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Abstract
Intimate partner violence (IPV) during pregnancy has negative health impacts on the
woman and the fetus. There is a lack of evidence supporting effective interventions
to prevent IPV during pregnancy. This user-involvement study was conducted to
get feedback on a culturally sensitive, tablet intervention containing questions about
violence and safety-behaviors and a video promoting safety behaviors. This resulted
in important feedback on the intervention content. Our findings show that women
are in favor of disclosing IPV via a tablet. They suggested ways to address barriers for
disclosure, such as safeguarding anonymity and creating a trustful relationship with
the midwife.
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Introduction
Intimate Partner Violence (IPV)
Intimate partner violence is considered a serious social and public health problem,
with one in three women having experienced physical and/or sexual violence by an
intimate partner some time during their life (García-Moreno et al., 2013). Pregnancy
does not protect women against violence. On the contrary, pregnancy is recognized as
a vulnerable period for IPV because it is a time of change in physical, emotional,
social, and economic demands and needs (Van Parys et al., 2014).
A recent meta-analysis of IPV during pregnancy, which included 92 studies from
23 countries, reported that the prevalence of physical, sexual, and emotional abuse
was 13.8%, 8.0%, and 28.4%, respectively (James et al., 2013). In Norway, the
prevalence of IPV during pregnancy ranges from 1-5% (Henriksen et al., 2014;
Hjemdal & Engnes, 2009; Lukasse et al., 2014; Sorbo et al., 2013). These numbers
are comparable with a longitudinal cohort study from Sweden reporting that 2-5% of
1,573 women experienced violence during pregnancy (Finnbogadottir et al., 2014).
Finnbogadottir and Dykes (2016) found that the prevalence increased in the early
postnatal period.
Violence during pregnancy is associated with adverse complications, such as premature contractions, miscarriage, premature birth, still birth, and low birth weight
(Alhusen et al., 2015; Brownridge et al., 2011; Henriksen et al., 2013; Hill et al., 2016).
In addition, it may affect motherhood and the way women connect and interact with
their babies (Hooker et al., 2016).

Interventions to Prevent IPV in Antenatal Care
Antenatal care is considered a “window of opportunity” to address IPV because women
are in regular contact with health professionals throughout the pregnancy (Devries
et al., 2010). Pregnancy is an important context for safety planning as their child’s wellbeing and safety is a priority to many abused women (Vatnar & Bjorkly, 2010). In
Norway, almost all pregnant women attend antenatal care for checkups, which is a free
and well-integrated service in the public health system (Helsedirektoratet, 2019).
Recommended interventions for IPV in primary care settings involve questions
about violence, safety-planning strategies, and help-seeking strategies (Burnett &
Bacchus, 2016; J. M. McFarlane et al., 2006). The evidence regarding how to assess
and intervene to prevent IPV during pregnancy and the new born period is inconclusive (Jahanfar et al., 2013; Kiely et al., 2010; Pallitto et al., 2016; Tiwari et al., 2005)
and there is lack of evidence regarding the effectiveness of interventions aiming to
prevent IPV during pregnancy (Van Parys et al., 2014).
Screening for IPV in antenatal care might increase identification of violence
(O’Doherty et al., 2014). Norwegian guidelines (Helsedirektoratet, 2014) in antenatal
care strongly recommend health professionals routinely ask women about experiences
of IPV. Health professionals report barriers to assess for IPV in face-to-face clinical
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settings, such as their discomfort with IPV questioning, fear of offending women, lack
of communication skills, and uncertainty about management after disclosure (Eustace
et al., 2015; Henriksen et al., 2017; Hjemdal & Engnes, 2009; S. Sprague et al., 2012).
In addition, communication about IPV seems to be especially challenging when meeting with a multicultural patient, indicating the need for culturally sensitive communication strategies (Hawkins et al., 2008; Kreuter & McClure, 2004). Abused women
also describe difficulties managing disclosure in face-to-face interventions: they worry
about confidentiality and judgmental responses (Byrskog et al., 2016; Edin et al.,
2010; G. Feder et al., 2009; Garnweidner-Holme et al., 2017; Stenson et al., 2001).
Mobile health technology (mHealth) such as mobile phones, tablets, and other
wireless computing devices have the potential to overcome some of the barriers
regarding face-to-face interventions (Bacchus et al., 2016; World Health Organization
[WHO], 2011). The technology supports Audio Computer Assisted Self Interviews
(ACASI) that tend to yield higher rates of IPV disclosure than face-to-face interventions (Klevens et al., 2012). Online interventions can promote confidentiality and
privacy, be accessed anonymously, and may help to standardize the way IPV assessments and interventions are delivered (Bacchus et al., 2016; Hegarty et al., 2015).
Women who do not want to disclose violence face-to-face with health professionals
may welcome self-completion of IPV screening (Taft et al., 2015). How health professionals bring their own values and past IPV trauma into the screening process can be
a positive or negative element of face-to-face disclosure depending on how it is managed by them (C. Sprague et al., 2017).

