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‘It is a difficult topic’ – a qualitative study of
midwives´ experiences with routine
antenatal enquiry for intimate partner
violence
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Abstract

Background: Intimate partner violence (IPV) during pregnancy may jeopardize maternal and fetal health (IJFWM 49:
159-164, 2004; IJGO 133:269-276, 2016). In recognition of the significant public health impact of IPV, the Norwegian
Directorate of Health issued new guidelines in 2014, which recommend that health professionals routinely ask all
women in antenatal care about their exposure to violence. The objective of this study was to gain an in-depth
understanding of midwives’ experiences with routine enquiry for intimate partner violence during the antenatal period.

Methods: The study had a qualitative design. Individual semi-structured interviews with eight midwives providing
antenatal care at eight Mother and Child Health Centres (MCHC) in Norway were conducted. Graneheim and Lundmans
method of content analysis inspired the analysis.

Results: Three main themes emerged: Midwives do ask about violence; It can be a challenge; and Factors that make it
easier to ask. All midwives enquired, but not on a regular basis, about violence. The midwives’ personal interest in the
topic was an important factor that made it easier for them to ask about violence. Lack of time, fear of not knowing how
to deal with a positive answer and lack of organizational support were barriers to asking pregnant women about their
experiences of violence.

Conclusion: Midwives were aware of the guidelines and made some efforts to implement them. However, further
education and organisational support is needed to enable midwives to routinely ask all pregnant women about IVP.
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Background
Intimate partner violence (IPV) during pregnancy is a se-
vere public health problem that can jeopardize maternal
and fetal health [1, 2]. Global prevalence estimates vary,
usually due to differences in definitions, contexts, mate-
rials and methods used when examining violence [3–5]. In
a recent meta-analysis of IPV during pregnancy of 92
studies from 23 countries, the average reported prevalence

of emotional abuse was 28.4%, physical abuse was 13.8%,
and sexual abuse was 8.0% [5]. In Norway, the prevalence
varies from one to 5 % in different studies [3, 6–8]. The
numbers are comparable with a new longitudinal cohort
study done in Sweden [9]. Among 1573 women in this
study, 2.5% reported violence during pregnancy [9]. The
prevalence increased in the early postnatal period to 3.3%
[9]. This finding is consistent with a longitudinal study in
the UK showing an increase in IPV after pregnancy [10].
IPV prior to pregnancy, during pregnancy or in the

new-born period is associated with adverse health
outcomes like depression, miscarriage, stillbirth, pre-
term birth and low birth weight [2, 11, 12]. It may also
affect the way women interact and connect with their
babies [13].
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In recognition of the significant public health impact
of IPV, the Norwegian Directorate of Health recom-
mended in new guidelines in 2014 in which health pro-
fessionals should ask women attending antenatal care
about exposure to violence with a few exceptions [14].
The most important of which is when the health
personnel are not able to ask the woman in a private set-
ting [14]. However, previous studies suggest that screen-
ing or routine enquiry about violence can contribute to
a higher rate of violence disclosure and that antenatal
care is a recommended setting [15]. This period is
recognised as an ideal ‘window of opportunity’ to ad-
dress IPV because pregnancy is a time when women are
in regular contact with health care providers [16]. Preg-
nancy is an important context for safety planning, as
child wellbeing and safety is a priority for many abused
women [17]. For these reasons, women may be moti-
vated for change [17].
Violence can be difficult to address for both the per-

son who is exposed to it and for health professionals.
Emotions like shame, judgment, uncertainty and lack of
knowledge about violence can contribute to whether or
not violence is discussed [18]. Studies have shown that
barriers to asking questions about violence are the na-
ture of the topic, lack of training and uncertainty about
management after disclosure [19]; thus, health profes-
sionals themselves may be obstacles when it comes to
addressing violence [20].
Women are not generally negative about being asked

about violence [21]. A Cochrane review assessing the ef-
fect of IPV screening in healthcare settings reported no ad-
verse outcomes for women because of the screening [15].

