had subsequently sought 
professional help. A constructivist epistemological lens 
was used, acknowledging that our scientific knowledge is 
shaped by our experiences and perceptions and that what 
we may regard as meaningful is often socially produced 
and reproduced through the interplay of subjective and 
intersubjective constructions [23]. We embrace reflexiv-
ity, maintaining that our own experiences and under-
standings of the world influence the research process 
[24].
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Study design
This study is part of a large, ongoing DIS-IPV project 
that seeks to evaluate different aspects of accessibility 
and utilization of IPV services by women with disabili-
ties [25, 26]. We analyzed data from 29 in-depth inter-
views, of which 18 were with IPV service providers and 
11 were with women with disabilities. Information about 
the study was disseminated through multiple chan-
nels, which included direct contact with professionals 
of interest. The women were mobilized through com-
munity-based organizations, and announcements were 
distributed through disability-related websites, disabil-
ity organizations, membership magazines, social media, 
national radio, and women’s shelters. The recruitment 
period lasted for approximately 10 months.

The study participants gave informed consent to par-
ticipate verbally and by providing a signature. Before the 
start of each interview, the participants were reminded of 
their right to withdraw their participation at any point, 
that they were free to respond only to questions they 
felt comfortable talking about, and that recording of the 
interview could be stopped upon their request. Although 
the original plan was to interview participants face to 
face, this changed due to the COVID-19 outbreak, and 
all the interviews were conducted digitally. The meetings 
with service providers lasted (on average) 60  min while 
the interviews with the women with disabilities lasted 
between 50 and 100 min.

The participants
Women with disabilities
The majority of the interviewed women initiated contact 
with us, requesting to participate. This was often due to 
having seen the project announcements on the various 
channels, while a few learned about our project from 
the service providers with whom they were in contact. 
All the women self-identified as having a disability, hav-
ing been previously subjected to IPV, and having been in 
contact with at least one IPV service provider. All par-
ticipants were adults, aged between 25 and 60 years; five 
were employed part-time, while four had children from 
previous relationships. Several women reported having 
multiple disabilities. The most common forms of dis-
ability reported by the participants were mobility impair-
ment, hearing impairment, eating disorders, personality 
disorders, schizophrenia, attention deficit hyperactivity 
disorder, stress-related disorders, post-traumatic stress 
disorder, depression, and anxiety disorders.

Service providers
The 18 service providers included in this study worked in 
healthcare, social work, the police, women’s shelters and 
the Center against Violence. Participants who worked 
within the healthcare service included physicians, 

physiotherapists, counsellors, and psychologists. Some 
of the social workers were employed by the local gov-
ernment, and some worked at women’s shelters and 
at the Center against Violence. The job descriptions of 
the social workers included counselling clients (with or 
without disabilities) who had experienced all forms of 
violence and abuse. Aside from counselling, the profes-
sionals working at the women’s shelters also offered sup-
port to women in need of safe houses, by securing them 
in secret locations where they could be protected from 
further abuse from their partners. The service providers 
working at the Center against Violence considered their 
primary task to be providing support for women and 
children who had been victims of IPV. The police offi-
cers interviewed in this study worked in violence units, 
and their specific role was to examine whether a violent 
crime has been committed. The interviewed service pro-
viders were at varying stages in their career paths, having 
worked for between two and 20 years.

Interview content
Two open-ended interview guides were used, one for 
women with disabilities and the other for service pro-
viders. The questions in the interview guides covered a 
range of topics and were tailored differently to suit the 
two groups. The interview guide used for women with 
disabilities consisted of questions covering four broader 
categories: (a) accessibility and contact with IPV support 
and services; (b) quality of IPV support services and suit-
ability; (c) competence development and recommenda-
tion, and (d) COVID-19 and IPV. A detailed list of the 
specific questions that were included in the interview 
guide has been previously published [26]. The interview 
guide for service providers covered the following broad 
topics; (1) Availability and establishing contact with sup-
port and assistance; (2) quality of available information 
and services; (3) barriers and facilitators to quality IPV 
services; (4) assessment of own competence. The specific 
questions included in the interview guide for service pro-
viders is included as supplement file 1. Follow-up ques-
tions were added during the interview sessions based on 
the participants’ narratives. We recorded all the inter-
views, which were later transcribed verbatim, and trans-
lated into English.