The Safe Pregnancy Study
The Safe Pregnancy study is a randomized controlled trial (RCT) to test the effectiveness of a tablet-based, culturally adapted intervention in antenatal care aiming to promote safety behaviors and prevent IPV among pregnant Norwegian, Pakistani, and
Somali women (Henriksen et al., 2019). The RCT is being carried out in a routine
antenatal care setting at 19 mother and child health centers (MCHC) in south-eastern
Norway. The recruitment of participants took place between January 2018 and June
2019, but the study is ongoing with follow-up. The intervention consists of questions
and a video about violence and safety behaviors (Henriksen et al., 2019). The following questions and tools about violence have been used in the intervention:
A modified version of the Abuse Assessment Screen (AAS), a five-item screening
tool for violence in pregnancy, is part of the baseline questionnaire (Henriksen et al.,
2019; Moonesinghe et al., 2004; Rabin et al., 2009). Women who screen positive for
IPV are asked to complete the Composite Abuse Scale R-SF (CAS), an instrument
containing 15 questions about physical, psychological, and sexual violence (FordGilboe et al., 2016). The safety behaviors have been modified from McFarlane’s safety
behavior checklist (Henriksen et al., 2019; J. McFarlane et al., 2004).
The intervention video lasts for 7 min and consists of storytelling combined with
digital content, including pictures, images, sound, and video, focusing on information
about the definition and types of IPV, the cycle of abuse, IPV during pregnancy and
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the health consequences, help-seeking strategies, and safety-promoting behaviors.
According to Gidman (2013), digital storytelling is a strategy to empower people and
facilitate learning.
The Safe Pregnancy study is a culturally sensitive intervention aiming to promote
safety behaviors during pregnancy. The intervention materials have been professionally translated into Norwegian, English, Urdu, and Somali. With help from the current
user-involvement study (UIS), the intervention has been culturally adapted by involving women with Norwegian, Pakistani, and Somali backgrounds in the development
process.

The UIS
The UIS presented in this article was an iterative development process that engaged
users in conceptualization, design, and final production of the tablet-based intervention (LeRouge et al., 2013). User involvement helps to gain deeper knowledge about
cultural differences and create culturally sensitive interventions (Kreuter et al., 2003;
Resnicow et al., 1999; Van Parys et al., 2014). The specific aim of the UIS was to get
feedback from participants on questions about violence and safety behaviors and to
receive information about the content in the intervention video. The users’ feedback
provided important insights into the process of developing a useful and culturally sensitive, tablet-based intervention aiming to prevent IPV in antenatal care.

Method
Recruitment and Participants
The recruitment of participants took place over 9 months in south eastern Norway
starting in May 2017. Participant inclusion criteria for individual interviews were
largely identical to those in the Safe Pregnancy study to facilitate similarities in the
two study populations (Henriksen et al., 2019). Norwegian, Pakistani, and Somali
women, 18 years and above, with or without former experiences of IPV, were recruited.
Selection and recruitment of participants followed a purposive and snowball sampling
approach. Women with a history of IPV were recruited through shelters. Women with
immigrant backgrounds, with and without a history of IPV, were difficult to recruit;
therefore, snowball sampling facilitated recruiting these participants. Focus group participants were recruited from two shelters. The recruitment finished when richness and
saturation of data from individual and focus group participants were reached (Braun &
Clarke, 2006).
Sixteen women were recruited for individual interviews. The women’s ages ranged
from 22-47 years. Table 1 summarizes the women’s background characteristics. The
focus groups comprised between two and three participants, including four women
and one man. The participants originated from Norway (n = 3), India (n = 1), and Iran
(n = 1), were skilled professionals reporting high education levels, and were community workers, social workers, and teachers.
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Table 1. Individual Interviews: Women Characteristics (n = 16).
Participant