Antenatal care in Norway
In Norway, almost every pregnant woman attends ante-
natal care, a free and well-integrated part of the public
health system [22]. It is usually general physicians (GP) or
midwives in primary healthcare that are responsible for
antenatal care [22] and women are free to choose on or
the other or both. The majority of midwives work at a
Mother and Child Health Centre (MCHC). They are part
of the public health care system and can be found in every
community in Norway. In addition to midwives who pro-
vide antenatal care, public health nurses provide health
services for the child. The overall aim of antenatal care is
to ensure the wellbeing of the mother and fetus and iden-
tify complications [22]. The routine care is comprised of
eight to ten visits and include screening for high blood
pressure, various blood tests and the mapping of issues
that can influence the pregnancy such as former preg-
nancy complications, previous and current health issues,
smoking, consumption of alcohol, mental health and ex-
posure to violence.

Some municipalities in Norway have incorporated ques-
tions about violence in antenatal care and participated in a
project called ‘Early involvement’ (Norwegian: Tidlig inn)
[23], which was initiated by the Norwegian Health Direct-
orate [23]. The overall goal is to enhance competence on
mental health issues, drug and/or alcohol abuse and in-
timate partner violence among professionals working with
families and children and to make them more confident
regarding early identification and intervention [23]. Mid-
wives and GPs in primary care were among the target
group and were invited to participate in special training.
An evaluation after the project was implemented showed
that only one-third of the attendees said that they asked
about violence after the course. In contrast, two-thirds of
the leaders said the program had been introduced and
adapted [23]. This may suggest that aspects other than
training affect whether or not healthcare providers ask
about violence. Thus, the objective of this study was to
gain an in-depth understanding of midwives’ experiences
with routine enquiry for intimate partner violence during
the antenatal period.

Methods
Data collection
A qualitative approach with individual semi-structured
interviews was chosen for data collection because we
wanted to gain deeper insight into personal experiences
with the communication of a sensitive topic [24]. It was
also preferred instead of, for example, a survey with
qualitative responses because of the opportunity to elab-
orate on and examine answers during the interview.
Eight midwives were purposively recruited from eight
Mother and Child Health Centres (MCHC) in Oslo and
a smaller town in another part of Norway. This ap-
proach was used to recruit midwives with different expe-
riences asking about violence and to ensure diversity
regarding ethnicity and socio-economic status between
the MCHCs. Recruitment was carried out until the de-
sired richness of individual cases was reached [24]. The
study received ethical approval from the Norwegian So-
cial Science Data Service (Nr 48,640). Midwives from
different MCHCs were contacted by e-mail and invited
to participate in the study. They were given written and
oral information about the aim of the study, including
detailed information about the topic, and they were as-
sured that all data would be treated confidentially and
that they could withdraw at any time. Contact informa-
tion for the research group was provided in the written
information if they needed to discuss something after
the interviews. All midwives provided written informed
consent. An interview guide with open-ended questions
was prepared in advance to keep the conversation within
the boundaries of the chosen subject. The main themes
of the interview were knowledge regarding violence and
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the guidelines, talking about violence with the pregnant
woman and organisational and workplace factors. The
interview guide is provided as Additional file 1: Table S1.
One member of the research team (KKT) performed

the interviews, which were all conducted at the MCHC
where the midwives worked. The interviews lasted be-
tween 50 and 90 min.