Analysis
The data from the interviews were analyzed following the 
six-phase process of reflective thematic analysis [27–30]. 
The first phase of familiarization with the data involved 
listening to the audio recordings, and reading the writ-
ten fieldnotes, memos, and transcripts. The transcripts 
were later exported into the MAXQDA data analysis 
software, where we developed codes and performed 
the first analysis. The second phase of analysis involved 
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systematically reviewing the codes assigned to the texts 
and identifying codes with a shared meaning. During the 
third phase, we worked interactively and iteratively with 
the data, scrutinizing and grouping the codes to identify 
potential themes and subthemes. At this stage, we also 
identified quotes from the data that could potentially be 
used when writing the manuscript to illustrate the iden-
tified themes. Codes, potential themes, subthemes, and 
quotations were extracted from MAXQDA and exported 
to Excel for further analysis. The fourth analytical phase 
was performed in Excel and involved reviewing the 
potential themes and subthemes in relation to the coded 
data items and transcripts. This process involved con-
stantly moving back and forth within the entire dataset 
and making further text comparisons. In phase five, we 
refined and named the themes, a process that resulted in 
three themes, which are presented in the results section, 
and in the final, sixth phase, we wrote the report. The 
data analysis process required moving back and forth, 
although here the analysis phases are presented chrono-
logically [29].

Results
We identified three overarching themes: (a) A shared 
view that collaboration was important; (b) Using col-
laborative spaces at internal and external levels; and (c) 
Pillars for achieving effective collaboration. The sections 
below offer a detailed presentation of these themes.

Theme 1: a shared view on the importance of collaboration
This study revealed similarities between the views of 
professionals and women with disabilities on the role of 
collaboration in providing IPV services to women with 
disabilities. The two groups of participants viewed col-
laboration as central when addressing the complex and 
intersecting needs that arise when a victim of IPV has 
a disability. Nearly all the women in this study thought 
that collaboration helped to circumvent disability-related 
challenges. Experiencing IPV while having a disability 
expanded the magnitude of services a woman needed to 
seek. This complexity arises because disabled victims of 
IPV often need services from multiple providers. This 
process created an extra burden for the participants 
because most of the women were already in contact with 
other service providers due to their disabilities. Because 
of this broadened range of services, many women appre-
ciated instances where service providers worked collab-
oratively to link them directly to other services through 
their ongoing collaboration, as opposed to leaving them 
to shoulder the task of navigating the process of seeking 
additional services on their own. In the example below, 
a participant reflects upon how collaboration helped her 
overcome disability-related barriers.

In the women’s shelter, they talked about having 
contact with the police, which I thought was good. 
That they had that contact…because for example, 
with my disability I have to run with papers here 
and there. I have to fill in things I kind of don’t know 
what they are, and I need a contact person to write 
something on a form. To do all this while dealing 
with my diagnoses [disability], I feel that’s a major 
shortcoming. (PWD 1)

This participant appreciated the fact that the women’s 
shelters worked in close contact with the police because 
this meant that she did not have to establish this contact 
on her own. The participant also noted that her disability 
made it difficult to contact all the multiple providers, and 
therefore working collaboratively made a large difference.

The professionals interviewed for this study reflected 
upon two dimensions in which collaboration was essen-
tial when responding to women with disabilities. The first 
dimension was related to providing support that is tai-
lored to the unique needs of each disabled woman. The 
service providers noted that, in the context of disabil-
ity, exposure to IPV creates unique needs that can best 
be addressed within a collaborative framework. Service 
providers with a well-established collaboration found it 
useful to engage these networks to work jointly to sup-
port disabled women. In this form of collaboration, ser-
vice providers were already working in collaboration, but 
when they had a client with a disability, they met specifi-
cally to address the unique needs of each woman. This 
enabled them to provide services tailored to the specific 
needs of that woman.

