
International  Journal  of

Environmental Research

and Public Health

Article

Improving Safety Among Pregnant Women Reporting
Domestic Violence in Nepal—A Pilot Study

Poonam Rishal 1,2,3 , Kunta Devi Pun 1,3, Berit Schei 1,4, Buna Bhandari 5,6 ,
Sunil Kumar Joshi 2 , Katarina Swahnberg 7 , Jennifer Jean Infanti 1, Mirjam Lukasse 8,9,*
and the ADVANCE study group †

1 Department of Public Health and Nursing, Faculty of Medicine and Health Sciences, NTNU,
Norwegian University of Science and Technology, Postbox 8905, 7491 Trondheim, Norway;
poonam.rishal1@gmail.com (P.R.); knt_pun@yahoo.com (K.D.P.); Berit.Schei@ntnu.no (B.S.);
jennifer.infanti@ntnu.no (J.J.I.)

2 Department of Community Medicine, Kathmandu Medical College and Teaching Hospital, PO Box 21266,
Sinamangal, Kathmandu 44600, Nepal; drsunilkumarjoshi@gmail.com

3 Kathmandu University School of Medical Sciences, Kathmandu University and Dhulikhel Hospital,
Dhulikhel 45200, Bagmati, Nepal

4 Department of Obstetrics and Gynecology, St. Olavs University Hospital, Postbox 3250, Sluppen,
7006 Trondheim, Norway

5 Department of Community Medicine and Public Health, Institute of Medicine, Tribhuvan University,
Kathmandu 44600, Nepal; buna.bhandari@gmail.com

6 School of Public Health and Community Medicine, UNSW Medicine, University of New South Wales,
Sydney, NSW 2052, Australia

7 Department of Health and Caring Sciences, Faculty of Health and Life Sciences, Linnæus University,
391 82 Kalmar, Sweden; katarina.swahnberg@lnu.se

8 Department of Nursing and Health Promotion, Faculty of Health Sciences, Oslo Metropolitan University,
Postbox 4, St. Olavs Plass, 0130 Oslo, Norway

9 Department of Health and Social Sciences, University College of Southeast Norway, Postbox 235,
3603 Kongsberg, Campus Vestfold, 3184 Borre, Norway

* Correspondence: Mirjam.Lukasse@usn.no
† Members are listed at the end of Acknowledgments.

Received: 25 February 2020; Accepted: 24 March 2020; Published: 27 March 2020
����������
�������

Abstract: Introduction: Domestic violence (DV) during pregnancy is associated with poor health
outcomes for both the mother and newborn, and sometimes death. In a low-income country like Nepal,
women have few options to leave abusive situations. Therefore, there is a need for interventions
to improve their safety. The aim of our study was to explore the use of safety measures before
and after an educational intervention among women who have reported DV during pregnancy.
Materials and methods: Of 1010 pregnant women screened consecutively for DV using the Abuse
Assessment Screen (AAS) during routine antenatal care, 181 women reported domestic violence.
All 1010 participating pregnant women were taught 15 safety measures using a locally developed
flipchart. We obtained contact with 80 of the 181 eligible women postpartum, of whom 62 completed
the follow-up assessment. We explored and described the use of safety measures at baseline and
follow-up, using a standardized instrument called the Safety Behavior Checklist. Results: At follow-up,
less than half of the women (n = 30, or 48.3%) reported any form of DV. Of the women who reported
DV at follow-up, significantly more reported the experience of both violence and fear at baseline
(21.9%, p = 0.01) compared with the women who did not report DV at follow-up (3.3%, p = 0.01).
Women reporting DV at baseline and follow-up used more safety measures at baseline (56) and
follow-up (80) compared with women reporting DV at baseline only (36 and 46). Women reporting DV
at baseline and follow-up used more safety measures for the first time at follow-up, 57 new measures
compared with the 28 new measures used by women reporting DV at baseline only. Conclusions:
The use of a flipchart teaching session on safety measures within antenatal care may increase the
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number of safety measures women use to protect themselves during pregnancy and decrease the
risks of adverse health effects of DV.

Keywords: domestic violence; pregnancy; safety measures; safety behaviors; intervention; antenatal
care; Nepal

1. Introduction

Domestic violence is defined as “any form of physical, mental, sexual and emotional harm,
including acts of reprimand or emotional harm, perpetrated by one person on another with whom he
or she has a family relationship” by the Ministry of Law and Justice in Nepal [1]. Globally, 30% of
all women who have been in a relationship have experienced intimate partner violence, with certain
regions like South-East Asia, which includes Nepal, reaching 38% [2]. In Nepal, traditionally, women
relocate to their husband’s home after marriage [3], where they usually have little power. As a result,
they are vulnerable to various forms of violence [4]. Additionally, living with the husband’s family can
create fear, because of the power imbalances. Living in fear of someone within the family is the result
of having experienced harm and/or perceived threat of harm and can thus be considered emotional
abuse or a proxy for experiencing emotional violence [5].