Data analysis
The interviews were recorded and transcribed verbatim
by researcher KKT. We used content analysis, inspired
by Graneheim and Lundman, to analyse the data [25].
The analysis was performed in four steps: 1) thoroughly
reviewing of the interviews to obtain an idea of the
content; 2) dividing the text into meaning units (sen-
tences or paragraphs in the text that related to each
other and to the aim of the study); 3) condensing the
meaning units and labelling them with codes, which
were then distributed into categories that were ab-
stracted and compared for similarities and differences
and condensed into subthemes; and 4) analysing the
subthemes and unifying them into three main themes.
To strengthen trustworthiness, the condensed meaning
units, codes, subthemes and themes were discussed by
authors KKT and LH throughout the analysis process
until agreement was reached. Examples of analysis with
meaning units, codes, subthemes and theme are given as
Additional file 1: Table S2. Quotations were chosen to
represent the range of views for each theme. We have
followed the consolidated criteria for reporting qualita-
tive research (COREQ) [26].

Results
Characteristics of the study participants
Eight midwives with between 3 and 30 years of work ex-
perience participated. The majority had both hospital
(labour wards) and antenatal care experience. Five of the
midwives worked in antenatal care only, and three had
combined positions and worked both in antenatal care
and in hospitals in labour wards. Table 1 summarizes

midwives’ characteristics related to their working experi-
ence, training and communication about violence.

The midwives’ experiences of routine enquiry about IPV
in antenatal care
Two of the midwives had participated in ‘Early involve-
ment’, which means that they were asking about violence
exposure before the introduction of the new guidelines.
However, they stated that they had done it more system-
atically for the last two years. The rest of the midwives
had between three months and one year experience ask-
ing pregnant women about violence. Five said they had
received some training in how to ask about IPV.
Data analysis revealed three main themes: 1) Midwives

do ask about violence; 2) It can be a challenge; and 3)
Factors that make it easier to ask. The themes and sub-
themes are presented in Table 2 below.

Midwives do ask about violence
All midwives in this study reported that they ask about
violence, but they do not routinely ask all women. They
reported that the guidelines’ recommendation to ask
everybody was challenging and following the recommen-
dation depended upon the situation. We identified three
subthemes within this theme: motivation, knowledge and
attitudes, and it was difficult to start asking.
Motivation: The midwives´ motivations to ask about

violence differed. The majority were motivated because
they believed in asking as an instrument to identify vio-
lence and potentially support women and keep them
safe. Midwife 1 said:

(...), but the value in asking, the relevance and the
aspect of preventing harm, it is so important and huge,
it becomes worth it anyway.

Some midwives felt provoked by the new guidelines
because they were imposed upon to perform a new task
for which they did not feel equipped. They were mo-
tivated because they felt it was their moral duty, not
because they agreed with the guidelines. They mainly

Table 1 Midwives characteristics

Midwife Years of experience as a midwife Workplace IPV Training Length of time enquiring about IPV

1 12 MCHC Yes 1 year

2 30 MCHC/Hospital Yes, partial 3 months

3 10 MCHC Yes, extensive 3–4 years

4 12 MCHC/Hospital No 3 months*

5 3 MCHC/Hospital No 3 months*

6 23 MCHC No 6 months*

7 30 MCHC Yes, extensive 4 years

8 10 MCHC Yes, partial 9 months

*Have not implemented routine enquiry, practice case findings
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disagreed with the guidelines regarding the fact that they
should ask every woman in antenatal care with few
exceptions.
Knowledge and attitudes: Knowledge about and atti-

tudes towards violence differed among the midwives.
Some believed they worked in an area with less violence
because the women they cared for were highly educated
women and presented an overall orderly facade. They did
not consider them to be in a high-risk group. Because of
this, they did not think it was necessary to ask everybody.
Some also said they did not believe that the women would
disclose violence when asked. Midwife 4 said:

Well, you can find violence in all parts of society, but I
do not feel that our women are among the most deprived
people. Thus, it’s not … These are not people who have a
lot of issues, neither economic nor other problems.

It was difficult to start asking: Difficulty starting a con-
versation about violence was commonly expressed by
the midwives, which implies that it was not easy in the
beginning, both on a personal and an organisational
level. Two of the midwives clearly expressed frustration
about the lack of consistency between the importance of
the guidelines and the policy they experienced at their
workplace. They were frustrated with the increasing
workload without proper training, and they did not feel
they had the time or the skills to deal with this new task.
As Midwife 2 said:

I feel that this is something we just have to deal with
without anyone telling us how to do it. So I think that
I feel provoked that they have just decided this without
training us properly.