If the person wants it, we’re happy to collaborate 
with other providers. We have a continuous col-
laboration…with the social services, the municipal-
ity, and the Center for Violence against Women. We 
meet them specifically around specific women…we 
do this if a woman wants to. Most of the time, she 
does want it because there’s a lot to keep track of. 
(AK, Women’s shelter)

As described by the service provider in the above quote, 
several service providers were aware of the complexity 
involved in accessing IPV services: “There’s a lot to keep 
track of”. Women needed to handle tasks such as filling 
in forms, keeping appointments, and making phone calls, 
among others. Such tasks, which are relatively common 
and often regarded as simple, could easily become over-
whelming for women with certain disabilities. Another 
complexity that was discussed relates to the problem 
of the fragmentation of IPV services; as AK noted, the 
women needed to be in contact with different agencies. A 
similar experience was echoed by the women themselves, 
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who listed the numerous actors they needed to contact, 
highlighting the challenge of navigating a fragmented 
IPV system. “The social services is one, the family unit is 
another, it isn’t in the same building, but they recommend 
that you get help from these different people” (PWD 10).

It was often difficult for the women to navigate IPV 
services that were provided by different actors situated 
in different locations, this was true especially for women 
with mobility impairments. Even when the services were 
provided by a single agency, it often required meeting on 
several occasions, a process described as “difficult” and 
“tiring” given a woman’s disability. This finding highlights 
the importance of professionals from different agencies 
working together through active collaboration to ensure 
that the disabled women receive all the IPV services they 
need, as opposed to merely providing information about 
what services are available or giving the women referrals 
without directly collaborating with other actors to ensure 
that they receive the support they need.

The second dimension in which service providers con-
sidered collaboration important was in relation to their 
own capacity-strengthening through information-sharing 
and learning from one another. Most of the interviewed 
professionals who had not received training on how to 
respond to women with disabilities who had been vic-
tims of IPV appreciated collaborating with others provid-
ers that had received such training and had shared their 
knowledge and experiences. Being part of a collaboration 
created new spaces for sharing experiences and learning 
from other professionals within the collaborative net-
work. “I personally think I’m helped by being part of some 
networks…meeting others who work on the same issue. It’s 
incredibly helpful. Then we also try to learn things” (KN, 
Center for Violence against Women).

In the next example, HK describes how her unit col-
laborated with another agency to conduct joint training. 
Some felt that, more recently, the issue of IPV among 
women with disabilities is beginning to attract atten-
tion across various institutions, and this had opened 
up opportunities for collaboration and the exchange of 
knowledge and experience.

We invite social services to come and talk…I also 
know that the neurologists are working on this right 
now…in general they’ve raised this issue [intimate 
partner violence among people with disabilities]. 
(MK, Healthcare)

Another important issue that was raised was that col-
laboration enables the provision of long-term support 
for victims of IPV with disabilities. Initiating and main-
taining long-term collaboration benefited the disabled 
women by enabling them to receive support from mul-
tiple agencies for an extended period of time. Long-term 

collaboration also guaranteed continuity of services pro-
vided by different actors, which helped to ensure that 
the women’s needs were not neglected over time. Even 
in cases where women terminated their use of IPV ser-
vices, knowing that they could come back whenever they 
wanted was reassuring.

It feels important that you talk to each other in 
the network…sometimes women come back…we 
have recurring rehab periods with some…then you 
can also follow up…I think networking becomes 
very important. (KN, Center for Violence against 
Women).

In the example below, the service provider describes her 
feeling that support from her institution alone was not 
enough and explains that she had reached out to another 
institution.