Country
of birth

Ethnic
background

Parity and age of the
youngest child (years)

Higher
education

Experienced
violence

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16

Norway
Norway
Norway
Pakistan
Norway
Pakistan
Norway
Norway
Norway
Somalia
Norway
Somalia
Somalia
Somalia
Norway
Pakistan

—
—
—
—
—
—
Pakistani
Somali
—
—
—
—
—
—
Pakistani
—

0
3 (1)
1 (1)
1 (3)
1 (4)
2 (21)
1 (4)
0
1 (1)
0
1 (7)
0
1 (1)
0
3 (1)
1 (0.5)

Yes
No
No
Yes
Yes
No
No
Yes
Yes
No
Yes
No
No
Yes
No
Yes

No
Yes
Yes
Yes
Yes
Yes
No
No
No
No
No
No
Yes
No
No
No

Data Collection and Analysis
The study had a qualitative, explorative design to gain a deeper insight into perceptions about a culturally sensitive intervention. Individual and focus group interviews
were conducted by the first author, either at the woman’s home, shelter, or in a private
room at the university. The interviews followed a semi-structured guide and the main
themes were as follows: (a) perceptions of the questions about violence and safety
behaviors; (b) perceptions of what information a video about violence and safety
behaviors should contain; and (c) perceptions of the draft video. Two pilot interviews
were conducted to test the effectiveness of the interview guide and minor changes
(such as suggestions based on asking what the video should contain before seeing it
and the importance of translated questionnaires and videos to Urdu, Somali, and
English) were undertaken. The two interviews are included in the data. All of the interviews lasted between 45 and 90 min, were audiotaped and transcribed verbatim.
The analysis of the interviews was guided by a thematic analysis strategy (Braun &
Clarke, 2006). In search of patterns and noteworthy findings, the analysis was inductive and included five steps: (a) familiarization with the data by repeated reading of the
transcripts, (b) generation of initial codes, (c) organization of codes into subthemes,
(d) arrangement of subthemes into overarching themes, and (e) definition and naming
of the themes. The program OpenCode (version 4.2.3) was used when generating initial codes and organizing codes into subthemes. The first author performed the preliminary analysis, followed by a discussion of potential themes and subthemes with
the co-authors to strengthen the trustworthiness of the findings.
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Ethical Considerations
The Regional Committee for Medical and Health Research Ethics (REC) approved the
study (ref.nr: 2017/358) and the interviews followed the Helsinki Protocol (World
Medical Association [WMA], 2013) and ethical guidelines by the WHO (1999).
Participants received verbal and written information about the purpose of the study
and written consent was obtained from all participants. Women were informed that
they would not be asked questions about IPV experiences. However, sensitive questions and a video about IPV might evoke memories and cause emotional distress. The
interviewer made an effort to create a calm atmosphere and have an empathetic, nondemanding, and non-judgmental attitude during the interviews. The women had a
friend or a family member to talk to after the interview, if required. In addition, the
women were given the option to call the researcher.

Results
Table 2 provides an overview of the results from the women’s feedback on the development of the Safe Pregnancy intervention. The participants’ feedback regarding
questions about violence and safety behaviors resulted in two main themes. First, perceptions of questions about IPV and safety behaviors illustrates whether participants
perceive the questions as relevant and easy to understand linguistically. However, the
questions are sensitive and may prevent disclosure of IPV. Facilitators and barriers to
disclose IPV via a tablet elucidated several aspects that participants thought were
important for women to feel safe when disclosing violence. The importance of anonymity emerged as an essential prerequisite for disclosing violence. From the analysis
of the participants’ perceptions of a video about violence and safety behaviors two
main themes emerged. One, perceptions of the information in the video about IPV and
safety behaviors, describes the importance of focusing on information about different
forms of violence, safety-promoting behaviors, and help-seeking strategies. Second,
perceptions of the tools used in the video about IPV and safety behaviors illuminates
the desire for the tools to be perceived as stress reducing, helpful, and promoting the
safety behaviors to be remembered.