It can be a challenge
In the theme It can be a challenge, midwives highlighted
that violence is a difficult topic regardless of the expe-
rience in asking, motivation and training they had

received. The sensitive nature of the topic made it chal-
lenging to ask every woman. They emphasized the need
for organisational structures and a support system, and
they felt this was lacking before the guidelines were in-
troduced. Four subthemes emerged within this theme:
sensitive topic, lack of resources, the woman does not at-
tend antenatal care alone, and fear of disclosure.
Sensitive topic: The midwives felt that the topic was

sensitive, even those who said they had several years of
experience talking about violence. Midwife 8 reflected
upon how she felt it when she asked about violence:

You don’t feel confident talking about it, but you do it
anyway. Maybe you never will because it is difficult
and sensitive.

Others mentioned that the topic is still taboo and sev-
eral talked about an underlying respect in society that the
home is private, and what happens at home is a family
business. This made it challenging to ask. Midwife 1 said:

The subject is taboo. It’s a topic that has not been
talked about, it has been treated with silence, and we
respect what happens within the private home. I think
that is just something we have learned from childhood.

Lack of resources: All of the midwives talked about
lack of time as the biggest challenge when it came to
asking about violence. This was independent of whether
or not they said they asked all women. Midwife 5 said:

I have more than enough to do without digging too deep.

Everyone was aware that violence was something that
had to be addressed if uncovered, and that they would
have to make time to deal with it if it came up. The uncer-
tainty about what they could uncover and how it would
affect other tasks was an issue among several of the mid-
wives. Some of them also said that they could forget to
ask about violence if they were busy. Midwife 4 said:

The topic is big and difficult. It is big and difficult and
takes time, right? And you know, if somebody discloses
things you need to make time to address it.

The woman does not attend antenatal care alone: The
majority of the midwives said it was difficult to address
violence as a topic if the woman came with her partner,
a friend or a relative. In that case, they usually omitted
the questions, and some of them said they probably did
not ask the woman again later. The most experienced
midwives said they talked about violence if the women
came with her partner, but as a more general topic. Mid-
wife 6 said:

Table 2 Overview of themes and subthemes

Theme Subtheme

Midwives do ask about
violence

Motivation
Knowledge and attitudes
It was difficult to start asking

It can be a challenge Sensitive topic
Lack of resources
The woman does not attend
antenatal care alone
Fear of revealing

Factors that make it
easier to ask

Alternative approaches
Engagement
Sensitive communication
Positive feedback from women
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I don’t see that there is any reason to ask again. That
would feel very awkward.

Fear of disclosure: Several of the midwives expressed a
fear about asking women about violence because they
were afraid of the responsibility they have to assume if
the woman disclosed violence. They were not certain if
they could provide the right support and help the
woman needed. Some lacked guidelines and a clear pro-
cedure at their workplace for dealing with disclosed vio-
lence. As Midwife 2 said:

You are afraid of the answer. Because if you are
inexperienced and have no training … I feel that I don’t
have enough knowledge. How can I ensure that the
woman gets the help she needs? I can refer her to other
people, but I still have to support her immediately. I am
not competent.

Some of the midwives had uncovered serious violence
in the past and become an important support person for
the woman. They expressed a feeling of responsibility
and fear for both the woman’s and their own safety.

Factors that make it easier to ask
The last emerging theme was Factors that make it easier
to ask. The midwives mentioned different tools that
helped them to talk about violence, and four subthemes
were identified: alternative approaches, engagement, sen-
sitive communication, and positive feedback from women.
Alternative approaches: The midwives described differ-

ent approaches when they prepared to ask about vio-
lence. Some started with other topics like depression or
alcohol use before they asked about violence, or they
had printed agendas with an overview of the topics that
antenatal care covered that included violence. Another
approach was an attempt to make the topic more harm-
less by telling the women that this is a routine enquiry
and everybody is asked the same questions. The more
experienced midwives said they did not need a prede-
fined strategy to approach the topic; they were confident
talking about violence. Midwife 1 said:

I just ask as if this the most natural thing and I pretend
to be very experienced in asking.