She applied for an income support case…she came 
to visit me [at the office]. Then this man came along. 
And I figured there was no reason for him to sit in 
on visits between her and me. I felt that he was quite 
controlling, and what he said was a bit derogatory 
towards her…I connected her to the adult habilita-
tion services and very quickly we got the adult habil-
itation involved. (RA, Social worker)

Collaboration was also considered important because it 
provided disabled women with a solid network that they 
could engage with for an extended period. Many victims 
of IPV with disabilities maintained long-term contact 
with the collaborative networks of service providers pri-
marily because IPV occurred on multiple occasions. In 
some cases, the women needed to be supported for an 
extended period before IPV eventually stopped. Service 
providers felt that, for women who did not have stable 
networks of family and friends, receiving continuous sup-
port through collaboration was particularly important. 
Maintaining long-term contact with a network of profes-
sionals helped hesitant women to gradually make hard 
decisions such as separation from an abusive partner.

I felt that she needed more networking, especially 
because she didn’t have a network, the normal net-
work with good stable parents and siblings and so 
on, so then we met together. (RA, Social worker)

In summary, the first theme illustrates mutual acceptance 
of the positive role of collaboration. In the second theme, 
we discuss how collaboration is organized.
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Theme 2: using collaborative spaces at internal and 
external levels
This study shows that collaboration in providing IPV ser-
vices takes a variety of forms and functions, which we 
summarize as collaborative spaces that are internal and 
external. The external collaboration experienced by the 
service providers and disabled women involved instances 
of a provider working with other agencies outside their 
own, while in internal collaboration service providers pri-
marily collaborated within the same organization.

There was a high level of agreement among service 
providers, regardless of their professional background, 
that external collaboration with various stakehold-
ers was essential. The external collaborative approaches 
described by professionals involved working on larger 
structural issues and on issues that were specifically 
focused on IPV among women with disabilities. Col-
laboration on larger structural issues involved working 
together on central elements that affected the general 
operations of IPV services. For example, professionals 
described working together to influence political deci-
sions, policies, and programs that affect the delivery of 
IPV services.

Externally, we collaborate at the right level with 
other authorities. To review preparatory agreements 
that the region will take a position on that govern 
the work of the unit…rewrite agreements…improve 
the working environment and patient safety for 
regional employees. Review guidelines, approved by 
policy and top official management. (SI, Healthcare)

From the women’s perspective, external collaboration 
was experienced mainly as the joint efforts made by mul-
tiple actors to provide services that meet the individual 
needs of women with disabilities. The disabled women 
appreciated instances where a service provider from one 
institution used their ongoing networks to aid women in 
accessing IPV services offered at another institution. This 
was accomplished in various ways; where disability made 
it difficult for the woman to articulate her needs, profes-
sionals would accompany her and help explain the prob-
lem to other actors. In the case of PWD 3, she had tried 
several times on her own to obtain help, without success; 
however, a breakthrough was achieved when a service 
provider actively collaborated with another actor:

I got to visit the health center…I had tried to apply 
for psychiatry myself…I’d been rejected, but things 
changed when I had a staff member with me on that 
doctor’s visit. I took that paper with me which said 
how bad I felt…then they could help me…this is 
much better. (PWD 3)

Through external collaboration, service providers were 
able to connect women to other IPV services they 
deemed necessary, even when the women were not in a 
position to recognize this need themselves. In the next 
example, this woman appreciated a police officer who not 
only referred her to the emergency room but also took 
the extra step of accompanying her.

I came through the emergency room myself actually. 
Or rather…in a way, it was the merit of the police…a 
pretty good police officer who looked at me and said 
“you don’t feel okay, so we’ll take you there. (PWD 5).

This woman had managed to go to the police station to 
report the abuse; however, she had not considered seek-
ing medical help; it was the police officer who made this 
recommendation and accompanied her to the emergency 
facility.

Even though external collaboration was valued, some 
of our participants had not taken part in this form of 
activity. The service providers who had not engaged in 
external collaboration while providing IPV services to 
disabled women cited time constraints as the key limi-
tation. Collaboration on every single case was viewed 
as time consuming, especially among service provid-
ers who did not regard IPV response as their primary 
task. Some professionals within primary healthcare felt 
that their principal task was providing medical care to 
patients and that women could access IPV services via 
other providers whose primary task was geared towards 
violence. “What we know, the police are working on this. 
There’s also the women’s shelter. There are psychologists. 
We know that you can refer, but I haven’t referred” (DW, 
Health worker). This provider had not referred any dis-
abled patients to other IPV services because none of the 
patients had explicitly requested it.

