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Abstract
Sexual violence is a serious public health problem that has resulted in the establishment
of professional, multidisciplinary service centers for victims in most of the Nordic
countries. In Iceland a Rape Trauma Service (RTS) was established in 1993. The RTS is
a multidisciplinary service clinic that provides free comprehensive and immediate 24
hour service to all sexually victimized adolescents and adults. In addition to acute
medical, forensic, legal and psychological services the clinic offers follow-up
psychological services due to the potential severe psychological consequences of sexual
assault. According to research a big proportion of sexual assault survivors do not utilize
the available service after trauma, even though the trauma can have very serious
consequences for the survivor, the most common one being PTSD. The purpose of this
study was to examine survivors’ views of the RTS services and in particular the follow-
up psychological services, as well as reasons for not accepting psychological services.
Furthermore, the goal was to examine the relationship between the initial post assault
psychological symptoms (depressive symptoms, posttraumatic stress symptoms) and
service utilization as well as survivors’ views of the RTS services and service. The
participants of the study were 91 female survivors who had sought the RTS services in
the years 2010 to 2014 and agreed to participate in a service satisfaction survey. Three
levels of follow-up psychological services at the RTS were defined: psychological first
aid, follow-up psychosocial support and cognitive processing therapy (CPT). The results
indicated that most survivors were happy with the RTS services and would recommend it
to others. The most common reason given for not accepting or utilizing the follow-up

psychological services were e.g. “I wasn’t ready to face what happened” and “The
service was too far away from my home” which were categorized as avoidance.

Those participants who utilized the follow-up psychological service described a desire
for more psychology sessions after finishing treatment. No relationship was found

between service utilization and age, initial depressive symptoms, and survivor’s views of



the RTS. A significant relationship was found between posttrauma symptoms and service
utilization indicating that participants with higher initial posttrauma symptoms utilized
more psychological services. Consistent with prior studies it seems important to inform
participants of the counterproductive avoidance that can follow trauma, as well as

consider offering more therapy or follow-up sessions to increase service satisfaction.



According to the World Health Organization sexual violence is defined as

.. any sexual act, attempt to obtain a sexual act, or other act directed against a
person’s sexuality using coercion, by any person regardless of their relationship
to the victim, in any setting. It includes rape, defined as the physically forced or
otherwise coerced penetration of the vulva or anus with a penis, other body part

or object (World Health Organization, 2011).

Also when someone is unable to give consent due to being mentally incapacitated, while
drugged, asleep or intoxicated it is considered sexual violence (World Health Organization,
2012). There exist many more similar definitions for sexual violence some of which are more

narrow or broad.

Sexual abuse can have serious psychological consequences for the survivor, for
example depression, substance abuse/dependence, anxiety disorders, eating and, sexual
disorders (Burnam et al., 1988; Faravelli, Giugni, Salvatori & Valdo, 2004; Resnick &
Kilpatrick, 1993). The most frequently reported psychological consequence is posttraumatic
stress disorder (PTSD) (Faravelli, Giugni, Salvatori & Valdo, 2004; Resick, Monson & Chard,
2014; Resnick & Kilpatrick, 1993). Up to half of rape survivors are diagnosed with PTSD
(American Psychiatric Association, 2013; Kilpatrick et al., 2003) and they are more than 80%
more likely to develop symptoms of other mental disorders than those without PTSD
(American Psychiatric Association, 2013). PTSD is defined by the American Psychiatric
Association (2013) as a development of characteristic symptoms following exposure to a
traumatic event. The characteristic symptoms group together in four clusters which are
intrusive symptoms associated with the traumatic event, persistent avoidance of anything that
triggers memory of the event, negative alterations in cognition and mood, and marked

alterations in arousal and reactivity. The symptoms must be present for at least a month after



the traumatic event and cause clinically significant interference and/or distress in important

aspects of functioning to be diagnosed as PTSD (American Psychiatry Association, 2013).

PTSD has been defined as a disorder of non-recovery of trauma symptoms and
National Institute for Health and Care Excellence (NICE guidelines) advice watchful waiting
during the first month following a traumatic event (National Institute for Health and Care
Excellence, 2005). Studies show that half of all trauma survivors recover in the first three
months following the trauma without formal treatment and a good indicator for whether a
person will recover naturally is the magnitude of the immediate post-assault trauma
symptoms (National Institute for Health and Care Excellence, 2005). When a person’s trauma
symptoms don’t diminish within the first month after the traumatic event PTSD may be
developing and assistance of formal psychological treatment may be needed (American
Psychiatric Association, 2013). However natural recovery can still happen up to two or three
years after the event (National Institute for Health and Care Excellence, 2005). According to
the guidelines provided by the National Institude for Health and Care Excellence (NICE,
2005) either trauma focused cognitive behavioral therapy (CBT) or eye movement
desensitization and reprocessing (EMDR) should be offered as a first line of treatment after

PTSD has been diagnosed.

In order to meet the needs of survivors, multidisciplinary acute service centers have
been established. In 1986 the first Nordic multidisciplinary service center was opened in Oslo,
Norway. Following Norway the Rape Trauma Service (RTS) was opened in Landspitali —
The National University Hospital of Iceland in 1993. The RTS is a multidisciplinary service
clinic that provides free comprehensive and immediate 24 hour service to all sexually
assaulted adolescents and adults in the population. It offers rape survivors the services of a
variety of professionals that are trained in the care of rape survivors. The survivor is offered

medical examination, forensic medical exam, medical follow-up, a phone call or an
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appointment(s) with a psychologist, and a lawyer. Survivors under the age of 18 are referred
to services at Barnahus, a service center for children under the age of 18 that have been
sexually abused. Before the RTS was founded the survivor had to seek professional services
in different locations, with the RTS the services have become much more accessible for the
survivor. Since the RTS opened in 1993 and through the year 2015 the RTS has received

2585 visits by sexual assault survivors seeking the services offered by the clinic.

Despite its importance very few studies have examined the service utilization of these
centers and survivors views of the services. A study by Nesvold, Worm, Vala and
Agnarsdottir (2005) compared the open multidisciplinary centers in Oslo and Reykjavik
versus the forensic medical examination that was only available to victims that reported the
assault to the police in Copenhagen and Helsinki on the victims’ frequency to seek help and
report to the assault to the police. The results were that the open multidisciplinary centers had
the highest attendance rates and reports to the police. In particular the results showed that
Iceland had the highest attendance rates and reports to the police when the figures were

related to the population at risk (Nesvold et al., 2005)

As was mentioned earlier there is a variety of services by multiple professionals that
are available to the survivors at the RTS, it is up to the survivors which services they accept.
A research by Sveinsdottir (2012) rape survivors’ psychological service utilization at the RTS
in Landspitali was recorded. Her results were that of the 501 survivors during the years 2007
to 2010 only 367 survivors accepted to receive a phone call from a psychologist, 86 survivors
refused the phone call, and the remaining 48 survivors received some service other than the
RTS provided. Of those 367 survivors that accepted to phone call only 141 received crisis
counseling by a psychologist within the RTS, 47 survivors were referred to psychological
service outside the RTS, 102 survivors were referred to some other service than the RTS

provided, and 77 survivors refused the services of a psychologists (Sveinsdottir, 2012). Of
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those 141 survivors that accepted the phone call from the RTS psychologists 73 were given
psychological treatment for PTSD at the RTS. Of those 73 that received treatment 26
terminated the treatment without finishing the treatment and recovering from the PTSD

symptoms according the psychologists’ reports (Jonasdottir, 2013; Sveinsdottir, 2012).

Despite services being available and the severity of the consequences of sexual
violence, it is estimated that only a quarter of survivors of rape seek acute service centers
following assault and only a proportion of those seeking help continue to utilize the
recommended follow-up services despite ongoing post-assault trauma symptoms (Price,
Davidson, Ruggiero, Acierno, & Resnick, 2014). The literature does not always come to an
agreement on what is likely to increase or decrease survivors’ service utilization after sexual
abuse. According to research PTSD symptoms are usually considered an indicator of using
RTS services (Amstadter, McCauley, Ruggiero, Resnick, & Kilpatrick, 2008; Amstadter et
al., 2010; Elhai, North, & Frueh, 2005; Starzynski, Ullman, Townsend, Long, & Long, 2007;
Ullman, & Brecklin, 2002). Although not all studies have found this connection. Results in a
study by Price et al. (2014) indicated that one day depression predicted service utilization
better than PTSD after sexual assault. A study by Jonasdottir (2013) found that survivors with
more PTSD symptoms were more likely to terminate treatment thus having negative impact
on service utilization. The literature mostly agrees on that survivors are more likely to accept
RTS services when they are in fear of sexually transmitted diseases, pregnancy and want to
press charges against the abuser (Holmes, Resnick, & Frampton, 1998; Nesvold et al., 2005;
Resnick et al., 2000). There is inconsistency regarding whether alcohol and drug use effects
service utilization. According to Price et al. (2014) survivors with alcoholic/drug addiction
before the sexual abuse occurred were four times more likely to seek help than other
survivors. In contrast Sveinsdottir (2012) found no such indication in her research on

survivors after sexual assault. According to studies by Gudbjartsdoéttir (2013) and Jonasdottir
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(2013) survivors who had willingly consumed alcohol or drugs previously to the sexual abuse
were less likely to seek help. Furthermore Price et al. concluded that an indicator of whether
survivors would seek help was if they had received any psychological service before the
trauma occurred. If the assault was stereotypical in nature, that is, if the assault happened
unexpectedly and the perpetrator was a stranger the survivor is more likely to seek and accept
RTS services. If however the survivor is married to the perpetrator or knows him or her the
survivor is less likely to accept the event as assault and then again less likely to seek the RTS
services (Mahony, 1999; Ullman & Filipas, 2001). It is not clear in the literature whether age
has affect or not on service utilization. According to Ullman and Brecklin (2002) and
Starzynski (2007) older survivors are more likely to seek help and accept service after sexual
abuse rather than younger survivors. In contrast to those studies Gudbjartsdottir (2013),
Nesvold (2008) and Sveinsdottir (2012) all found indication that younger aged survivors were
more likely to accept RTS services than older survivors. Other variables have been found to
show indication to increase service utilization such as being employed, being a student and
being homosexual or bisexual (Gudbjartsdéttir, 2013; Starzynski et al., 2007). It is not clear
what predicts service utilization after sexual abuse since the literature does have some
contradicting results but likely predictors are survivors’ depressive symptoms, fear of
diseases and pregnancies, connection to the abuser, former psychological service, plans to
press charges against the abuser, the severity of the assault, employment, and sexuality.
However, the impact of survivors’ age, posttrauma symptoms, and alcohol and drug addiction,

have been shown to have some contradicting results.

A small research by Eriksen et al. (2002) interviewed women about their experience at
the rape service center (RSC). Their research revealed that the women who sought the RSC
were happy with the services they received and in particular with the nurses that they were

assigned. They noted that the women appreciated when the nurses respected them as whole
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persons, in offering them food and water and being concerned for their comfort in general.
They also noted that being touched in a supportive manner was very comforting to them and
made going through a forensic examination a much more durable experience (Eriksen et al.,
2002). Another study by Welch (2010) on patient satisfaction in emergency departments
revealed that what correlated most with patient satisfaction were timeliness of care, empathy,

technical competence, information dispensation, and pain management.