Perceptions of Questions about IPV and Safety Behaviors
The first theme illustrates how women perceived the questions about IPV and safety
behaviors. All participants said that the questions about violence and safety behaviors
were easy to understand; however, they perceived the questions to be sensitive. A
Norwegian woman suggested changing the order of the questions about violence. She
emphasized that all of the questions are sensitive but that it might be easier for study
participants to disclose IPV if the first questions address milder forms of violence:
. . . that you start with the mild and then it may be easier to be brave to answer honestly
. . . maybe I would start with milder forms of violence like “followed me, harassed me,
told me I was crazy, stupid, or not good enough.” (Participant 5)
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Table 2. Women’s Feedback on the Development of the Safe Pregnancy Intervention.
Main theme
Perceptions of questions about
IPV and safety behaviors
Facilitators and barriers to
disclose IPV via a tablet
Perceptions of the information
in the video about IPV and
safety behaviors
Perceptions of the tools used
in the video about IPV and
safety behaviors

Subthemes
•
•
•
•
•
•
•
•
•
•
•

 omen perceived the questions to be sensitive but
W
easy to understand
Women perceived the questions to be relevant
Important to receive information about anonymity
Trust in the midwife to facilitate disclosure
Fear of consequences as barriers for disclosure
Positive with privacy when answering
Essential to inform about the different forms of IPV
and its consequences
Important to inform about strategies for women to
stay safe and to get help
Women perceived the voice and background music as
stress reducing
Women found the pictures and illustrations to be
helpful
Women valued the repetition of safety behaviors

Note. IPV = Intimate Partner Violence.

Although the women identified the questions as sensitive, they said that the questions
were relevant. Independent of their ethnic backgrounds, women revealed experiences
with the acts of violence and the use of safety behaviors mentioned in the
questionnaire:
A lot of this has happened to me. . . . I received help at a crisis shelter because I called the
police. I had a code on my phone . . . with the neighbor. (Participant 3)

Based on participants’ feedback, we changed the order of the questions about violence,
addressing milder forms of violence first. The women pointed out that the new order
of the questions about violence was appropriate and that it could possibly facilitate
disclosure of IPV.

Facilitators and Barriers to Disclose IPV via a Tablet
The women were asked what would encourage them to disclose experiences with IPV
via a tablet. The importance of anonymity was the most common subtheme in this
theme. Independent of ethnicity and former experiences of IPV, women highlighted
information about anonymity as a prerequisite for disclosure. A common statement
from the women was:
. . . it (the answers) has to be anonymous . . . if you answer and know that the people at
the health center can find out . . . but if your husband cannot see the answers, you may
give honest answers. (Participant 2)
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Some of the women emphasized the importance of repeating information about anonymity in the different sections of the questionnaire. A Somalian woman stated the
following:
. . . it is difficult to answer . . . the questions are sensitive. Therefore it is important that
you give information about anonymity at the start . . . and again before the questions
about violence and safety behaviors. (Participant 10)

Despite information about anonymity, women with an immigrant background particularly expressed doubts regarding the trustworthiness of the information about anonymity. A woman originating from Pakistan expressed her skepticism in the following:
. . . is it anonymous? Why does she (the midwife) ask me? Does she (the midwife) know
something? (Participant 15)

For women with an immigrant background, the assurance that their answers will be
handled confidentially did not seem to be enough to disclose experiences of violence.
In addition to written information about anonymity in the questionnaire, the women
stated that oral information about anonymity from a midwife they trust might facilitate
disclosure:
. . . the questions about violence and safety behaviors cannot be answered honestly. She
must know that she is anonymous to answer honestly and you must create trust first
through the midwife. (Participant 6)

Despite the common skepticism regarding trust in anonymity, another woman from
Pakistan outlined that the use of the tablet could promote this trust:
. . . yes, definitely, because you are not writing your name, you are not scared. You can
say: “No, I’m not that person who answered this.” (Participant 16)

While all women suggested important facilitators for IPV disclosure, they also highlighted potential barriers. All the women in our study emphasized that it would be
easier to answer questions about violence and safety behaviors honestly, if their disclosure would not lead to serious consequences. A Norwegian woman with a history of
IPV stated:
. . . then (living in a violent relationship), I would not have dared to answer the questions
about violence honestly. If you feel that it does not have any consequences, you might
answer honestly and it would be liberating and helpful. (Participant 2)

Independent of ethnicity, a common fear was that a violent partner would get to know
about their disclosure and that it would expose the women and their children to further
harm. In addition, some women expressed fear of shame as a barrier for revealing a
violent relationship. Women with an immigrant background described a more complex situation addressing culturally sensitive aspects:
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. . . and it is this talk about honor: “what would people say about me?,” “what would
people think about what I say?” and “what would happen to my children?” (Participant
15)