Engagement: Those who expressed an interest in the
topic were more confident about communicating about
violence regardless of how long they had been asking.
The midwives who were most experienced in asking had
started to ask about violence before the guidelines were
introduced and expressed long-lasting personal engage-
ment. Some of the inexperienced midwives also de-
scribed a personal engagement that helped them to ask

questions despite insecurity and lack of proper training.
Midwife 8 said:

Then, personally, I became very engaged or interested
in it; we must simply start to ask. It is so important to
detect violence. We need to show women that we can
handle the answers.

Sensitive communication: All of the midwives agreed
that it was important to be sensitive when talking about
violence, and they used all of their midwifery skills when
they addressed the topic. They expressed that this helped
them build up a trustful relationship with the women,
which was something they thought should be present
when asking about violence. Because of this, their ap-
proaches differed when they made routine enquiries;
some asked at the first consultation, and some said they
waited to be able to gain trust. The midwives also talked
about the importance of being sensitive in the sense of
reading a woman’s body language, listening to the unsaid
and acknowledging that things could be different from
the way they appeared. Midwife 5 said:

I feel that I am listening to a lot more than what they
say; I listen to the whole body, expressions and the
unsaid. And then I always think that, here, there are
things here that do not come forward.

Positive feedback from women: In the midwives’ experi-
ence, women do not seem to mind being asked about
violence. They said that the majority answered questions
regarding violence like every other question. When they
saw that a woman opened up, it was easier for them to
continue to ask questions. Some of the midwives were
surprised that women expressed gratitude because
somebody had asked about violence. Midwife 8 said:

And that was what I discovered, when we dare to ask,
when we dare to open up and perhaps demonstrate
that we can handle this, the answers, then they say
yes. Much more often than what I would have thought.

Discussion
The aim in this study was to explore midwives’ experi-
ences with routine enquiry about IPV in the antenatal care
context. Analysis of the semi-structured interviews re-
vealed three main themes: Midwives do ask about violence;
It can be a challenge; and Factors that make it easier.
Midwives do ask about violence: All of the midwives in

this study had started to ask women about violence as a
part of routine antenatal care, and the majority found it
expedient to ask. However, some of the midwives had
not implemented routine enquiry about violence. The
Norwegian guidelines, in agreement with international
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guidelines [27], emphasise the importance of asking all
women about violence with few exceptions [14]. Accord-
ing to the Norwegian Directorate of Health, the systems’
level of care, the political and organizational support,
the clinical guidelines and training necessary to intro-
duce routine enquiring to be ethical and safe [28] exists
in Norway [14]. Since the responsibility for both the
training and development of the clinical guidelines lays
on each municipality [14], the introduction of the guide-
lines among the MCHCs has been random. This may be
why the midwives in this study expressed both personal
and organisational challenges that affected whether or
not they asked all women. Hence, the guidelines from
2014 were not fully implemented in their antenatal care
routines. When this study was conducted, more than
two years had passed since the special guidelines con-
cerning violence were introduced [14]. Violence and sex-
ual abuse are a topic in the existing guidelines that
covers all aspects of antenatal care in Norway (released
in 2005) [22]; the importance of focusing on violence is
not new. In a recent survey among 398 midwives in
Norway, 41% said they ask all women about violence,
approximately 30% asked half of the women and 11%
did not ask at all [29]. Thus, our findings reflect the re-
sults of a large-scale quantitative survey.
One of the sub-themes within Midwives do ask about