The goal of the present study was to examine service utilization when seeking help at
the RTS following sexual assault in the years 2010 through 2014. Also, this study examined
survivors' attitudes towards the RTS and the follow-up psychological services offered at the
RTS. Reasons for not accepting post assault follow-up psychological services and the reasons
for early termination from therapy were also examined. It was hypothesized that there would
be a correlation between survivors’ age and whether survivors accepted follow-up
psychological services and whether they completed treatment. It was hypothesized that
younger age would have a positive correlation with accepting and completing service. It was
also hypothesized that more initial depressive and posttraumatic stress symptoms would
positively correlate with higher levels of service utilized, and that more satisfaction with the
follow-up psychological services would be positively correlated with the more utilized levels

of service.
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Method

Participants

Participants were 91 sexual assault survivors that sought the services of the RTS in
Landspitali in the years 2010 through 2014 and answered the service utilization survey fully
or partially. Of the 444 survivors that had sought the services at the RTS, 212 were reachable
through the phone. Of the 194 individuals who accepted to receive the survey via mail 91
answered the survey (48.2%). The participant age span was 18 — 60 with the mean age 25.7

and 6.8 as standard deviation. All participants were female.

Research design

This study was both a prospective and retrospective cohort study without a comparison group.
Information for the study was obtained from the medical history of the participants that was
documented during their service at the RTS in the years 2010 through 2014 and from a

survey sent out to all participants who agreed to participate in 2015 and 2016 (see appendix I).

Measures

This study collected information about each survivor who sought the RTS services thru the
years 2010 to 2014. Information was gathered from a nurse’s report, doctor’s report,
psychologist’s report, and a survey that was sent out to the participants. The survivors that
came to the RTS thru the years 2010 to 2012 received and answered the survey in April 2015
and the survivors who came through the RTS during the years 2013 through 2014 received
and answered the survey in April 2016. Information that the survivors gave at the RTS was

coded on a standardized form which can be seen in appendix Il.
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Medical records.

The RTS nurses, doctors and forensic examiners gathered detailed information regarding the
event, the severity of the event according to the NorVold Abuse Questionnaire, prior trauma
history, the survivor’s current mental state and performed a medical, gynecological and
forensic exam. With these records as data source a checklist was designed to help gather
information systematically. All RTS medical records from 1 January 2010 through 31
December 2014 were coded this way. All coding was done by four graduate students and one

RTS psychologist and the inter-rater reliability was satisfactory.

NorVold

Severity of sexual violence was assessed using the categorization of the NorVold Abuse
Questionnaire’s (NorAQ). The questionnaire divides sexual violence into three categories
ranging from mild sexual abuse to severe sexual abuse: Mild (touch of other body parts than
genitals in a sexual way used for perpetrator’s sexual satisfaction and/or sexual humiliation),
moderate (touch of genitals or body used for perpetrator’s sexual satisfaction) and severe
(some form of penetration or attempted penetration; penis, other part of the body or an object

into vagina, rectum or mouth) (Swahnberg & Wijma, 2003).

Psychologist report and levels of psychological service.

In the psychologist’s report it was noted how many times the psychologist met with a
survivor and what was the purpose of the sessions and whether or not the survivor completed
or dropped out of therapy. The post-assault follow-up psychological service was categorized
into three groups in regards to time interval from the assault. The first level of service was
psychological first aid which was given to survivors within six weeks of the assault. The

second level of service was follow-up psychosocial support without formal treatment. The
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session was defined as follow-up psychosocial support if six or more weeks had passed since
the assault. The third and highest level of service was cognitive processing therapy (CPT).
Most survivors had already received psychological first-aid before receiving this highest level
of service. CPT was only applicable a month after the trauma and if the survivor had been
diagnosed with PTSD. The report also had the initial scores of a survivors PTSD, depressive
and anxiety symptoms they were experiencing. The same method of coding was used for the

psychologist reports as was done with the medical records.

PTSD Symptoms Scale-Self Report (PSS-SR)

To measure initial posttrauma symptoms during the sessions with a psychologist at the RTS
the PTSD Symptoms Scale-Self Report was used (Foa et al., 1993). The PSS-SR is a self-
report scale designed to measure the severity of trauma symptoms. The scale has 17 items
and is a 4 point Likert-scale (scoring from 0-3), where higher scores indicate more severe
trauma symptoms. The scale has three clusters; re-experiencing (items 1-5), avoidance and
numbing (items 6-12) and arousal (items 13-17). A total score of 14 or higher indicates
likelihood of PTSD. Psychometric research of the scale demonstrates good internal- and test-

retest reliability and moderate internal validity (Foa et al., 1993)

Becks Depression Index (BDI-11)

To measure initial depressive symptoms during the sessions with a psychologist at the RTS
Becks Depression Index was used (Beck, Steer and Brown, 1996). BDI-II is a self-report
scale designed to measure the severity of depression symptoms of the two preceding weeks.
The scale has 21 items and is a 4 point Likert-scale (scoring from 0-3), where higher score
indicates more severe depression symptoms (Beck et al., 1996). Multiple studies on the
original edition have shown good psychometrical qualities of the scale (Beck et al., 1996) and

study of the Icelandic translation indicates that these qualities are maintained in the version
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and that a cutoff score of 21 is the best criteria to determine between those with and without

depression (Arnarsson, Olason, Smari & Sigurdsson, 2008).
General service satisfaction.

General service views were evaluated with the question: “How satisfied were you with the
service you received at RTS?”. Participants were asked to base their answer on a five point
Likert scale: Very unhappy, somewhat unhappy, neither unhappy nor happy, somewhat

happy and very happy.
Satisfaction of the psychological service.

Psychological service views were evaluated using the question: “In general how happy or
unhappy were you with the psychological service you received at the RTS?”. The answers
were assessed using a five point Likert scale: Very unhappy, somewhat unhappy, neither
unhappy nor happy, somewhat happy and very happy. The usefulness of the psychology
sessions were evaluated with the question “How useful/useless do you think your sessions
were at dealing with the sexual assault?”. The answers were again on a five point Likert
scale: Very useless, somewhat useless, neither useless nor useful, somewhat useful and very
useful. Participants also had the choice to give open feedback on two questions regarding the
RTS psychological services: “What in your opinion was the most helpful to you in regards to
the RTS psychological services?” and “What do you think is missing in the RTS

psychological service?”.
Service utilization of the psychological services and reasons for drop out.

Participants were asked to give an account of what kind of service they accepted at the RTS.
Furthermore, participants were asked why they did not complete treatment after having

accepted psychological service. If applicable the survey also asked participants to give the
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reasons for not accepting any psychological services. The participants answered these
questions with mostly standardized answers. Answers to the question that asked why a
participant did not complete treatment after having already accepted the service were: “I
didn’t believe that the service would help coping with the trauma”, “I wasn’t ready to face
what happened” and “Emotional reasons”. There was also the option to answer this question
with an open answer. Answers to the question that asked why a participant did not accept any
psychological service at the RTS were: “I did not think I needed it”, “I didn’t believe that the
service would help coping with the trauma”, “I wasn’t ready to face what happened”,
“Emotional reasons”, “Physical health”, “The service was too far away from my home”, “I
had a hard time getting to the location (e.g. I had no car etc.)”, “I couldn’t find the time (e.g.

because of work, children, too busy etc.)” and there was an option for open answers as well.

Problems with the data.

The RTS reports are not equally precise. It can depend on the working staff how precise they
are with their information gathering and the survivors may withhold some information. There
was no way of knowing whether missing information was unknown or just not registered by

the staff. Missing information and the category unknown are therefore merged together.

Procedure

This research is a part of a larger study, which is conducted by a cooperation group on behalf
of Landspitali Haskdlasjukrahis and University of Iceland. The ethics committee of
Landspitali gave permission for the research (admission nr. 2.2015) and notified The Data
Protection Authority (Personuvernd). The medical reports from the RTS doctors and nurses
were read and documented, the nature of the psychological sessions and the assessments of
the survivors depressive and posttrauma symptoms were found in the psychologists’ reports

and documented. All this information was read and documented into a specially designed
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forms (see appendix Il). The forms were coded and anonymized when entered into the
statistical program SPSS. Phone calls were made by psychologists of the RTS to all of the
participants in the periods of 13.-17. April 2015 and 1.-20. April 2016 depending on when
they sought the RTS, and those who answered and agreed to participate were sent a link to
the online survey and information about the goals of the survey via e-mail or postal service
(see appendix I11). The survey asked about the survivors views of the RTS service in general
and the psychological service in particular. The survey was administered in April 2015 and
April 2016. The information from the online survey was also coded and grouped together
with preexisting data of each participant. All participants had to give their informed consent
before completing the survey. Two e-mails were sent to remind those who accepted to
participate to fill out the survey. All participants were familiarized with their right to refuse to
participate at any time in the survey.

Statistics

The statistical program SPSS was used to process the data. One-way ANOVA and Chi-

Square tests were used to assess the relationships between the variables.
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Results

The nature of arrivals at the RTS

Most survivors were 25 years old or younger (62.2%). The current age distribution of the

participants can be seen in table 1 below.

Table 1. RTS survivors age distribution

Age Frequency Percent
18-25 58 63.7%
26 — 35 26 28.6%
36 — 45 5 5.5%
46 and older 2 2.2%

Most survivors (70%) came to the RTS following a severe sexual assault, some came after
moderate sexual assault (7.8%) and the remaining survivors’ reason for arrival was unknown.
Around 70% of the survivors came to the RTS within 24 hours of the assault. According to
RTS medical reports most survivors or 73.6% come to the RTS accompanied by someone,
whether it is the police, a friend or a family member. Of the survivors that come to the RTS
44% reported to having experienced a prior trauma history. Of those survivors that have
experienced prior trauma 22% have experienced rape or attempted rape before and 8.8% have
been the victims of childhood sexual abuse. Only 2.2% disclose to have been to the RTS

before regarding another case of sexual assault.

Service utilization and satisfaction

Results from the service utilization survey indicate that more survivors were happy with the
RTS service than not. In particular, majority of participants (48.9%) were either somewhat
happy or very happy with the overall service but almost one third (28.4%) were either
somewhat or very unhappy with the service. Great majority of participants were either

somewhat happy or very happy or impartial with RTS facilities but 14.3% thought that the

21



reception and facilities were somewhat bad or very bad. The survivors’ answers are displayed

in figures 1 and 2 respectively.
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Figure 1. Survivors’ views on the quality of service at the RTS.
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Figure 2. Survivors® views of the RTS facilities.

Participants were asked the open ended question “What do you think is missing in the RTS service?”
which 33 answered. The most common complaint, which 19 participants complained about was the
lack of warmth and understanding from the ER and RTS staff as well as lack of professionalism when
dealing with sexual assault survivors. Also, ten participants complained about the waiting room and

facilities. Participants thought it was not acceptable to have to wait with other ER patients in the same
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waiting room and they thought the RTS exam room to be unwelcoming. Some participants (n=4)
complained about wanting to talk to a psychologist straight away when arriving at the RTS and five
participants wanted better psychological service and more follow-up from the RTS staff.

Majority of the participants answered that they were either somewhat likely or very likely to refer a
friend in a similar situation to the RTS, three were impartial and one thought it very unlikely (see

figure 3). Only 27 participants answered this particular question.
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Figure 3. How likely survivors are to refer a friend to the RTS.

Psychological utilization

Survivors have the choice to receive a phone call from a psychologist a few days after
arriving at the RTS. A large majority of the survivors accepted this service level or 77 of
them (84.6%). Of those who accepted the offer of being contacted by a psychologist, 45
survivors met with the psychologist (49.5%). The level of service participants received is
displayed in figure 4. Psychological first aid was considered first level of service, follow-up
psychosocial support following psychological first aid considered second level of service and
cognitive processing therapy as third level of service. Nine participants received follow-up
service without first receiving psychosocial support because they accepted the service at least

six weeks after the traumatic event, those participants fell in to the second level of service.
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Three participants received CPT without first receiving either psychological first aid or
follow-up psychosocial support. Of the 45 participants who utilized the psychological
services 13 stopped treatment on or after the first level of treatment and 16 stopped treatment

on or after the second level of treatment.

| 45 survivors met with a psychologist J

ra \ - -
First level of SArvVICe: e # Stopped treatment on first level: 13 J
Psychological first aid: 36 \

Follow-up psychosocial support: 29 ( )
(20 came from first level) .I Stopped treatment on second level: 16 J

k

4’ Third level of service

.‘ Second level of service

Started at second level: 9 J

CPT treatment: 16

. Started at third level: 3 J | (13 came from first level} |

Figure 4. The levels of psychological service participants received at the RTS.