The Somalian women expressed the difficulties for women from their culture to disclose violence as they fear that Child Welfare Services would take their children away
from them.
All of the participants stated that being in a room alone while answering the questions could promote disclosure of violence. A common statement described by a
woman originating from Pakistan was:
. . . if you ask someone while sitting in front of them, then she will definitely not (answer)
but alone, she can (answer). (Participant 16)

However, the participants expressed that the questions about IPV and safety behaviors
could cause emotional distress. Most participants said that the information about
encouraging women to speak with their midwife if they have any concerns after filling
out the questionnaire was important to promote safety.
Due to participant feedback, information about anonymity was given at the start of
the questionnaire and repeated before the questions about IPV and safety behaviors. In
accordance with the Safe Pregnancy study guidelines, women were alone while filling
out the questionnaire.

Perceptions of the Information in the Video About IPV and Safety
Behaviors
Before seeing the draft video, participants provided varying advice on what information a video about safety behaviors should contain. Irrespective of ethnicity and experiences of violence, all participants emphasized that the video should contain
information about different forms of violence. A common statement expressed by a
woman originating from Norway was:
. . . it should not solely be about those who need to go to the emergency room. It should
include psychological violence as well. (Participant 5)

Most women from immigrant backgrounds said that violence is accepted in their culture and that different forms of psychological violence are interpreted as normal
behavior. They highlighted the importance of informing participants about what violence is, that violence is illegal in Norway, and that women suffering violence are
victims. A Pakistani woman with a history of IPV said:
. . . it’s important that the girls know what violence is and that they do not feel that they
are alone in being controlled, isolated, being the slave for the in-laws and being exposed
to physical and psychological violence. (Participant 6)
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After seeing the draft video, the women said that the information about physical violence was relevant and good. However, women with a history of psychological violence stated that the information was inadequate and failed to address women who
only experienced psychological abuse:
. . . I don’t pay attention, because this does not apply to me. It is this to be partly isolated,
partly deprived of the opportunity to spend your money and such. . . . Such things had
been helpful to shed light on. (Participant 2)

Another woman originating from Norway shared this opinion. In addition, she pointed
out the challenge of providing culturally sensitive information about safety behaviors
that all women suffering violence can relate to:
. . . why would I need a passport? I’m not going anywhere. So you can think that this is
not about you, but somebody else. (Participant 5)

Some women expressed that they missed information regarding how living in a violent environment could potentially affect their children. A woman explained that information facilitating awareness about the abnormality of violence could make it easier
for women to disclose violence and ask for help:
. . . I wanted to know a little more about what could happen to the child when living in a
violent relationship. You hope that when the child comes then it will be better and that the
family is gathered and . . . that is what makes it so difficult to leave the partner . . . but you
also want to put the children first . . . it might be easier to ask for help then. (Participant 3)

The participants highlighted information about what women exposed to violence can
do to promote their safety. They presented a variety of suggestions, such as getting
hold of their passport, hiding money, and making plans if they have to leave. Most
women, independent of ethnicity and experiences of violence, stated that the most
important safety behavior would be to talk to someone they trust. A woman originating
from Norway outlined why:
. . . I think that the most important safety behavior would be that you dared to talk to
someone. Few women will be able to get out (leave the violent partner) alone without
help. (Participant 5)

The participants outlined the importance for women living in a violent relationship to
receive information about where to get help. They expressed common suggestions
such as having websites and phone numbers for the police and shelters. Women with
immigrant backgrounds described a more complex situation:
They need information about where to get help. If you were born and raised here, you
know your rights. But is it one who comes from abroad and is completely unknown, has
no family, no chance to get out, it is very difficult. (Participant 7)
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Resulting from participants’ feedback, the video was expanded to include more information about psychological abuse and potential consequences for children living in a
violent environment.