Similarly, some women stated that they had not wit-
nessed any form of collaboration between different insti-
tutions while seeking IPV services. In the example below, 
the woman had been in contact with several service 
providers, who merely recommended that she contact a 
women’s shelter, without becoming involved.

I didn’t get anything concrete, it was like, where 
should I turn? I had to look it up myself, but at the 
same time it was confusing because I didn’t know 
who to contact, which women’s shelter, there are sev-
eral around the country…I had absolutely no idea, 
except that I could get in touch…thanks to social 
media and such self-help groups…who gave me tips. 
(PWD 5)

Internal collaboration took place within a specific agency, 
and often involved staff from different departments 
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within the same institution working together on a spe-
cific case, or holding joint capacity-building sessions. 
“We’re two curators who work here, and if we have difficult 
cases, we can supervise each other” (MK, Health worker). 
If a provider felt that they needed extra support while 
handling a “difficult case,” she/he would invite another 
team member to join the session to offer support and 
supervise the process. Regarding capacity building, some 
described receiving regular training on different aspects 
of IPV matters, as MK explained: “Yes, once a month we 
have group tutoring, along with others.”

In summary, collaborating both internally within a 
given institution and externally with different institu-
tions was considered important in supporting disabled 
women exposed to IPV, although it did not always work 
as expected. In the final empirical section, we address the 
conditions that enable collaboration to meet the expecta-
tions of both disabled women and the IPV service pro-
viders who work collaboratively to provide IPV services.

Theme 3: pillars for achieving effective collaboration
This study identified trust, respect, specification of roles, 
clarification of threats, and adequate resources as the pil-
lars that help to establish effective collaboration among 
professional IPV service providers working with disabled 
women.

Collaboration requires establishing trust among dif-
ferent actors. The process of building and establishing 
trust evolved over time through regular interactions 
and dialogues among the different actors, allowing those 
involved to get to know each other. In the example below 
RA explains how successful collaboration was established 
through regular interactions.

Some meet with those working at the women’s shel-
ters together with other parties…to talk a little bit 
about what’s happened lately, what does it look like, 
what needs exist…Then we also have meetings with 
centers for violence against women, so that we kind 
of know who we are. When everyone knows who each 
other is, it’s always easier to interact. And then we’ve 
had big meetings with the whole IFO [the individual 
and family care administration unit]…and those 
working with probation and correctional services as 
well. (RA, Social worker)

Although the women considered collaboration to be 
important, many wished to be consulted before different 
service providers were included. Some women described 
instances when they had not trusted service providers 
who breached confidentiality by revealing the women’s 
personal information to other service providers without 
the women’s consent. Regardless of the importance of 
collaboration, many women felt that service providers 

needed to ask for their consent before involving other 
collaborators. In the example below, this participant felt 
betrayed by a professional who shared her details without 
her consent.

So, it turns out that he’s leaked some things to the 
university principal…I experienced this and, yes, it 
hurt. I trusted this person…I talked about my feel-
ings. I’ve never talked about my emotions before; I’ve 
not been the [kind of ] person who talks about emo-
tions…When I talked, it felt safe, but then when I got 
to know everything else, there was no safety…I was 
really pissed. (PWD 1)

The service providers also highlighted the importance of 
seeking the disabled women’s consent before initiating 
collaboration with other actors. Collaboration was often 
not successful when service providers-initiated collabo-
ration without involving women in making this decision 
or seeking their consent. This was viewed as a failure to 
respect the women’s autonomy which led to resentment 
of the IPV service providers. Disabled women were will-
ing to forego IPV services when they felt that collabora-
tion threatened their autonomy as exemplified by the 
service provider below.