Results from the service utilization survey indicate that most survivors (71.4%, figure 5) were
happy with the psychological service and thought it helped them cope with the trauma
(71.4%, figure 6). However six participants were somewhat or very unhappy with the
psychological service (see figure 5) and four participants thought the service to be somewhat

or very useless.
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Figure 5. Survivors’ views on the psychological service at the RTS.
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Figure 6. Survivor’s views of the usefulness of the psychological service at the RTS.

The reasons given in the service utilization survey for not meeting with the RTS psychologist
are listed in table 2. Of the 36 participants that did not receive psychological follow-up
service participants 26 answered this question in the survey. Participants were asked two
open ended questions regarding the RTS psychological service. These questions were “What
did you think was the most helpful element of the RTS psychological service?”” and “What do
you think is lacking in the RTS psychological service (something you would have wanted

help with)?”” Of all the participants that agreed to take the survey 19 participants answered the
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former question and 12 the latter. Of those who answered five participants said that the most
helpful element was to talk to someone impartial and five said that getting a proper diagnosis
and treatment was most helpful. Other five said that having their feelings normalized was the
best element and other two said that the flexibility and availability. The most common
answers to what was lacking in the RTS psychological services five participants wanted more
therapy sessions and/or follow-up sessions and three complained about the timing that the
service was offered. Of those who answered the survey almost 19% of participants were not
interested in services. 11.5% did not realize the service was available to them but 42% were
referred elsewhere, of which 8.8% were referred to Barnahus and the remaining 33.5% were

referred to unknown services.

Table 2. Reasons for not meeting with an RTS psychologist.

Reasons Frequency Percentage
I didn’t want the service of the RTS psychologist 5 19.2%

| was referred elsewhere 11 42.3%

I didn’t realize the service was available to me 3 11.5%

I don’t remember why 6 23.1%

I wasn’t ready at the time 1 3.8%

Participants were asked to list reasons for declining follow-up psychological services of the
RTS and 12 answered this question in the survey and could give multiple answers. Almost all
the answers (n=11) gave reasons that could be interpreted as avoidance (e.g. it was too hard
to get to the location of the service or | didn’t believe they I was ready). Half of those who
answered declined psychological services because of emotional reasons such as shame, self-
blame, anxiety and sadness. Two participants thought that they didn’t need the service or
thought that the service would be of no use to them and other two were already meeting with
psychologists and one had other issues that were more pressing to deal with at the time. Some

participants don’t remember their answers or if they were offered the service.
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Reasons for not completing psychological treatment

About half of the survivors who accepted treatment (n=21, 23.1%) discontinued
psychological treatment in coordination with the psychologist. Some participants refused
treatment after it had already begun (n=6, 6.6%) or stopped showing up for appointments
(n=15, 6.6%), the reasons for terminating treatment for the remaining survivors is unknown.
Only eight participants gave answers for terminating treatment. Three said “I didn’t believe
that the service would help coping with the trauma”, three said “I wasn’t ready to face what

happened” and two said “Emotional reasons (e.g. anxiety, shame, self-blame, sadness).

Age and the utilization of the psychological service

A one-way ANOVA was used to assess whether survivors’ age would be different depending
on whether or not they utilized the psychological service following the sexual assault. The
one-way ANOVA, F(1, 80) =1.22, MSE =58.12, p = 0.27, did not show statistically
significant difference between the age of those who utilized the psychological service and
those who didn’t. The mean age and standard deviation for those who didn’t receive

treatment was M = 22, SD = 7.5 and for those who received treatment was M = 23.7, SD = 6.4.
Furthermore, no significant difference was found between survivors who completed
psychological treatment or dropped out, F(1, 40) = 0.73, MSE = 27.52, p = 0.40 in regards to
age. The mean age for those who didn’t complete treatment was M = 22.7 with SD = 4.4 and

the mean age for those who completed treatment was M = 24.3 and SD = 7.5.

Depressive symptoms and the highest level of utilization of the psychological service

A Chi-Square test was used to examine the relationship between depressive symptoms at the
first assessment and the highest level of service utilized by participants. A cut-off score of 21

was used to categorize the participants (Arnarson et al., 2008). The number of participants
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that scored above the cut-off score at the initial depressive symptoms assessment were 25. No
significant difference was found between survivors who utilized higher levels of service, F(1)

=5.32, p = 0.07, and those who did not.

Trauma symptoms and the highest level of utilization of the psychological service

A one-way ANOVA was used to assess whether survivors’ trauma symptoms at the first
assessment would be different depending on the highest level of service utilized. The one-
way ANOVA, F(2, 40) = 3.40, MSE = 306.6, p = 0.04, showed significant difference
between the groups. A Bonferroni post-hoc test was used to evaluate where the difference
between the groups was. The results showed a significant difference between participants in
follow-up psychosocial support and those in CPT, t(31) = 2.47, p = 0.054. However the
results did not show a significant difference between participants in psychological first aid
only and follow-up psychological support, t(31) = 0.29, p = 1.00, or between participants in
psychological first aid only and CPT, t(31) = 1.85, p = 0.22. The means and standard
deviations for these three groups were as follows: Psychological first aid M = 26.8 and SD =
10, Follow-up psychosocial support M = 25.7 and SD = 11.5, and CPT M =33.9 and SD =

6.3.

Participants views of the service and the highest level of utilization of the psychological

service

A one-way ANOVA was used to assess whether survivors’ views would differ depending on
the highest level of psychological service they utilized. Results did not show a difference
between participants views of the service and levels of utilization of the psychological service,
F(2, 40) = 0.78, MSE = 1.69, p = 0.47. The means and standard deviations for the different
levels of service were as follows: Psychological first aid M = 3.0 and SD = 1.7, Follow-up

psychosocial support M =2.7 and SD = 1.2, and CPT M =3.4and SD = 1.5.
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Results of a one-way ANOVA assessing whether participants views of the RTS
reception and facilities would differ depending on their highest level of utilization of the
psychological service did not show a difference, F(2, 42) = 0.46, MSE = 0.66, p = 0.63. The
means and standard deviations for the different levels of service were as follows:
Psychosocial first aid M = 3.85 and SD = 1.4, Follow-up psychosocial support M = 2.47 and

SD =0.94, and CPT M = 2.47 and SD = 1.25.

A one-way ANOVA was used to assess whether survivors’ views of the RTS
psychological service would differ depending on the highest levels of psychological service
they utilized. Results did not show a difference between participants views of the
psychological service and levels of utilization of the psychological service, F(2, 16) = 0.55,
MSE= 1.21, p = 0.59. The means and standard deviations for the different levels of service
were as follows: Psychological first aid M = 3.3 and SD = 1.2, Follow-up psychosocial

support M=3.4and SD =4.1,and CPFTM =4.1and SD =1.4.

A one-way ANOVA was used to assess whether survivors’ views of the usefulness of
the RTS psychological service would differ depending on the highest level of psychological
service they utilized. Results did not show a difference between participants views of the
usefulness of the psychological service and the levels of utilization of the psychological
service F(2, 16) = 0.74, MSE = 1.30, p = 0.49. The means and standard deviations for the
different levels of service were as follows: Psychological first aid M = 3.7 and SD = 0.6,

Follow-up psychosocial support M = 3.4 and SD = 1.7, and CPFT M=4.2and SD = 1.1.
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Discussion

The main purpose of this study was to examine the RTS service utilization and views from
those who were offered the services, in particular the psychological service, for the years
2010 to 2014. The goal was also to examine the relationship between survivors’ age and their
post-trauma follow-up psychological service, as well as examining the relationship between
the levels of psychological service and initial depressive symptoms, initial trauma symptoms

and survivors views of the service.

No relationship was identified between age and psychological utilization. The
literature is inconclusive on the effect age has on psychological service utilization. In the
current study majority of participants were between 18 and 25. It is possible that for this age
group survivors’ age may not have an impact on their utilization. Further examination is

needed to determine the relationship between age and service utilization.

According to Price et al. (2014) one day depression predicted service utilization after
assault better than PTSD. The results in this study do not comply with that assumption.
Depressive symptoms at first assessment did not associate with the utilized levels of service,
however the depressive symptoms in this study was assessed later than by Price et al. where
the assessment was conducted as a 1 day following the assault. In the current study the
assessment was conducted in most cases at the first psychological session which was
conducted a few days up to a week after the assault. The more trauma symptoms survivors
had at first assessment was associated with higher levels of psychological service utilized by
the survivor. That is, if survivors had many initial posttrauma symptoms then they most likely
went on to utilize a higher level of psychological service than a survivor who exhibited less
posttrauma symptoms. That is consistent with the literature as PTSD is commonly linked
with more psychological service utilization. According to research PTSD symptoms are

usually considered an indicator of using posttrauma psychological services (Amstadter,
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McCauley, Ruggiero, Resnick, & Kilpatrick, 2008; Amstadter et al., 2010; Elhai, North, &
Frueh, 2005; Starzynski, Ullman, Townsend, Long, & Long, 2007; Ullman, & Brecklin,
2002). These results are also consistent with studies that show that a good indicator for
whether a person will recover naturally is the magnitude of the immediate post-assault trauma
symptoms and a survivor should only receive a formal CPT treatment after being diagnosed
with PTSD (National Institute for Health and Care Excellence, 2005). If a survivor had sub

threshold PTSD symptoms follow-up psychosocial support was administered.

Only one survey participant claimed he would be very unlikely to recommend the
RTS to a friend after a form of sexual assault, all other participants were somewhat likely,
very likely or neither likely nor unlikely to recommend the RTS to a friend. Most survivors
were very happy or somewhat happy with the service they received at the RTS according to
the survey and an even bigger proportion thought the RTS facilities were somewhat good or
very good. However, almost a third of the survivors were somewhat or very unhappy with the
service at the RTS. Based on the current study few important factors could be addressed to
improve service satisfaction. In Particular, it seems important to offer the survivors service
very shortly after they arrive at the RTS and make sure that they don’t have to wait with other
ER patients as the survivors are very often in an emotional shock and discomfort. Offering
survivors services right away or offer them to wait in a more private location may increase
the comfort level of the survivor. Also, it might increase survivors’ satisfaction if the staff at
the ER and RTS received more training in how to approach sexual assault survivors and

make them feel safe

Only a small proportion accepted the follow-up psychological services. Of those who
accepted the service almost a third of the participants (28.3%) utilized only the psychological
first aid, and almost equal proportions received follow-up psychosocial support and CPT

treatment (35.0% and 37.0%). This small acceptance rate of service is consistent with other
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studies (Price, et al.,, 2014). As the survey indicated some survivors already had
psychological service and therefore did not seek the RTS service and others didn’t know the
service was available to them at all. Some survivors gave reason for refusing the follow-up
psychological service that can be categorized as trauma related avoidance behavior, for
example refusing treatment when it is offered or not showing up for treatment session

because that would force the survivor to think and talk about the trauma.