violence was knowledge and attitudes, and we saw that
some of the reasons for not asking about violence were
that the midwife did not suspect violence and did not
think it occurred among their well-educated patients.
This can indicate a misconception about violence that
may be due to lack of training. Several studies indicate
that health professionals lack knowledge about violence
and its risk factors, and because of this, they underesti-
mate the prevalence of violence [19, 30]. This is sup-
ported in the survey among the Norwegian midwives
where the majority reported ‘no suspicion’ as the major
reason for not asking pregnant women about violence
[29]. The fact that there has been no standardized sys-
tem for the implementation of the guidelines may be a
reason why the midwives views regarding violence and
whether all women should be asked on a routine basis
differ. Other studies support the lack of standardized
training as a reason why health professionals do not ask
about violence (20, 21). That and a defined implementa-
tion period may also explain why several of the midwives
in our study thought it was difficult to start asking about
violence and why some did not have the motivation or
skills to ask about violence.
It can be a challenge: The midwives in this study

expressed challenges and barriers that made them less
confident about asking about violence. The majority
expressed an insecurity regarding what to do if a woman
revealed that she lived in an abusive environment. This

is not an unknown issue and Eustase et al. call this the
‘big fear factor’ in a study among Australian midwives
[31]. This fear can prevent midwives from addressing
violence. The Norwegian guidelines emphasize that the
different municipalities and MCHCs need to have a clear
protocol for the healthcare professionals to follow if vio-
lence is revealed [14]. The majority of the midwives in
this study sought protocols like this. Since this was lack-
ing, they did not feel supported at their workplace and
this added to their anxiety around potential disclosures.
Lack of time during consultations was a barrier for the

midwives when it came to talking about IPV. If they un-
covered violence, they were all aware that addressing the
issue properly would require time they did not necessarily
have, so they simply do not ask. Midwives in other studies
also expressed worries regarding time [20, 31–33]. In the
recent national survey of Norwegian midwives, time issues
were a major reason why they did not ask all women
about violence [29].
The majority of midwives did not ask about exposure

to violence if the partner or a relative accompanied the
women for the consultation. This is also expressed in
other studies [23, 30, 33] and is in line with the guide-
lines that recommend the routine enquiry to be per-
formed when the woman comes in alone [14]. The
guidelines suggest that the midwife should encourage
the woman to come alone to at least one check-up so
that she can ask about IPV [14]. This conflicts with the
general encouragement towards the partner being part
of the pregnancy and attending antenatal care appoint-
ments [34, 35], and it may be a dilemma for the mid-
wives. This was also a finding in a study among Swedish
midwives [36]. However, some of the midwives in our
study talked about violence despite the partner being
present, but adjusted the questions and talked about the
topic in more general terms. Regardless, the safety of the
women must be the priority and this is why direct ques-
tioning about violence exposure should be performed
when the woman is alone [14, 27.
Factors that make it easier to ask: To create a relation-

ship with the women before addressing the violence
issue was a factor that made it easier to ask about vio-
lence. This is supported by findings from several other
studies [20, 23, 31, 37]. A trustful relationship with the
midwife may help women reveal something as difficult
as violence; pregnant women themselves also found this
to be important [8]. As a consequence, the need to es-
tablish a relationship could make midwives wait before
asking; LoGiudice found this to be true in a meta-
synthesis in 2015 [33]. She pointed out that the need to
build trust could sometimes be at the expense of asking
early enough and that important time could pass by the
time midwives had gained trust [33]. The Norwegian
guidelines [14] and international guidelines [27]
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recommend incorporating questions about violence as
early as possible in the pregnancy and repeating them in
both the second and third trimesters. This can be difficult
to follow in a Norwegian setting as midwives often work
part time in antenatal and midwifery resources are scares in
several municipalities [34]. The lack of midwifery resources
may lead to women meeting midwives late in the preg-
nancy; hence, they do not have time to build up the trust it
takes to ask about violence. A Norwegian survey supported
this as it showed that midwives who worked part time in
antenatal care (less than 25%) asked fewer women about
violence, and they uncovered less violence [29].
Some midwives expressed that personal engagement