Perceptions of the Tools Used in the Video About IPV and Safety
Behaviors
This theme concerns how women perceived the tools used in the video. All women
emphasized that the sound, including the background music and the narrator’s voice,
was perceived as calming, thus reducing emotional distress. A Norwegian woman
expressed this common experience as follows:
The voice (the narrator) was clear and to the point. She (the narrator) spoke calmly and
the music was comfortable, as comfortable as possible in relation to that message
(sensitive) . . . I think it was nice that there was music . . . it reduces the . . . (emotional
distress) . . . it (the music) makes the information about a sensitive topic less sensitive.
(Participant 11)

The clear, calm voice and soft music made it easy to concentrate and receive the message. A Pakistani woman elaborated on this feedback:
. . . the soothing music in the background, it makes you think and consider (about the
violent situation). (Participant 15)

The majority of the participants experienced the pictures in the video as informative
and easy to understand and relate to. They highlighted that the pictures illustrated different forms of violence and the safety behaviors were perceived as relevant and helpful. In addition, the participants emphasized that the pictures about safety behaviors
illustrated by women with different ethnic backgrounds might facilitate identification
across cultural differences. A Somalian woman gave important feedback on this
aspect:
. . . I like that you use pictures with different people . . . not everyone looks the same.
Everyone is not Norwegian, blonde with blue eyes. I can see myself, a woman with a
scarf on her head holding money in her hand. I think: “she is smart” and I can do the same
(hide some money). (Participant 8)

Although most of the pictures were informative and easy to understand, the pictures
illustrating psychological violence were perceived as confusing. A Norwegian woman
with a history of IPV explained the challenge of illustrating psychological violence:
. . . I did not quite understand the picture illustrating psychological violence. I think that
it does not belong here. I think about how I can illustrate it, and it is not easy to say. It is
difficult to find images of psychological violence and hence understand what
psychological violence is. (Participant 3)
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Some women with different ethnic backgrounds, including professional participants
from one focus group, suggested using a film with actors instead of static pictures in
the video. Despite divergent opinions, most women stated that pictures, to a larger
extent than film, can help abused women to identify with the sensitive information in
the video. They stated that pictures promoted a quiet atmosphere that reduced emotional distress, and as a result, abused women would be more likely to remember the
information in the video. A woman of Norwegian origin communicated common
experiences related to the advantage of using a digital narrative with pictures instead
of film:
. . . I think it is easier to pay attention when you see pictures . . . that there are no real
people, because then it might be easier to relate it (the information) to themselves. . . . I
think that it (pictures) might give more room for reflection and thoughts . . . and that it
does not go too fast, because they (abused women) can get very occupied in their own
experiences and then you will not pay attention to what is happening. (Participant 11)

Due to the sensitive topic, the women acknowledged that study participants experiencing IPV might suffer emotional distress when watching the video. Hence, they said
that it was important to repeat information about safety behaviors at the end of the
video.
. . . the narrator repeated several times the safety behaviors, and I believe that it is
important. The video may cause many thoughts and then you may not hear what is said
the first time. (Participant 11)

Based on the findings from this study, a short film illustrating psychological violence
was included in the video. All other pictures and illustrations were kept. The focus
group participants said that the adjusted film illustrated psychological violence well.