The most common answers to what survivors thought was most helpful about the
psychological service was to talk to someone impartial about their experiences, and to get an
appropriate mental diagnosis and then the following treatment. The most common complaint
about the RTS psychological service was that survivors wanted more sessions and follow-up
after the treatment ended. The reasons for dropping out of therapy were also trauma related

avoidance and dissatisfaction with the service.

From these results it can be assumed that most survivors are satisfied with the RTS
post-assault follow-up psychological services. However not all survivors seem to realize that
the RTS offers psychological service. To increase the service utilization among survivors the
RTS might consider some ways to make survivors more aware of the service available to
them. Also in order to increase psychological service utilization it seems important to help
survivors realize that avoidance is a common trauma symptom and appears for example in
avoiding treatment and talking about the trauma and that avoidance does the survivor more
harm than good in coping with the trauma. As well as making sure the survivors know that
the psychological service will be available to them later on even though they are not ready to
accept it at the time it is offered. Perhaps some other form of therapy might be needed for
example an online therapy since some survivors drop out of service due to dissatisfaction
with the service. To increase overall satisfaction with the psychological service more follow-

up after treatment might be needed.
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The limitations of this study are that the results were produced with a small sample
and need to be replicated with a bigger one and not enough statistical power to make a linear
regression analysis. Also the data gathered in the service utilization survey was retrospective
and survivors views might have altered since the event and some survivors couldn’t give

answers to the questions because such long time had passes since they utilized the services.
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Appendix I.
Spurningalisti um pjonustunytingu, lyofraedilegar upplysingar og heilsuhegdun

Spurningar um pjénustunytingu Neydarmottokunnar:

1. Hver visadi pér & Neydarmottokuna? Vinsamlegast merktu vid allt sem vid &.
Moair

Fadir

Vinur/vinkona

Maki

AEttingi

Logregla
Heilbrigdisstarfsmadur

Prestur

Annar. Vinsamlegast tilgreinid:

CoNoRrwWNE

2. Hvada adstod og/eda pjonustu varstu ad leita eftir pegar pu leitadir a Neydarmottokuna?
Vinsamlegast merktu vid allt sem vid &.

Leeknis-/réttarleeknisskodun

Hjukrunarpjonustu

Logfraedipjonustu (réttargeeslumadur)

Salfraedipjonustu

Studningi og radgjof

Vissi pad ekki

Annad. Vinsamlegast tilgreinid:

NooakrwnPE

3. Hvada fagadila hittir pu hja Neydarmottokunni? Vinsamlegast merktu vid allt sem vid &.
Hjukrunarfraeding

Laekni

L Logfraeding/réttargaeslumann

4. Salfreeding

<

LN

4. Ef pa hittir ekki sélfraeding hja Neydarmottokunni, hver heldur pa ad hafi verid asteedan?
Vinsamlegast merktu vid allt sem vid &.

1. Vildi ekki pjénustu séalfreedings Neydarmottokunnar
2. Var visad annad

3. Var hja sélfredingi/i medferd annars stadar

4, Annad. Vinsamlegast skyrid:

5. Ef pu padir ekki salfraedipjonustu Neydarmottokunnar, af hverju heldur pu ad pad hafi
verid? Vinsamlegast merktu vid allt sem vid a.

1. Fannst ég ekki purfa a henni ad halda
2. Tradi ekki ad adstodin myndi hjalpa mér vid ad takast a vid kynferdisofbeldid
3. Var ekki tilbdin/n til ad takast & vid pad sem gerdist & peim tima sem mér var

bodin pjonusta

4. Tilfinningalegar asteedur (t.d. kvidi, skémm, sjalfsasdkun, depurd)

5 Likamleg heilsa

6. pjénustan var of langt i burtu fra heimili minu

7. Atti erfitt med ad koma mér & stadinn (t.d. hafdi ekki bil, enginn gat keyrt mig)

8. Atti erfitt med ad komast fra t.d. vegna vinnu, uménnun barna, of upptekin/n vié
annag, o.fl.

9. Annad. Vinsamlegast skyrid:
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6. Hve dnaegd/ur eda danaegd/ur varstu med pa pjonustu sem pu féekkst & Neydarmottokunni?
Mjog 6anaegd/ur

Nokkud 6anagd/ur

Hlutlaus

Nokkud anaegd/ur

Mjdg anaegd/ur

agrownE

7. Hve g6o/sleem fannst pér adkoman og adstadan & Neydarméttokunni (t.d. mottakan &
bradaméttoku, bidherbergi, adstada Neydarmaottoku)?

Mjog g6d

Nokkud god

Hlutlaust

Nokkud sleem

Mjdg slem

Sl

7a. Hvad fannst pér vanta upp a pjonustu Neydarméttokunnar almennt?

Spurningar um Salfradipjonustu Neydarmottokunnar

Ef pu hlaust einhver vidtol vid salfreeding vinsamlegast svaradu eftirfarandi.
Ef pu hlaust ekKi vidtol hja salfraedingi vinsamlegast svaradu naest spurningu 16.

8. A heildina litid hve anagd/ur eda 6anaegd/ur varstu med pa salfraedipjonustu sem pua fékkst &
Neydarmottokunni?

Mjdg 6anaegd/ur

Nokkud 6anagd/ur

Hlutlaus

Nokkud anaegd/ur

Mjdg anaegd/ur

SR S

9. Hve gagnleg/6gagnleg fannst per vidtol hja salfraedingi vera vid ad takast & vid
kynferdisofbeldid?

Mjdg 6gagnleg

Nokkud 6gagnleg

Hlutlaus

Nokkud gagnleg

Mjdg gagnleg

bR
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10. Hverjar voru astadur pess ad salfreedipjonustu lauk?
1. Meér leid betur, purfti ekki meiri pjénustu
Eg vildi ekki meiri pjonustu
Mér var visad i adra pjonustu
Annad. Vinsamlegast tilgreinid:

2.
3.
4.

11. Ef pu heettir i viotélum hja salfreedingi &0ur en pér leid betur, hverja telur pu asteeduna vera?
Trudi ekki ad adstodin myndi hjalpa mér vid ad takast & vid kynferdisofbeldid

Var ekki tilbdin/n til ad takast & vid pad sem gerdist

Tilfinningalegar astedur (t.d. kvidi, skomm, sjalfsasdkun, depurd)

Likamleg heilsa

Pjénustan var of langt i burtu fra heimili minu

Atti erfitt med ad koma mér & stadinn (t.d. hafdi ekki bil, enginn gat keyrt mig)
Atti erfitt med ad komast fra vegna t.d. vinnu, uménnun barna, of upptekin vid
annag, o.fl.

8. Annad. Vinsamlegast tilgreinid:

Nooak~wnPE

12. Vid lok salfraedipjonustu, hversu bett var lidan pin fra upphafi pjonustu?
0%
10%
20%
30%
40%
50%
60%
70%
9. 80%
10. 90%

11. 100%

cLONoOR~WDNE

13. Hversu likleg/ur eda olikleg/ur ert pu til ad maela med salfreedipjonustu Neydarmaottokunnar
vid vin sem lenti i svipudum atburdi?

Mjdg olikleg/ur

Nokkud olikleg/ur

Hlutlaus

Nokkud likleg/ur

Mjog likleg/ur

agbrowdE

14. Hvad fannst pér hjalplegast vid salfredibjénustu Neydarmottdkunnar?

15. Hvad fannst pér vanta upp a hja salfradibjonustu Neydarmottokunnar (hefdir viljao fa
adstod vid)?
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Spurningar um pjénustunytingu utan Neydarmottokunnar:

16. Hefur pu leitad til eftirfarandi fagadila vegna tilfinningalegra vandamala sem pu upplifdir
at af kynferdisofbeldinu?

Til heimilislaeknis 1. (&
2. __ (nei)

Ef j&, hve oft sl. 12 manudi?
1. Aldrei & sidustu 12 manudum
2. 1-2sinnum
3. 3-4sinnum
4. 5-10sinnum
5. Oftar en 10 sinnum

Til gedlaeknis 1. (ja)
2. (nei)

Ef j&, hve oft sl. 12 manudi?
1. Aldrei &sidustu 12 manudum
2. 1-2sinnum
3. 3-4sinnum
4. 5-10 sinnum
5. Oftar en 10 sinnum

Til salfreedings 1. (ja)
2. (nei)

Ef j&, hve oft sl. 12 manudi?
1. Aldrei asidustu 12 manudum
2. 1-2sinnum
3. 3-4sinnum
4. 5-10sinnum
5. Oftar en 10 sinnum

Til félagsradgjafa 1. (ja)
2. (nei)

Ef j&, hve oft sl. 12 manudi?
1. Aldrei & sidustu 12 manudum
2. 1-2sinnum
3. 3-4sinnum
4. 5-10sinnum
5. Oftar en 10 sinnum
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Til &fengis- og 1. (ja)
vimuefnaradgjafa 2. (nei)

Ef j&, hve oft sl. 12 manudi?
1. Aldrei & sidustu 12 manudum
2. 1-2sinnum
3. 3-4sinnum
4. 5-10sinnum
5. Oftar en 10 sinnum

Til 1. (&
kvensjukdomalaknis 2. (nei)

Ef j&, hve oft sl. 12 méanudi?
1. Aldrei & sidustu 12 manudum
2. 1-2sinnum
3. 3-4sinnum
4. 5-10sinnum
5. Oftar en 10 sinnum

Til leeknis med adra 1. (ja)
sérgrein 2. (nei)

Ef j4, hve oft sl. 12 manudi?
1. Aldrei & sidustu 12 manuéum
2. 1-2sinnum
3. 3-4sinnum
4. 5-10 sinnum
5. Oftar en 10 sinnum

Til hjakrunarfreedings 1. (ja)
2. (nei)

Ef j&, hve oft sl. 12 manudi?
1. Aldrei & sidustu 12 manudum
2. 1-2sinnum
3. 3-4sinnum
4. 5-10sinnum
5. Oftar en 10 sinnum

Til sjukra- eda 1. (ja)
idjupjalfa 2. (nei)

Ef j&, hve oft sl. 12 méanudi?
1. Aldrei & sidustu 12 manudum
2. 1-2sinnum
3. 3-4sinnum
4. 5-10sinnum
5. Oftaren 10 sinnum
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Til ndmsradgjafa eda 1. (ja)
kennara 2. (nei)

Ef j&, hve oft sl. 12 manudi?
1. Aldrei asidustu 12 manudum
2. 1-2sinnum
3. 3-4sinnum
4. 5-10sinnum
5. Oftar en 10 sinnum

Til prests 1. (&
2. (nei)

Ef j&, hve oft sl. 12 manudi?
1. Aldrei & sidustu 12 manudum
2. 1-2sinnum
3. 3-4sinnum
4. 5-10sinnum
5. Oftar en 10 sinnum

Til annars en 1. (ja)
ofangreindra 2. (nei)

Ef j&, hve oft sl. 12 manudi?
1. Aldrei &sidustu 12 manuéum

of mikillar neyslu dfengis eda vimuefna) sem pu upplifdir ut af

2. 1-2sinnum

3. 3-4sinnum

4. 5-10 sinnum

5. Oftar en 10 sinnum
17. Var adstodin sem pu fékkst hja fagadila/-adilum utan 1. (&
Neydarméttoku hjalpleg vid ad leysa pau tilfinningalegu vandamal sem 2. __ (nei)
p1 upplifoir?
18. Hefur p leitad til einhverra samtaka (z.d. AA, Al-anon, Stigamota, 1. (j&
Gedverndar, Rauda Krossins, Hugarafls) vegna tilfinningalegra 2. (nei)
vandamala sem pu upplifoir at af kynferoisofbeldinu?
19. Hefur pu einhvern timann notad 6hefobundnar leekningar (7.d. nudd, 1. (ja)
hofudbeina- og spjaldhryggsmedferd, nalastungur, kiropraktor, heilun, 2. (nei)
hugleidslu) vegna tilfinningalegra vandamala sem pu upplifoir ut af
kynferdisofbeldinu?
20. Hefur pu einhvern timann verid 16gd/lagdur inn 4 sjikrahis af 1. (ja
georenum asteoum (t.d. punglyndis, kvida, sjdalfskadandi hegdunar eda 2. (nei)
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kynferdisofbeldinu?