According to the World Health Organization’s (WHO’s) multi-country study on women’s health
and domestic violence, between 1% and 28% of women are subjected to physical violence during
pregnancy [6]. Domestic violence (DV) during pregnancy is of particular concern because of the
detrimental pregnancy outcomes associated with it, including maternal and fetal death [2]. DV during
pregnancy has been associated with increased risks of unplanned pregnancy, delayed entry to prenatal
care, early trimester vaginal bleeding, miscarriage, preterm birth, low birth weight, infants born small
for gestational age, and postpartum depression [7–10].

Globally, also in Nepal, most pregnant women attend antenatal care (ANC) [11]. This offers
women relationships with one or several health care providers. These relationships can provide
the trust women require to disclose or report DV. ANC includes providing emotional support and
medical care, education to promote safety, and appropriate referring [12,13]. Thus, ANC services
hold significant potential as settings for identifying and assisting women who experience DV during
pregnancy [13,14].

Safety planning interventions teach women who experience DV to thoroughly assess the possible
threats they face and apply the most suitable measures to protect themselves [15]. Several studies
have shown that women who are living in abusive relationships adopt a variety of behaviors to
promote their safety as a means of coping with DV [16,17]. In Texas and Virginia (USA), a study
among physically and sexually abused pregnant women found a significant increase in the use of
safety measures among women being taught these, compared with women receiving care without
this teaching [16]. Similarly, a pilot study among pregnant women who attended ANC in Lima, Peru
reported an increase in the use of safety measures among women in the intervention group who
received counseling, education, and advice on safety compared with standard care [18]. A Cochrane
systematic review of 10 randomized trials assessing interventions in ANC settings suggested that
counseling and education on safety-promoting measures and referral cards can reduce DV and prevent
adverse outcomes by ensuring women’s safety [13].

The available evidence on ANC interventions to reduce DV and adverse outcomes among pregnant
women is primarily from studies conducted in high-income countries [13]. At a policy level, Nepal
has recognized DV as a violation of human rights as well as a public health issue. Despite this, ANC
services have not been formally prioritized as an entry point for preventing or reducing DV [19].
For most women, regardless of context, leaving a violent relationship is difficult for several reasons:
fear of being alone, shame, guilt, labelling and stigma, economic dependency, normalization of the
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abuse, and fear of more abuse are among factors mentioned [3,20,21]. In a rigid patriarchal society like
Nepal, where marriage is regarded as a spiritual and social obligation, it is difficult for most women
to leave an abusive relationship [3,22–24]. Women who leave face considerable economic and social
challenges [23,24]. They fear breaking social traditional and socio-cultural values, fear further violence,
fear marginalization and lack of justice [23,24]. Therefore, formal interventions that can mitigate the
potential harms of DV to women’s physical and mental health are particularly relevant.

The aim of our study was to explore the use of safety measures practiced before and after an
educational intervention among women who have reported DV during pregnancy.

2. Material and Methods

This quantitative pilot follow-up study included women disclosing domestic violence while
participating in a prospective cohort study [25]. In our prospective cohort study, auxiliary nurse
midwives (ANMs) at the ANC outpatient department (OPD) of Kathmandu Medical College and
Teaching Hospital (KMC) consecutively assessed women attending routine care for eligibility. Women
were eligible for inclusion if they were 18 years or more of age, had a pregnancy gestation between 12
and 28 weeks, understood Nepali, and could join the research assistant in a private room on their own.
Eligible women were invited to participate by the research assistant. After obtaining consent, women
were asked to complete a questionnaire electronically. The questionnaire included questions to screen
for DV [25]. After completing the questionnaire, all participants were informed of 15 possible safety
measures, by the research assistant, irrespective of whether they reported DV or not. The assistants
performing the screening and teaching had been educated in safety, confidentiality, and referral
procedures for the women, if required. All participants in the prospective cohort study received an
information leaflet on signs and symptoms of complications during pregnancy. They could show this
leaflet to their partner and family if asked about the study, without having to disclose that the study
was about DV. All women were given a referral card to a safe house. Only women reporting DV in the
prospective cohort study were eligible for inclusion in the pilot follow-up study, which is reported in
this paper. Inclusion in the pilot follow-up study was planned to take place approximately 6 months
postpartum. Recruitment to the prospective cohort study took place from August 2014 to November
2016. Recruitment was stopped temporarily because of two devastating earthquakes in Nepal on 25
April, 2015 and 12 May, 2015, respectively. The earthquakes affected most of the areas from where the
women were recruited. Follow-up study interviews were done between 20 April 2016 and 26 July 2016.