Discussion
This study provided important insights to develop a culturally sensitive intervention to
promote the prevention of IPV. Our findings show that women are in favor of disclosing IPV via a tablet. They expressed various suggestions about how to address barriers
for disclosure, such as safeguarding anonymity and creating a trustful relationship
with the midwife.
Women in this study were positive about answering questions on violence via a
tablet at a MCHC. This is in line with results from prior studies documenting that use
of electronic devices may eliminate many of the barriers associated with face-to-face
screening (Bacchus et al., 2016; Klevens et al., 2012; Koziol-McLain et al., 2018; Taft
et al., 2015). In a study of pregnant women in obstetric clinics in Australia comparing
women’s preferences of in-person versus computer screening for IPV, participants
were more likely to disclose IPV via a computer mainly due to anonymity (Chang
et al., 2012). Similar to these results, women in our study stated that anonymity would
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be crucial for disclosing IPV. This is supported by others. Bacchus et al. (2016) conducted a technology-based IPV intervention in perinatal home visitation among
women experiencing IPV in the United States. An intervention strategy on a computer
tablet was perceived as a safe and confidential tool that appeared to offer women a
greater sense of anonymity and privacy, thereby encouraging more openness in
answering questions about violence (Bacchus et al., 2016).
However, the majority of women in our study with immigrant backgrounds said
that they did not trust the tablet to safeguard their anonymity. Similar to Chang et al.
(2012), they were uncertain who would be getting the information from their IPV disclosure on the tablet. This is in line with a qualitative study of Somali-born refugees in
Sweden which revealed that questions about violence were met with hesitance
(Byrskog et al., 2016). A key finding in our study was that decisions for and against
disclosure of IPV often depend on a trusting relationship with the midwife. This echoes
findings in prior qualitative studies which explore facilitators for IPV disclosure
(Bacchus et al., 2016; G. S. Feder et al., 2006; Garnweidner-Holme et al., 2017;
Spangaro et al., 2016, 2020). Spangaro et al. (2016) studied Aboriginal Australian
women’s decisions to disclose IPV during pregnancy. They found that cultural safety
was important for Aboriginal women and that building a trusting relationship was part
of the process of creating cultural safety (Spangaro et al., 2016).
Previous research has revealed that women do not always disclose experiences of
IPV and the prevalence may be underreported (Evans & Feder, 2016; Garcia-Moreno
et al., 2015). Despite women in our study being in favor of disclosing abuse via a
tablet, fear of consequences was a central finding that could prevent them from disclosing. Similar to our study, a qualitative study among multicultural women in south
eastern Norway who experienced violence during pregnancy found that fear of their
partner was one of the main barriers to disclosure (Garnweidner-Holme et al., 2017).
In addition, women in our study from immigrant backgrounds highlighted fear of
Child Welfare Services as an important barrier to disclosure for women from their
culture. This is in line with results from other qualitative and quantitative studies
from other countries (Alaggia et al., 2012; Byrskog et al., 2016; Foronda, 2008;
Garnweidner-Holme et al., 2017; Ogunsiji et al., 2012; Spangaro et al., 2020), which
document that cultural barriers can impede immigrant women’s opportunities and
ability to disclose experiences of IPV.
Women in our study believed that the safety-promoting video might prevent IPV.
However, they asked for more information about psychological violence. Similar to
findings in a study by Young-Hauser et al. (2014), women in our study feared that failing to address psychological abuse could potentially alienate women who only experienced psychological abuse and exclude them from using the safety behaviors and
thus prevent IPV. Women from immigrant backgrounds, in particular, said that harassment and controlling behavior have been accepted and normalized in their culture.
This finding is in agreement with previous research focusing on migrant and minority
women and IPV, suggesting this reflects cultural attitudes to IPV (Nash, 2005; Ogunsiji
et al., 2012; Ting & Panchanadeswaran, 2009).

14

Violence Against Women 00(0)

Qualitative and quantitative studies among abused women from different ethnicities have found that concerns for their children can be an important incentive to seeking help (Chang et al., 2010; Fanslow & Robinson, 2010; Ting & Panchanadeswaran,
2009). Women in our study supported this finding. They highlighted that concerns for
the safety and well-being of their children would be important information in the video
and would help abused women disclose violence and leave a violent partner. Hence,
this was emphasized in the video.
Emotional reactions regarding the sensitive content of the tools used in the video
seemed to be unavoidable. Women in our study acknowledged that the video would
potentially trigger painful memories, and they expressed important views on the different tools aiming to minimize their emotional impact and ensure abused women’s
well-being. Similar to the findings in a qualitative study aiming to modify an internetbased safety decision aid to a New Zealand context (Young-Hauser et al., 2014), we
facilitated the well-being of women by using tools that might minimize emotional
distress, such as the narrator’s calm voice, soothing music, and static pictures.

Limitations and Methodological Considerations
Our study has limitations. Due to a qualitative study design aiming to gain a deeper
understanding about a phenomenon, the study sample is too small to draw conclusions about a broader population of women (Braun & Clarke, 2006). However, the
results are derived from women’s reported experiences and may be transferrable to
similar groups. There was an imbalance among women who had experienced IPV and
those who had not, but all women gave detailed and information-rich descriptions
about the research questions. Women experiencing IPV were recruited from crisis
shelters and not from a MCHC where the Safe Pregnancy study is conducted. Despite
this, they could relate to the MCHC setting because they had children, thus experiencing antenatal care checkups at the MCHC in the past. Even though the interviews
did not take place in a MCHC, the context was largely identical to the Safe Pregnancy
study guidelines (Henriksen et al., 2019). To strengthen trustworthiness, essential
measures for others to judge the value of this study have been taken throughout the
research process. These include the use of an established and clearly described
method for data analysis (Braun & Clarke, 2006) and the use of women’s quotations
which facilitate the readers’ evaluation of reliability. All authors read the data and
participated in the analysis of defining themes and subthemes until consensus was
achieved (Braun & Clarke, 2006).
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