Spurningalisti um lyofraedilegar upplysingar og heilsuhegdun

Lyofrzeoilegar upplysingar, heilsuhegdun og heilsufar:

21. Hver er hjuskaparstada pin:

1. Gift/ur
2. Einhleyp/ur
3. [ fostu sambandi
4, I sambud
5 Fraskilin/n
6. Ekkja/ekkill
22. Hvada nadmi hefur pua lokid? (Merktu vid heestu gradu sem pii hefur lokio)
1. Heetti i skyldunami
2. Skyldunami (t.d. grunnskélaprofi, landsprofi, gagnfraediprofi)
3. Starfsnami, ionnami, boklegu framhaldsnami (t.d. studentsprofi,
samvinnuskdlaprofi, verslunarprofi, vélfreedingar, skipstjérnarnami)
4, Sérskolanami & eda vid haskolastig (t.d. idnfreedi- eda teknindmi)
5 Héskdlandmi (3ja ara eda lengra)
6. Annad. Vinsamlegast tilgreinio:
23. Attu barn/born?
1. Nei
2. Ja. Ef ja, hve morg

24. Hvao gerir pa? (Starf, nam, orlof, annao)
 fullu starfi

[ hlutastarfi

Atvinnulaus/i leit ad vinnu
Oryrki/fra vinnu vegna veikinda
Namsmadur

_ [ fedingarorlofi

- Heimavinnandi

— A eftirlaunum

— Annad. Vinsamlegast tilgreinid:

CoNoar~wWNE

25. Hvernig metur pu fjarhagsstoou pina?

Mjog goda

Gooa

bokkalega (endar nd saman)

_ Sleema

o Mjog slema (miklar skuldir eda gjaldprot)

agrLOdDE

26. A0 pinu mati, hve gad er heilsa pin midad vid aldur?
1. Mjog gbéd
2. Go6d
3. I medallagi
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4, Sleem
5 Mjog sleem

Spurningar um afengisdrykkju sidastlidna 3 manudi*

Nei Ja

27. Drekkur pu stundum afenga drykki eins og bjor,
léttvin eda adra afenga drykki?

Ef nei, pa skaltu svara spurningu 34 nast.

28. Hefur pér einhvern tima fundist ad pa pyrftir ad
draga Ur drykkjunni?

29. Hefur folk gert pér gramt i gedi med pvi ad setja ut &
drykkju pina?

30. Hefur pér einhvern tima 1idid illa eda haft sektarkennd
vegna drykkju pinnar?

31. Hefur pu einhvern tima fengid pér afengi ad morgni til
ad laga taugakerfid eda losa pig vid timburmenn?

Fjoldi drykkja

32. Hversu marga drykki drekkur pu & viku ad medaltali?
(einn drykkur er einn einfaldur, einn bjor, eda eitt
léttvinsglas)

33. Hver er mesti fjoldi drykkja sem pa hefur drukkid a
einum degi a sidasta ari?

Eftirfarandi spurningar fjalla um mogulega notkun efna annarra en afengis, p.e. dnnur vimuefni eda
lyfsedilsskyld lyf, sidastlidna 3 manudi. Lyf/vimuefni visa til pess ad nota lyf avisad af leekni eda
fengin fra 6drum. Efnin sem um reedi eru t.d. kannabis, réandi lyf, svefnlyf, kdkain, érvandi Iyf,
ofskynjunarlyf, eda sterk verkjalyf (eins og morfin og parkodin forte).

Lestu hverja stadhafingu vandlega og taktu afstodu til pess hvort pa svarir jatandi eda neitandi.
Merktu svo vid videigandi svarmdguleika.

Nei Ja

34. Hefurdu notad lyf og/eda vimuefni i 6drum tilgangi en til
lekninga?

35. Hefur pér einhvern tima fundist ad pu pyrftir ad draga ur
lyfja/vimuefnaneyslu pinni?

36. Hefur folk gert pér gramt i gedi med pvi ad setja Ut a
lyfja/vimuefnaneyslu pina ?

37. Hefur pér einhvern tima lidid illa eda haft sektarkennd vegna
lyfja/vimuefnaneyslu pinnar?

38. Hefur pu einhvern tima fengid pér lyf/ vimuefni ad morgni til
ad laga taugakerfid eda losa pig vid timburmenn?

*CAGE questionnnaire (Ewing 1984) og CAGE-AID (Brown & Rounds, 1995)
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PCL-5 (modified)*

Leidbeiningar: Hér ad nedan er listi yfir vandamal sem félk upplifir stundum eftir mjog streituvaldandi
reynslu. Vinsamlega lestu vandlega yfir hvert vandamal og dragdu hring utan um t6lu til heegri til ad
gefa til kynna hversu mikid hvert vandamal hefur truflad pig sidastlidinn manud.

Sidastlidinn manud, hversu mikid trufladi eftirfarandi pig: | Ekki Litid Midlungs | Toluvert | Mjog
neitt mikid
1. Endurteknar, truflandi og 6velkomnar minningar um hina
. . 0 1 2 3 4
streituvaldandi reynslu?
2. Endurteknir truflandi draumar um hina streituvaldandi
0 1 2 3 4
reynslu?
3. Skyndilega lidid eda hegdad pér eins og streituvaldandi
reynslan sé raunverulega ad gerast aftur (eins og pu sért ad 0 1 2 3 4
endurupplifa hana)?
4. Komast i mikid uppnam pegar eitthvad minnti pig & hina
. . 0 1 2 3 4
streituvaldandi reynslu?
5. Fasterk likamleg viobrogd pegar eitthvad minnti pig a
streituvaldandi reynsluna (t.d. hradur hjartslattur, 0 1 2 3 4
Ondunarerfidleikar, svitna)?
6. Fordast minningar, hugsanir og tilfinningar tengdar
; . . 0 1 2 3 4
streituvaldandi reynslunni?
7. Fordast ytri &minningar um hina streituvaldandi reynslu 0 1 2 3 4
(t.d. folk, stadi, samtdl, athafnir, hluti eda adsteedur)?
8. Eiga i erfidleikum med ad muna mikilvaega hluta
X ) 0 1 2 3 4
streituvaldandi reynslunnar?
9. Hafa sterk neikveed vidhorf um sjalfa/n pig, annad folk
eda heiminn (t.d. hugsanir eins og: Eg er slem/ur, pad er
) ’ L 0 1 2 3 4
eitthvad alvarlegt ad mér, engum er treystandi, heimurinn
er heettulegur)?
10. Asaka sjalfa/n pig eda einhvern annan um hina
streituvaldandi reynslu eda pad sem gerdist i kjolfar 0 1 2 3 4
hennar?
11. Hafa sterkar neikvadar tilfinningar eins og étta, hrylling, 0 1 2 3 4
reioi, sektarkennd eda skémm?
12. Missa ahuga a athfnum sem pa adur hafdir gaman af? 0 1 2 3 4
13. Finnast pd vera fjarlaeg/ur eda Ur tengslum vid annad 0 1 2 3 4
folk?
14. Eiga i erfidleikum med ad upplifa jakveedar tilfinningar
(t.d. ad vera 6feer um ad finna hamingju eda vaentumpykju 0 1 2 3 4
gagnvart folki sem er pér ndkomid)?
15. Pirringur, reidikost og arasargjérn hegoun. 0 1 2 3 4
16. Taka of oft dhaettu eda gera hluti sem geetu valdio pér 1 4
skada?
17. Vera ofurarvokul/l eda vakandi fyrir umhverfinu eda a 1 2 4
verdi? 0 3
18. Vera vidbrigdin/n eda bregda audveldlega? 0 1 2 3 4
19. Eiga erfitt med einbeitingu? 0 1 2 3 4
20. Vandi vid ad sofna eda sofa? 0 1 2 3 4
21. Finnast eins og aatlanir eda framtidardraumar pinir muni
ekki reetast (t.d. ad pu munir ekki eiga farselan starfsferil, 0 1 2 3 4
eignast maka, born eda lifa lengi).
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*Posttraumatic stress disorder checklist for DSM-5 (PCL-5). Weathers, Litz, Keane, Palmieri, Marx og Schnurr (2013).
pydendur: Berglind Gudmundsdéttir, Ingunn Hansdoéttir, Agnes B. Tryggvadottir, Gudlaug Fridgeirsdéttir (2015).

PCL-5 (modified) (frh.)*

Hafa vandamalin sem pu merktir vid hér ad ofan truflad
einhverja af eftirfarandi pattum i lifi pinu SIDASTLIDINN Ja Nei
MANUD?

Settu hring utan um J ef svarid er Ja en N ef svarid er Nei.

Almenna anagju med lifid
Almenna getu til ad takast & vid lifid i heild sinni

a. Vinnan J N
b. Husverk og heimilisskyldur J N
c. Sambdnd vid vini J N
d. Skemmtanir eda ahugamal J N
e.  Nam og heimalerdomur J N
f.  Sambdnd vid fjolskyldu J N
g. Kynlif J N
h. J N

J N

*Posttraumatic stress disorder checklist for DSM-5 (PCL-5).
Weathers, Litz, Keane, Palmieri, Marx og Schnurr (2013).
pydendur: Berglind Gudmundsdéttir, Ingunn Hansdottir, Agnes B. Tryggvadéttir, Gudlaug Fridgeirsdottir (2015).

48



=

(621

Svefnleysiskvardi*

. Vinsamlega flokkadu naverandi (sl. manud) ALVARLEIKA svefnvanda pins.

Mjog
Enginn  Litll  Midlungs Mikill mikill
a) Erfidleikar med ad sofna: 0 1 2 3 4
b) Erfidleikar med samfelldan svefn: 0 1 2 3 4
c) Ad vakna of snemma: 0 1 2 3 4
Hversu anaegd(ur)/6anaegd(ur) ert pu med ndverandi svefnmynstur pitt?
Mjog anaego(ur) Mjog 6ansegd(ur)
0 1 2 3 4

Ad hve miklu leyti telur pa svefnvandann TRUFLA dagleg storf pin (t.d dagpreyta, getu til ad
sinna vinnu/daglegum skyldum, einbeitingu, minni, skap og svo frv.)

Alls ekki Mjog mikid
truflandi Litiod Eitthvad Mikid truflandi
0 1 2 3 4

Telur pa adra TAKA EFTIR pvi ad svefnvandi pinn skerdi lifsgaedi pin?

Alls ekki neitt Litillega Eitthvad Mikid Mjog mikid
0 1 2 3 4
. Hversu miklar AHYGGJUR hefur pa af naverandi svefnvanda pinum?
Alls engar Litlar Einhverjar Miklar Mjog miklar
0 1 2 3 4

*Insomia Severity Index (1SI). Morin, Belleville, Bélanger og Ivers (2011).
pydendur: Gunnhildur Marteinsd6ttir og Nina Gudmundsdéttir (2014).
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DASS21

Depression Anxiety Stress Scale*

Lestu hverju fullyrdingu og dragdu hring um télu 0, 1, 2 eda 3 sem segir til um hve vel hver fullyrding
atti vid i pinu tilviki sidustu vikuna. Pad eru engin rétt eda rong svor. Eyddu ekki of miklum tima i ad
velta fyrir pér hverri fullyrdingu.