One woman came to us here [at the adult rehabilita-
tion center] she had been in contact with the psychi-
atry… her ex had handed over her contact details to 
his male friends who went to her house and rang the 
bell… She opened and they came in and raped her… 
After this incidence, she got a mental breakdown…
and ended up in the psychiatric ward…There, then 
the doctor acted without contacting her, he called 
the police and made a report, contacted the social 
services office, and a lot of other organizations with-
out this woman’s approval…This doctor was the one 
that also contacted us here…But then it so happened 
that this woman chose to discharge herself from psy-
chiatry. She did not want to continue any contact 
with them. (ALG, counsellor)

The doctors’ decision to collaborate with other service 
providers was grounded in his professional responsibil-
ity to provide holistic care to patients. However, failure to 
engage the disabled women could also reflect professional 
attitudes towards people with psychiatric disabilities, as 
unable to articulate their needs and thus, incapable of 
making own decisions. Reclaiming her power back, this 
woman rejected collaboration initiated by professional, 
and opted to contact other providers on her own.

Finally, we noted that collaboration thrived in settings 
where service providers recognized and respected the 
work of other actors. In the example below, although RA’s 
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institution offered support as requested by this woman, 
RA recognized that she needed a much more secure 
environment, which could only be provided by another 
institution.

Adult rehabilitation has a completely different 
opportunity to meet people, there the environment 
feels less threatening, at habilitation…they can meet 
people in many ways, me and the counselor, met and 
talked quite a lot. She [the counselor] was there [at 
the woman’s home] on a lot of home visits and it 
quickly became clear that he [the woman’s partner] 
was not nice to her, just as we had suspected. There 
was also physical abuse. They met at the habilita-
tion center quite a lot and tried to talk about this…
she separated from this man after many years…dur-
ing this time…we got her an apartment and tried to 
support her in everything else…we applied for activ-
ity compensation [a financial allowance given to 
those with work disabling conditions]. (RA, Social 
worker)

This study also revealed that successful collaboration 
requires clarity around the roles and functions of the 
actors responding to the IPV needs of women with dis-
abilities. Clarity about roles helps to avoid the duplication 
of services and to ensure that the needs of each woman 
are met, as explained by the service provider below.

It’s important to clarify as well because when there’s 
a lot of networking, I think then it’s important to 
clearly know who does what so no one thinks that’s 
what the others do…maybe you think they have con-
tact with the counselor at the geriatrics, or they have 
contact with someone else…if you talk to each other, 
it becomes clear. (MK, Health worker)

Women with disabilities also shared a similar view on 
the importance of specifying the roles of the different 
actors engaged in collaboration. Clarifying roles helped 
to relieve anxiety and to offer reassurance that they had 
the right contact. PWD 10 recalled being confused as to 
whether she was in contact with the right person because 
the roles were not clearly defined.

I think someone from the women’s shelter was with 
me in the family court. But that’s not their job. I 
think it’s fuzzy, what are the tasks of the women’s 
shelter? What are the tasks of the family court?… I 
want this to be clearer, that if you end up here, you’ll 
get this help. (PWD 10)

The participants in this study observed that most sectors 
operated at the regional level, which created difficulties 

in sharing information between regions when women 
moved to other parts of the country. Even though IPV 
services are available nationwide, there are no standard-
ized ways of sharing information across regions. Women 
felt that having national collaboration that allows the 
sharing of information would improve the delivery of 
services if a woman moves from one region to another. 
Currently, if a woman moves to another region, she has 
to re-start the process of seeking IPV services since there 
are no connections across regions. “I wish that…there 
could be more coordination across the country.” (PWD 4).

Discussion
This qualitative study sought to understand the role and 
nature of collaboration in providing support and care 
to victims of IPV with disabilities through the lenses 
of women with disabilities and IPV service providers. 
The findings from this study indicate that the multifac-
eted needs of victims of IPV with disabilities require the 
problem-solving powers of multiple actors. Our findings 
further suggest that collaboration can occur either inter-
nally or externally to various institutions under the con-
ditions of trust, respect, role specification, and adequate 
resource distribution.