seemed to help them when they implemented the new
guidelines. Because they were committed, they expressed
that it was easier both to enquire and to talk about violence.
This was regardless how much training they got before they
began following the guidelines. Others support the import-
ance of a personal commitment by the midwife when ad-
dressing violence [20, 31]. In a qualitative study among
different healthcare personnel in Norway, regardless of
where they worked or how they addressed violence, Daniel-
sen et al. found that personal commitment to the topic was
important [23]. If a personal engagement is of great import-
ance, it might explain why increased training is not neces-
sarily enough to get midwives to routinely ask about
violence. In a Norwegian project where they introduced
routine enquiry about violence in a small part of Norway in
2007, approximately 50 present of the pregnant women
were asked [8]. This was in spite of a thorough implemen-
tation, training and access to guidance throughout the
period [8]. Taft et al. found similar screening numbers
among maternal and child health nurses in Australia [37].
The majority of the midwives in the 2007 project were

positive about asking about violence after the project period
even though they only asked 50% of the pregnant women
during the project period [8]. This suggests that time is im-
portant when implementing new guidelines and that atti-
tudes can change. That time and experience can change the
attitudes towards violence is supported by Baird et al. [38],
who found a significant change of attitude in relation to
how midwives saw their own role in uncovering violence in
a follow-up study of a mandatory training program for mid-
wives in England [38]. Five years after the training, all mid-
wives considered asking about violence an integral part of
their work, versus when the program started [38].
The participants experienced being a midwife as a tool

to ask about violence because in this role they had a sen-
sitivity and proximity towards the women they cared for.
They said that they used all their midwifery skills when
talking to women, and this helped them be sensitive
when they communicated about difficult topics. Mauri
et al. support this in a qualitative study where the par-
ticipating midwives highlighted the importance of being

sensitive, listening and paying attention to the women
when detecting violence [39]. Midwives in Norway are
used to asking about sensitive topics like smoking, body
weight, alcohol and mental health [22], and the partici-
pants in our study expressed that they sometimes used
those topics as a tool to make it easier to ask about vio-
lence. This may suggest that questions about violence
are still new and given more time and experience, the
midwives can be confident in talking about violence as a
natural part of antenatal care.

Limitations and methodological considerations
In this study, a qualitative design was chosen to gain a deeper
understanding of a phenomenon; hence, this study was con-
ducted with only a few participants. The results are derived
from the participants’ reported experiences and may be trans-
ferrable to similar groups but cannot be generalized [40].
Throughout the process, measures to ensure trustworthiness,
essential for others to judge the value of the study [40], have
been taken. These include the use of an established and
clearly described method for data analysis [25] and the use of
direct quotations from the participants to help readers judge
reliability for themselves [40]. More than one researcher has
read the data and participated in the analysis; consensus re-
garding content and themes was achieved [40].

Conclusion
This study provides insight into how Norwegian mid-
wives experience routine enquiry into intimate partner
violence in the antenatal care context. The midwives in
this study did ask pregnant women about violence ex-
posure, but not necessarily all women or on a routine
basis. Thus, even though the guidelines regarding rou-
tine enquiry have existed for over two years, they are not
fully implemented. Findings in this study indicate that
midwives’ personal engagement regarding violence is im-
portant and creating a supportive environment to facili-
tate engagement and knowledge about how to ask may
make it easier for midwives. They emphasized the need
for education and organizational structures and support
systems at their workplaces. Protocols and referral to
existing services should be in place at every antenatal
care clinic. Discussing communication strategies and
plans of action and sharing experiences on a regular
basis may provide midwives with more confidence re-
garding asking about violence. These are all measures
that can help sustain routine enquiry for violence expos-
ure as a clinical practice.

Additional file

Additional file 1: Table S1. Interview guide; Description of data: English
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