0 = Atti alls ekki vid mig

1 = Atti vid mig ad einhverju leyti eda stundum

2 = Atti toluvert vel vid mig eda drjigan hluta vikunnar
3 = Atti mjog vel vid mig eda mest allan timann

1 Meér fannst erfitt ad slappa af. o 1 2 3
2 Eg fann fyrir munnpurrki. 0 1 2 3
3 Eg virtist alls ekki geta fundid fyrir neinum gédum tilfinningum. 0 1 2 3
4 Eg atti i erfidleikum med ad anda (t.d. allt of hr6d ondun, maedi 0 1 2 3
an likamlegrar areynsilu).
5 Eg gat ekki byrjad & neinu. o 1 2 3
6 Eg haféi tilhneigingu til ad bregdast of harkalega vid adsteedum. 0 1 2 3
7 Meér fannst ég vera oOstyrk(ur) (t.d. ad feeturnir veeru ad gefa sig). 0 1 2 3
8 Meér fannst ég eyda mikilli andlegri orku. 0 1 2 3
9 Eg haféi ahyggjur af adsteedum par sem ég fengi hreedslukast 0 1 2 3

(panik) og gerdi mig ad fifli.
10 Mér fannst ég ekki geta hlakkad til neins.
11 Eg komst audveldlega i uppnam.
12 Mér fannst erfitt ad na mér nidur.
13 Eg var hrygg/hryggur og punglynd(ur).

14 Eg poldi ekki pegar eitthvad kom i veg fyrir ad ég héldi afram
vid pad sem ég var ad gera.

O O O o o
N
N NN NN
W W w w w

15 Mér fannst ég nanast gripin(n) skelfingu.

16 Eg gat ekki fengid brennandi ahuga & neinu.
17 Meér fannst ég nanast einskis virdi.

18 Mér fannst ég frekar horundsar.

19 Eg vard var vid hjartslattinn i mér po ég hefdi ekki reynt & mig
(t.d. hradari hjartslattur, hjartad sleppti ar slagi).

O O O o o
N
N NN NN
W W w w w

20 Eg fann fyrir 6tta &n nokkurrar skynsamlegrar astaedu. o 1 2 3
21 Meér fannst lifid varla pess virdi ad lifa pvi. 0 1 2 3

* DASS-21: Lovibond og Lovibond (1995). bydandi: Pétur Tyrfingsson
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Spurningalisti um félagslegan studning (MSPSS)*

Vinsamlegast lestu stadhafingarnar hér ad nedan vandlega og skradu namer pess valmdoguleika
sem best a vio um skodun pina & stadhafingunni fyrir framan hana. Pad eru engin rétt eda rong
SVOr.

1 2 3 4 5 6 7
Fullkomlega Mjog Frekar Hlutlaus Frekar Mjog Fullkomlega
0sammala 6sammala 6sammala sammala sammala sammala

1.  Tiltekin manneskja er til stadar fyrir mig pegar ég parfnast hennar.
2. Eg get deilt gledi minni og sorg med tiltekinni manneskju.
3. Fjolskylda min reynir virkilega ad hjalpa mér.

4. Eg fe pa tilfinningalegu adstod og studning sem ég parfnast fra
fjolskyldu minni.

5. Eg get leitad til tiltekinnar manneskju pegar ég parfnast huggunar.
6.  Vinir minir reyna virkilega ad hjalpa mer.

7. Eg get reitt mig & vini mina pegar hlutirnir ganga illa.

8. Eg get reett vandamal min vid fjélskyldu mina.

9. Eg & vini sem ég get deilt med gledi minni og sorg.

10. Tiltekinni manneskju i lifi minu er umhugad um tilfinningar minar.
11. Fjolskyldan min er fas til ad adstoda mig vid dkvardanatoku.

12. Eg get reett vandamal min vid vini mina.

* Multidimensional Scale of Perceived Social Support, MSPSS:
Zimet, Dahlem, Zimet og Farley (1988).
pydandi: Berglind Gudmundsdéttir
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patttakandi nr.:
Um komu & Neydarmottoku

Appendix 2.

Dagsetning brots:

Agnes Bjorg Tryggvadéttir, Berglind
Gudmundsdéttri, Ingunn Hansdéttir og Eyran

) Jonsdottir
Dagsetning komu:

1. Manudur 2. Vikudagur 3.a Timasetning arasar 4, Timi frd dras a0 komu | 5. Koma NM...
1. Jandar 1. Méanudagur 1. Morgni dags (08-12) 1. 0-6 kist 1. Ein/n
2. Febraar 2. Pbriojudagur 2. Eftir hadegi (12-16) 2. 6-12 Kklst 2. Ifylgd
3. Mars 3. Midvikudagur 3. Siddegis (16-20) 3. 13-24Kist 3. Upplysingar vantar
4. April 4. Fimmtudagur 4. Ad kvoldlagi (20-00) 4. 25-48 Kist
5. Mai 5. Fostudagur 5. Snemma natur (00-04) 5. 49-72 klst a. Ef i fylgd, med
6. Juni 6. Laugardagur 6. Seinni hluta nztur/Arla 6. 3-4 solarhringar hverjum? (Merkja vid
7. Juli 7. Sunnudagur . Egrr?ag?jrl(g4i_(()g())-08) 7. 4-5 s6larhringar allt sem vid &)
8. Agust 8. Upplysinga? vantar 8. 5-7 sélarhringar 1. Modur
9. September ' 9. 1-2vikur 2. Fodur
10. Oktober 3.b Timasetning komu & NM 10. 2-4 vikur 3. Vini/Vinkonu
11. November 1. Morgni dags (08-12) 11. 4 vikur — 3 manugir 4. Maka
12. Desember 2. Eftir hadegi (12-16) 12. 3 — 6 manudir 5. /Ettingja
3. Siddegis (16-20) 13. 6 manudir — 1 ar 6. Logreglu
g- ér?egr?ngﬁag;u(rzgdgo&) 14. Meiraen 1 ar 7. Sjlkrabil
6. Seinni hluta natur/Arla 15. Upplysingar vantar 8. b. ?_ﬁ,r::num
morguns (04-08) ]
Um polanda
6. Aldur: 9. Fyrri afoll 10. Leitad adur til NM
1. 1. Ja 1. Ja
2. Nei 2. Nei
3. Upplysingar vantar 3. Upplysingar vantar
a.Ef ja, hvers konar éafall?
1. Naudgun/naudgunartilraun — —
7. Kyn LK 2. Kynferdisleg misnotkun 11. Greind fotlun hja
- Karl 3. Likamlegt ofbeldi polanda
2. Kona ' amiegt otbelal - S 1. Ja
4. Heimilisofbeldi (btid vio ofbeldi, vitni af) 2 Nei
5. Annars konar afall (t.d. slys, daudsfall, skilnadur) 3: Upplysingar vantar
6. Upplysingar vantar i -
b.Ef 12aer 1, vard polandi pungud i kjolfar fyrri a.Hver er fotlunin?
naudgunar? 1. DfEskalske]r;?llr]g
8. Pjoderni polanda 1.J4 2.Nei 3. Upplysingar vantar g II:I amieg (;).t un
1. Islenskt c. Ef ja, féstureyding eftir fyrri naudgun? ' I'ingvlaran I"kd'
2. Annad: 1.J4 2.Nei 3.Upplysingar vantar IKamiegur sjukaomur
a. Land: 4. Upplysingar vantar
12. Starf 14. Saga um gedraen vandamal 22. Tengsl polanda vid geranda (Merkja
1. Full starf 1.J4 2.Nei 3. Upplysingar vantar tengsl vio alla gerendur ef margir)
2. Hlutastarf 15. Saga um afengisvanda/-medferd 1. Okunnug/ur
3. Heimavinnandi 1.J& 2.Nei 3. Upplysingar vantar 2. Kannast vid (<24 Kist)
4. Oryrki 3. Kunningi
5. Namsmadur _ | 16. Saga um vimuefnavanda/-medferd 4. Vinur/vinkona
6. | nami og hlutastarfi 1.J4 2.Nei 3.Upplysingar vantar 5. Fadir/modir
7. Atvinnulaus e3terd A SAlTEsnaT 653 aeslakn 6. Systkin
8. Annad 17 Eyg ' m2e N%'} éalsJa ?iesir:nglr ?/a%tgﬁ &Kl 7. BIl6dskyld/ur (adrir en foreldrar/systkin)
a. Hvaa: ' ' - OPPYSIng 8. Tengd/ur (s.s. fosturfadir/méair,
9. Upplysingar vantar | 18. Mansal stjlpfadir/mdadir, magur/magkona)
1.J& 2.Nei 3.Upplysingar vantar 9. Karasti/a
13. Hjuskaparstaéa 19. Veendi _ _ 10. Maki (eiginmadur/kona,
1. Gift/ur 1.Ja 2.Nei 3. Upplysingar vantar sambylismadur/kona)
2. Einhleyp/ur 20. Nytur félagslegrar pjonustu 11. Fyrrverandi maki
3. | fostu sambandi 1.Ja 2.Nei 3. Upplysingar vantar 12. Yfirbodari (s.s. kennari, leeknir,
4. 1 sambud 21. Pekkt neyslusaga foreldra/fjolskyldu prestur, yfirmadur)
5. Fréskilin/n 1.Ja 2.Nei 3. Upplysingar vantar 13. Samstarfsmadur/kona
6. Ekkja/ekkill 14. skolafélagi
7. Upplysingar vantar 52 15. upplysingar vantar
15. Upplysingar vantar 1




3. Kyn 24. bj6derni 25. Framdi gerandi 26. Fjoldi gerenda  a. Virkir gerendur b. Ahorfendur
1. Karl 1.1slenskt sjalfsvig? 1. 1 1. 1 1. 1
2. Kona 2.Erlent 1.J4 2. Nei 2. 2 2. 2 2. 2
3. Upplysingar a. Ef erlent, skra land: 3. 34 3. 34 3. 34
vantar 4. 5 edafleiri 4. 5 edafleiri 4. 5 edafleiri

27. Hvar var brotid framid?
1. Alslandi
2. Erlendis

a. Efisland, hvar & landinu?
Hofudborgarsveedinu
Reykjanesinu
Vesturlandi
Vestfjoroum
Sudurlandi
Austurlandi
Nordurlandi
Upplysingar vantar

NG WNE

i. Eféa Hofudborgarsveedinu, pa
nanar hvar?

28. Vettvangur arasar
1. Heima hja polanda
2. Heima hjéa geranda
3. A 6dru heimili
4. A vinnustad
5. 1hbil

6. A gotu i midhe

Reykjavikur

7. Avidavangi

8. A (tihatio

9. A skemmitistad

10. Fyrir utan skemmtistad

11. Annars stadar

a. Hvar:
12. Upplysingar vantar

Hvers konar kynferdisofbeldi vard polandi fyrir?