The importance of collaboration in supporting and car-
ing for victims of violence in the general population has 
been previously emphasized in violence research [16, 20, 
31]. Our findings suggest that the need for collaboration 
might be more prominent when working with disabled 
victims of IPV due to the broader scope of needs that 
arise from both having a disability and experiencing IPV. 
Effective collaboration can reduce the complexity asso-
ciated with simultaneously accessing IPV and disability 
services from multiple agencies. Effective collaboration 
helps by shifting the burden associated with navigating a 
complex IPV system from the woman to the IPV services 
[32]. Hence, collaboration is critical when addressing 
specific issues of accessibility to IPV services and other 
broader disability-specific issues [33].

In this study, the service providers who mainly worked 
in the social service sector appreciated working with 
other actors within the same organization. However, 
due to the complexity of IPV interacting with disability, 
there was a broader consensus on the need for exter-
nal collaboration. Both service providers and disabled 
women called for external collaboration to be scaled up 
to the national level, which would enable the easy shar-
ing of information regarding specific cases. Strengthen-
ing national collaboration in supporting IPV victims 
with disabilities could be more effective if it starts with 
the state agencies formulating policies that directly tar-
get the needs of women with disabilities. Having such 
specific policies in place might result in the production 
and implementation of actions within the collaborative 
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frameworks of the implementers in the different institu-
tions that provide IPV services.

From this study, it was evident that successful collabo-
ration requires moving beyond one institution, to work 
externally with other institutions. Sweden is in a better 
position when collaboration might be arranged centrally 
because it is a social welfare state where intimate-partner 
violence services are publicly funded and freely available 
to all citizens through government institutions. This same 
structure could be used to reduce IPV service fragmen-
tation through promoting collaboration that stretches 
across institutions and regions in the country. The tar-
geted actors within would include institutions that pri-
marily address IPV among women with disabilities, but 
also secondary actors, and other government administra-
tive branches to address larger system issues. This finding 
is not only relevant to Sweden but also other countries 
where IPV services are publicly funded.

Our findings are in line with previous research, which 
has identified a lack of clarity and trust and inadequate 
resources as challenges to multiagency collaboration 
[34]. Maintaining respect within a collaboration serves 
to reassure all those involved of their valuable contribu-
tion, which further encourages continuity. This study has 
identified long-term collaboration as essential for ensur-
ing continuity of service provision to disabled women, 
but that it requires a high degree of dedication by the col-
laborators over a long period of time.

Collaboration did not only benefit women with disabil-
ities, but the professionals also perceived benefits. Such 
benefits included receiving support from colleagues, 
capacity-strengthening, and information-sharing on 
matters related to meeting the needs of women with dis-
abilities. This finding supports previous evidence from 
a study in which 115 individuals working with disabled 
children were interviewed, where the professionals felt 
that working together with other agencies helped profes-
sional development [35].

IPV services providers who had been in a collabora-
tion considered having good communication, regular 
meetings, and training workshops led to a positive pro-
fessional experience. Other studies have shown that 
collaboration among healthcare providers helped to 
improve their interaction and communication [36]. High-
lighting the benefits of collaboration, might be an incen-
tive for professional collaboration.

This study further revealed that failure to respect wom-
en’s autonomy led to unsuccessful collaboration. It was 
evident that service providers ought to be transparent 
when initiating collaboration to avoid misinterpretation 
of their intentions or making women with disabilities to 
feel marginalized. This finding is in line with a recent sys-
tematic review that identified lack of transparency as one 
of the factors that limited access to health services among 

women with disabilities [36]. Inability to consult with dis-
abled women before initiating collaboration erodes the 
good intentions of collaboration as it leaves the disabled 
women feeling ignored [37].

In conclusion, our study provides evidence of the 
importance of collaboration in the effective delivery of 
IPV services to women with disabilities. Such collabora-
tion can be organized both internally and externally to 
various institutions. We recommend that a good collab-
orative climate foster trust, respect, and role specification 
and be equipped with adequate resources.
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