31. Kynmok um leggéng
1.J& 2.Nei 3.Upplysingar vantar

32. Kynmgk um endaparm

1.J4& 2.Nei 3. Upplysingar vantar
33. Kynfzri polanda sogin
1.J4& 2.Nei 3.Upplysingar vantar

34. bolandi neydd/ur til ad sjuga kynfzri geranda
1.J4 2.Nei 3. Upplysingar vantar

35. Sadlat
1.J4& 2.Nei 3.EKkkivitad

36. Adskotahlutur i leggdng eda endaparm
1.J4 2.Nei 3. Upplysingar vantar

37. Fingur settur i leggdng eda endaparm

1.J4& 2.Nei 3. Upplysingar vantar

1. Midbe Reykjavikur 29. Addragandi arasar 38. Snerting med getnadarlim an innprengingar
2. Annars stadar i Reykjavik 1. Oventéaras 1.J4 2.Nei 3. Upplysingar vantar
3. Seltjarnarnesi 2. Innbrot 39. Ké&fad & kynfeerum
4, Kbpavogi 3. Stefnumot 1.J& 2.Nei 3.Upplysingar vantar
5. Gardaba 4. Tengdist skemmtun 40. K&fad & brjostum
6. Hafnarfirdi 5. Samskipti a undan 6nnur en 1.J4 2.Nei 3.Upplysingar vantar
7. Alftanesi skemmtun 41. Kafad a rassi
8. Mosfellsba 66{ ,?_'nvr;agé 1.J4 2.Nei 3.Upplysingar vantar
9. Kjalarnesi 7. Ovist 42. Smokkur notadur
10. Upplysingar vantar EF 5, hvernig samskipti? 1.J& 2.Nei 3. Upplysingar vantar
b. Ef erlendis, hver var astzzda 29.b T persénu 43.a Naudgunartilraun
dvalar erlendis? 1.J4 2. Nei 3.EKki vitad 1.J4 2.Nei 3. Upplysingar vantar
L Fe,réamaéur 29.c Netsamskipti (e-mail, msn) 44, Annad
2. Namsmadur 1.Ja 2.Nei 3.EKki vitad 1.J4 2.Nei 3. Upplysingar vantar
2' g‘;ﬂ?'r . 29.d Simasamskipti (simtél, sms) 745 Alvarlelkl kynferdisofbeldis (skv. NorVold)
- SKiptineml 1.Ja 2.Nei 3.Ekkivitad Vgt — engin kynfzrasnerting
5. Atvinna 30. Myndataka af polanda 2. Vagt — tilfinningalegt eda kynferdislegt
6. Anna(:) 1.4 3. Midlungs - kynfaerasnerting
i Hvad: 2 Nei 4. Alvarlegt — innprenging
Lo N I AU T TN 5 lInnlcinnar vantar
46. Likamlegt ofbeldi 55. Hrint 63. Likamlegir averkar
1.J4 2.Nei 3. Upplysingar vantar 1.Ja 2.Nei 3.Upplysingar vantar 1. Engir averkar
47. Haldid 56. Sparkad 2. Minnihattar averkar (ekki porf &
1.Ja 2. Nei 3.Upplysingar vantar 1.J4 2.Nei 3. Upplysingar vantar frekari lzeknisadstod, t.d., mar,
48. Hindrus for 57. Notar vopn/ahald rodi, eymsll, rispur)
1.J4 2.Nei 3. Upplysingar vantar 1.J4 2.Nei 3. Upplysingar vantar 3. Medal averkar (porf fyrir
49. Bundid/handjarn 58. Bitid, rispad, stungid (m. ahaldi/vopni) leknisadstod en ekki porf a
1.J4 2.Nei 3.Upplysingar vantar 1.J4 2.Nei 3.Upplysingar vantar innlégn, t.d., grunur um
50. Lokad inni 50. Kverkatak beinbrot, grunnir skurdir, vidtek
1.J4 2.Nei 3. Upplysingar vantar 1.J4& 2.Nei 3. Upplysingar vantar eymsli & kynfzerum)
51. Fot rifin, skemmd 60. Beinbrot 4. Alvarlegir averkar (innlogn &
1.Ja4 2.Nei 3. Upplysingar vantar 1.J4 2.Nei 3. Upplysingar vantar sjukrahts, ekkiporfa
52. Rispad, KI6rad (med noglum) 61. Bruni skurdadgerd, t.d. alvarlegir
1.J4 2.Nei 3.Upplysingar vantar 1.J4 2.Nei 3. Upplysingar vantar averkar & kynfeerum, beinbrot,
53. Slegid med flotum I6fa 62. Annad hofudaverkar, tbreitt mar)
1.J4 2.Nei 3. Upplysingar vantar 1.Ja 2.Nei 3.Upplysingar vantar
54. Hnefahdgg a. Ef ja, hvad: (]
1.J4 2.Nei 3. Upplysingar vantar
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64. Hotun
1. Ja
2. Nei
3. Upplysingar vantar

74. Afengisneysla polanda
1. Ja
2. Nei
3. Upplysingar vantar

Ef j&, hvernig hétun?

a. Efja, hvert var vitundarastand

65. Hotun med sms
1.J4 2. Nei bollandAaf? g
- - . engisda
66. Hotun med sima 2. Of drukkin/n til a3 vita
1.Ja 2. Nei
- - - hvad var ad gerast
67. Hotun gegnum netid (e-mail, msn) 3. Of drukkin/n til a8 stjorna
1. :]a '2._N_e| _ eigin hegdun
68. 1Hthyn 'ze'l%m. personu 4. Undir ahrifum en med fulla
va o el vitund
69. Anr)aé _ 5. Ekkert af ofangreindu
1.Ja 2. Nei 6. Upplysingar vantar
a. Ef ja, hvad:

77. Vimuefnaneysla polanda
1. Ja
2. Nei
3. Upplysingar vantar

a. Efja, vitundarastand polanda
. Vimuefnada

2. Of mikil vima til ad vita hvad
han/hann veeri ad gera

3. Of mikil vima til ad stjorna eigin
hegdun

4. Undir ahrifum en med fulla vitund

5. Ekkert af ofangreindu

6. Upplysingar vantar

78. Ef misneyting vegna vimuefnaneyslu,
hvers edlis var neyslan?
1. Sjélfviljug vimuefnaneysla

Ef hétun i eigin persénu, hvernig?

70. H6tun med likamlegu latbragdi

75. Ef misneyting vegna
afengisneyslu, edli neyslu?
1. Sjalfviljug afengisneysla

2. bvingud vimuefnaneysla
3. Vimuefnum haldid ad vidkomandi
4. Upplysingar vantar

1.J4 2. Nei 2. bvingud afengisneysla
71. H6tun med vopnum 3. Afengi haldid ad viokomandi 79. Grunur um lyfjabyrlun
1.J& 2. Nei 4. Upplysingar vantar 1.J4 2. Nei
72. H6tun med oroum 76. Misneyting vegna fotlunar 80. bungun i kj6lfar naudgunar
1.Ja 2. Nei 1. Misneyting v/likamlegs 1.Ja 2.Nei 3. Upplysingar vantar
73. Annad sjukdéms a. Ef ja, fostureyading i kjélfar naudgunar
1.J4 2. Nei 2. Misneyting v/andlegs sjukdéms 1.Ja 2.Nei 3.Upplysingar vantar
a. Ef j4, hvad: 3. Acekkivid

4. Upplysingar vantar

Pjénusta & Neydarmdttoku

Pjonustunyting & NM 94. Samtal vid réttargaeslumann (I6gfraeding)
Vitundarastand vio komu a NM 1.J4 2.Nei 3.Upplysingar vantar
81. Vimuahrif 88. Laeknisskodun/medferd
1.J4 2.Nei 3.Upplysingar vantar | 1.Ja 2. Nei 3. Upplysingar vantar
82. Man litio/ekkert 89. Réttarlaknisskodun 95. Sjalfsvigshugsanir eftir atburo
1.J4 2.Nei 3.Upplysingarvantar | 1.J& 2.Nei 3.Upplysingar vantar 1.J4& 2.Nei 3.EKkkivitad

83. Tjair sig um smaatridi arasar

90. Averkaskyrsla/komuskyrsla &

1.J4& 2.Nei 3.Upplysingar vantar slysa- og bradaméttoku

84. Skyr frasogn 1.J& 2.Nei 3.Upplysingar vantar | 96. Sjalfsskadi eftir atburd
1.J4 2.Nei 3. Upplysingar vantar 1.Ja 2.Nei 3.EKkkivitad

85. Samhengislaus fraségn 91. Innl6gn & geesludeild/sjukradeild | 97. Sjalfsvigstilraun/ir eftir atburd
1.J4 2.Nei 3.Upplysingarvantar | 1.J& 2.Nei 3. Upplysingar vantar 1.J4 2.Nei 3.EKkkivitad

86. I sjalfsvigshugleidingum 92. Samtal vid hjukrunarfraeding 98. Mal tilkynnt Barnaverndarnefnd?
1.J& 2.Nei 3.Upplysingar vantar 1.J4 2.Nei 3.Upplysingar 1.J4 2.Nei 3. A ekkivid 4. Uppl. vantar

vantar

87. Annad 93. Visad til salfraedings
1.J& 2.Nei 3.Upplysingar vantar 1.J4 2.Nei 3.Upplysingar

a. Ef ja, hvao: vantar
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Pjonusta & Neydarmottoku, frh.

99. bolanda visad til annarra fagadila:
1.Ja 2.Nei 3. Upplysingar vantar
99.a Ef ja, hvert?
1. Geddeild LSH

I. Efja, bradainnlogn?

1.J4 2.Nei 3.Ekkivitad
2. Stigamot
3. Kvennaathvarf
4. SAA/Teigur LSH/Studlar
5. Barnahus
6. Annar adili

a.Ef ja, hvada:
7. Upplysingar vantar

Keerur/Malsmedferd

100. Keeroi polandi?
1. Ja
2. Nei
3. Upplysingar vantar

100a. Ef ja, hver var meoferd malsins hja
logreglu?

Keera afturkollud

Mal fellt nidur hja légreglu

Mal sent fra logreglu

Mal enn i vinnslu

Upplysingar vantar

100b. Ef mal sent fra logreglu, akeerdi
saksoknari?

Ja

Nei — mal fellt nidur

Mal enn i vinnslu

Upplysingar vantar

SR o

el NS -

101. Hver var ddmur Héradsdoms?
1. Sakfelling
2. Sykna
3. DOmur ekki fallinn
4. Upplysingar vantar
102. Hver var domur Haestaréttar?
1. Sakfelling
2. Sykna
3. DOmur ekki fallinn
4. Upplysingar vantar
103. Fékk polandi miskabaetur?
1. Ja
2. Nei
3. Maélennivinnslu
4. Upplysingar vantar
104. Aukalega um keerur:
Sakargégn sott dags:
Sakargégnum hent dags:
Mal sent fra RLR dags:
Laeknir kom fyrir rétt dags:
Hjukrunarfraedingur kom fyrir rétt
dags:
f. Réadgjafi kom fyrir rétt dags:

Poo0ow

105. Salfreedileg medferd
1.J& 2.Nei 3.Upplysingar vantar

106. Ef ja, hja hverjum?

107. Ef ja, fjoldi vidtala:

a. Hlaut afallahjalp 1. J4 2. Nei. Ef j4, fjoldi vidtala
b. Hlaut eftirfylgd an formlegar medferdar? 1. Ja 2. Nei. Ef ja, fjoldi vidtala
C. Hlaut sélfraedilega medferd umfram afallahjalp og eftirfylgd?

d. Lauk medferd? 1.J4 2. Nei.
Ef nei, asteeda lok medferdar:
e.1) Heetti ad maeta? 1. Ja 2. Nei.

1.J4 2. Nei. Efja, fjoldi vidtala

e.2) Af pakkadi pjonustu eftir ad medferd byrjadi? 1. Ja 2. Nei.

Timabil meodferdar?: f.1) dags. upphaf f.2) dags. lok medferdar

108) Spurningalistar jA___ nei
Fjoldi skipta

Ef ja hvada,spurningalistar:
108a) PDS/PSS-SR fj. Skipta __
108b) IES fj.skipta
108c) BDI (BDI-II) fj.skipta
108d) BAI fj.skipta

108e) Ef ja: fylla Gt skorin:

Dags. pegar listi | PSS-SR heildarskor
fylltur at (undirkvardar)

BDI-II
heildarskor

BAI
heildarskor
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Appendix 11

A
v
UANDSPITAL

Pjonustunyting og lidan polenda kynferdislegs ofbeldis
sem leitad hafa til Neydarméttoku LSH

Keeri viotakandi,

Nylega fékkst pd simtal par sem falast var eftir patttoku pinni i rannsokn & pjonustunytingu og
lidan polenda kynferdislegs ofbeldis sem leitad hafa til Neydarmottoku LSH. Eins og raett var um
i simtalinu faerd pa hér sent upplysingabréf sem utlistar framkveemd og tilgang rannséknarinnar
sem og vefslda til ad ndlgast spurningalistana sem vid 6skum eftir ad pu svarir.

Tilgangur og markmid rannsoknar

Kynferdisofbeldi getur haft vidteekar og alvarlegar afleidingar & heilsu polenda og valdid t.d.
truflun & starfsgetu og verulegri skerdingu & lifsgedum. Mikilvaeg pjénusta fyrir polendur var
sett & laggirnar arid 1993 en hingad til hefur litid verid kannad hvort pessi pjonusta meeti pérfum
polanda og hver afdrif polanda eru.

Tilgangur pessarar rannsoknar er ad kanna hvernig pjonustan nyttist peim sem leitudu &
Neydarmottokuna & arunum 2010 til 2014, hvernig peim likadi pjonustan og péa sérstaklega hvad
peim fannst vanta upp & pjonustuna. ba er tilgangur rannsoknarinnar einnig ad kanna afdrif
bolenda, hvernig stada peirra er med tilliti til streitueinkenna og adlégunar almennt eftir ad hafa
leitad eftir pjonustu @ Neydarmottékunni.

Von okkar er st ad med patttéku pinni muni skilningur batna og innsyn aukast inn i hvada peettir
bjonustu Neydarmattokunnar nytast polendum best, hvernig ma beta pjonustuna og hvad er haegt
ad gera til ad adstoda polendur betur vid ad takast & vid adlogun eftir kynferdisofbeldi. Patttaka
pbin er pvi mikils metin.

Rannsoknin ber heitid ,, Pjonustunyting og lidan polenda kynferdislegs ofbeldis sem leitad hafa
til Neydarmottoku LSH * og er unnin af samstarfshopi a vegum Landspitala HaskolasjtkrahUss
og Haskadla Islands.

Abyrgdaradili rannsoknarinnar

Nafn: Dr. Berglind Gudmundsdéttir
Starfsheiti: Yfirsalfreedingur Landspitala
Adsetur:  Gedsvid, Hringbraut, 101 Reykjavik
Simi: 543-9292

Netfang:  berggudm@Ilandspitali.is

Adrir rannsakendur/ranns6knarhdépurinn:

Dr. Ingunn Hansdottir, lektor vid salfredideild Haskola islands,
Agnes Bjorg Tryggvadattir, salfreedingur vio Neydarmottdku Landspitala,
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Eyrun Jonsdottir, hjukrunarfreedingur og verkefnastjori vio Neydarméttoku Landspitala, Gudlaug
Fridgeirsdottir, Cand.psych. nemandi vid Salfredideild Haskola Islands og
Audur Fridriksdottir, Cand.psych. nemandi vid Sélfreedideild Haskola Islands
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Upplysingar sem péatttakandi gefur i rannsokninni

PU ert vinsamlegast bedin(n) um ad taka patt i rannsékninni med pvi ad veita leyfi til ad vinna ar
gOégnum i sjukraskré sem skrédar voru pegar pu leitadir & Neydarmottoku & arabilinu 2010-2014.

Pau gdgn sem munu verda notud varda pa pjonustu sem pu hlaust og pina lidan vid komu eda
nanar tiltekid: lyofreedilegar upplysingar, upplysingar um kynferdisbrotid, hvada medferdaradilar
veittu pjonustu, og hvers konar pjonustu. Ef pa fylltir Ut spurningalista hja salfraedingi, pa er
6skad eftir upplysingum um nidurstédur spurningalista (afallastreitueinkenni, kvida- og
punglyndiseinkenni).

Einnig bidjum vid pig um ad meta stddu pina i dag med pvi ad svara fimm spurningalistum.
Fyrsti spurningalistinn kannar pjonustunytingu og anagju/6anaegju med pa pjonustu sem pu
hlaust hja Neydarmottokunni, adra pjénustunytingu i kjolfar kynferdisofbeldisins, lydfraedilegar
upplysingar og heilsuhegdun. Pa eru fjorir spurningalistar notadir til ad kanna einkenni
afallastreitu, punglyndi og kvida, svefn og félagslegan studning.

patttaka i rannsékninni tekur um 30 minatur.

Ef pu sampykkir patttoku pa hakar pa vid reit pvi til stadfestingar og getur hafid patttoku. Vid
maelum med ad pu geymir petta kynningarbréf og eigir afrit af stadfestingu pinni & patttoku.

Trunadur og 6ryggi gagna:

Oll rannsdknargdgn verda vardveitt leyndarmerkt med rannsoknarntimeri 4 éruggum stad &
medan & Urvinnslu peirra stendur og unnin an persénuaudkenna. Leitad verdur eftir upplystu
sampykkKi peirra patttakenda sem veita upplysingar i pagu rannséknarinnar. Petta er i samraemi
vid 16g nr. 77/2000 um persénuvernd og medferd personuupplysinga.

Greiningarlykill sem tengir rannséknarnumer og kennitdlu patttakanda er geymdur adskilinn fra
rannsoknargdgnum i leestum skéap hja abyrgdarmanni, Dr. Berglindi Gudmundsdottur, medan a
rannsokn stendur. Auk pess verdur greiningarlykill sem tengir rannséknarnimer og
tolvupdstfang. Greiningarlyklar gera kleift ad tengja upplysingar ar sjukraskra vid
spurningalistagégn. Pessum greiningarlykli verdur eytt ad rannsokn lokinni. Eingdngu
rannsakendur munu nyta rannséknargégnin og fimm arum eftir ad rannsokn lykur verdur
rannsoknargégnunum eytt.

Avinningur og ahaetta/6paegindi fyrir patttakendur:

Helsti &vinningur rannsoknarinnar er mogulega ad auka skilning og innsyn i hvada pettir
bjonustu Neydarmattokunnar nytast polendum best, hvernig megi baeta pjonustuna og hvad er
haegt ad gera til ad adstoda polendur betur vid ad takast & vid adlogun eftir kynferdisofbeldi.
Einnig geta fengist mikilvaegar upplysingar um afdrif og stédu peirra sem leitad hafa til
Neydarmattokunnar sem gefur visbendingar um pjonustup6rf polenda kynferdisofbeldis til lengri
tima litid.

Rannsoknin er ekki talin fela i sér aheettu fyrir patttakendur adra en pa ad valda hugsanlega
Opeaegindum vid ad svara spurningum um lidan i dag. I peim tilfellum getur patttakandi fengid eitt
vidtal hja:

Svanhviti Bjorgvinsdéttur, salfraedingi hja salfredipjonustu Landspitalans (s. 543-1116).
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PU verdur ekki bedin/n um ad rifja upp lidna atburdi par sem studst verdur vid paer upplysingar
sem pu veittir vid fyrstu komu til Neydarmattokunnar.

Réttur patttakenda

Pér ber engin skylda til pess ad taka patt i rannsékninni. P getur heett patttoku hvenaer sem er, an
utskyringa og an eftirmala. pad ad hafna patttoku eda heetta vid patttoku mun ekki hafa ahrif & pa
bjonustu sem pér stendur til boda & Landspitala. bér er ad sjalfsogdou heimilt ad sleppa pvi ad
svara einstokum spurningum og spurningalistum i heild sinni, en tekid er fram ad utfylltir
spurningalistar gefa mestar upplysingar og gagnast pvi rannsékninni best.

Birting & nidurstodum

Fyrirhugad er ad birta nidurstodur rannséknarinnar i fagtimariti, erlendis eda innanlands. OlI
g6gn og nidurstddur verda opersonugreinanleg. Nidurstddur verda birtar i Cand. psych.
ritgeroum Gudlaugar Fridgeirsdottur og Audar Fridriksdottur.

Rannsoknin er unnin med sampykki Sidanefndar Landspitalans.

Oskir pu eftir nanari skyringum & rannsokninni eda patttéku pinni i henni mun Dr. Berglind
Gudmundsdaéttir veita nanari upplysingar i sima 543-9292.

Ef pu hefur spurningar um rétt pinn sem patttakandi i pessari visindarannsokn eda vilt haetta
patttoku i henni getur pu sntid pér til Sidanefndar, Eiriksgétu 34, Landspitala Hringbraut
101 Reykjavik, simi 543-1000.

patttaka pin er mikils metin.
Med fyrirfram pokk fyrir patttokuna.

Berglind Gudmundsdéttir abyrgdarmadur (s: 543-9292)
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Ef pa hefur spurningar um rétt pinn sem pétttakandi i visindarannsokn eda vilt heetta patttoku i
rannsokninni getur pu snaid pér til Sidanefndar Landspitala, Eirbergi, Eiriksgotu 34, 101
Reykjavik. Simi: 543-1000, télvupostfang: sidanefnd@Ilandspitali.is
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Sampykkisyfirlysing vegna patttoku i visindarannsékn

Pjénustunyting og lidan polenda kynferdislegs ofbeldis
sem leitad hafa til Neydarméttoku LSH

Eg undirritud/adur stadfesti med undirskrift minni vilja minn til patttéku i ofannefndri rannsokn
og ad ég hafi kynnt mér medfylgjandi upplysingablad og fengid vidunandi svor vid spurningum
minum.

Tilgangur pessarar rannsoknar er ad kanna hvernig pjénustan nyttist peim sem leitudu a
Neydarmottokuna & arunum 2010 til 2014, hvernig peim likadi pjonustan og pa sérstaklega hvad
beim fannst vanta upp a pjénustuna. ba er tilgangur rannséknarinnar einnig ad kanna afdrif
polenda, hvernig stada peirra er med tilliti til streitueinkenna, og adlogunar almennt eftir ad hafa
leitad eftir pjonustu a Neydarmottdkunni.

1. Eg sampykki ad veita rannsakendum adgang ad upplysingum sem ég veitti vid fyrstu komu
mina til Neydarmottokunnar & timabilinu 2010-2014 sem varda pé pjonustu sem ég hlaut og
mina lidan vid komu.

2. Eg sampykki ad veita rannsakendum adgang ad upplysingum i sjikraska um
sélfredipjonustu og nidurstodur salfredilegra profa hafi slik pjonusta verid veitt eda slik prof
1690 fyrir vegna sélfreedimedferdar tengd fyrstu komu minni @ Neydarmottoku

3. Egsampykki ad svara fimm spurningalistum um stédu mina i dag. Fyrsti spurningalistinn
kannar pjonustunytingu og anagju/danagju med pa pjonustu sem ég hlaut hja
Neydarméttokunni, adra pjonustunytingu i kjolfar kynferdisofbeldisins, lyofredilegar
upplysingar og heilsuhegdun. Auk fjogurra spurningalista sem meta einkenni afallastreitu,
punglyndis og kvida, svefn og félagslegan studning.

Meér er ljost ad engar greidslur eru i bodi vegna rannsoknarinnar.
Meér er ljost ad patttakendum er frjalst ad hafna patttoku a hvada stigi sem er, &n skyringa og an
afleidinga fyrir adra medferd auk pess ad frjalst er ad neita ad svara einstokum spurningum.

Upplyst sampykki mitt um pétttoku felst i pvi ad ég krossa i reitinn hér ad nedan og jafngildir
pad undirskrift minni.

D Eg sambykki ad taka patt i rannsokninni sem ég hef fengid naegar upplysingar um.
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