2.1. Ethics Approval and Consent to Participate

The study was approved by the Regional Committee for Medical and Health Research Ethics in
Norway (2014/146/REK Sør-Øst C) and the Nepal Health Research Council (NHRC) (Reg.no.08/2014).
At recruitment into the study during pregnancy, all women were informed and gave written consent for
the follow-up study. No women were under the age of 18. Also at recruitment, all women, regardless
of their report of DV, were given a referral card with the name and number of a safe house run by the
Women’s Rehabilitation Center (WOREC) in Nepal which provides legal counselling and shelter for
victims. When contacted at the follow-up time point, measures were taken to ensure the safety of the
women. First, the telephone conversations were continued only if the women themselves answered
the phone. If they were alone and felt comfortable talking to the research assistant, an invitation was
extended to attend a personal interview at the hospital. Appointments were made for the interviews,
which were conducted with only the woman and research assistant present.

2.2. Baseline Data Collection

Women agreeing to participate completed a Color-Coded Audio Computer-Assisted Self Interview
(C-ACASI) on a tablet computer in the presence and, if necessary, with the help of a research assistant.
C-ACASI allowed the participants to hear the interview questions through a headset as well as read
and answer them on the tablet. We chose this mode of data collection in order to include women with
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limited literacy in the study. Except for the participants’ phone numbers, recorded confidentially for
later follow-up (upon additional consent), all data were transferred electronically from the tablet to a
safe server. Prior programming ensured a high-quality file for analysis. We used the most consistently
used screening tool for intimate partner violence, which has been found to yield valid and specific
identification of abuse when compared with longer abuse research instruments [26,27]. The Abuse
Assessment Screen (AAS) consists of five items and was developed to detect abuse perpetrated against
pregnant women [26,27]. The screening tool has been tested predominantly with young and poor
women. We used the original AAS questions but changed the order and started with “Are you afraid
of anyone in the family?” [25–27]. As in the original version, a positive answer to any question denotes
abuse [26,27]. Women could not only answer yes or no, as in the original AAS, but also specify whom
they were afraid of. We modified the Abuse Assessment Screen (AAS) by removing the body-map used
to register the location of injuries sustained by a women experiencing violence [27]. The interview also
included questions on socio-demographics and obstetric history and the five-item Hopkins Symptoms
Checklist (HSCL-5), which had been used previously in a Nepali setting, to measure the emotional
well-being of the women [28].

2.3. The safety Measures Checklist

Participants reporting DV were asked if they had practiced any safety measures. The safety
measures assessed in our study were translated and adapted from the safety-promoting behavior
checklist (SBC) used in a study among pregnant women by McFarlane et al. [15]. To ensure the
quality and relevance of the safety measures in the Nepali context, we did forward-and-backward
translations of the text in the checklist. We also adapted and modified the fifteen safety measures to
the context (Table S1). Women in Nepal could not apply three of the safety measures in the original
checklist because such systems are not in place in the country; namely, having available a social security
number, receipts from rent and utility bills, and insurance policies and numbers. These items were
replaced with three related but new safety measures that could be relevant for Nepali women: having
available a citizenship card, the address of a safe house/shelter, and an extra sim card for a mobile
phone. In addition, the items in the original checklist were elaborated and exemplified to make them
context-specific for the women. For example, for the item described as “removing weapons”, the
interviewer explained to participants that this could refer to hiding knives or guns in a haystack or
a cupboard.

2.4. Follow-up Data Collection

Of the 1010 women who participated in the study at baseline, 181 reported experiences of DV.
One of the co-authors was able to contact 80 of the 181 eligible women postpartum, and 62 agreed
to the follow-up interview. In order not to raise the partner’s or family’s suspicion about the true
reason for the visit and to inconvenience women as little as possible, appointments for the interviews
were scheduled as much as possible to coincide with the women visiting the hospital for other reasons.
However, for 29 women, a special hospital visit was scheduled for the follow-up research. One of the
co-authors conducted the follow-up interviews in a private room using the same C-ACASI method as
at baseline. The questionnaire at follow-up included questions on DV, safety measures practiced, and
emotional well-being, using the same instruments as at baseline. In addition, at follow-up, women were
asked about their living conditions after the earthquakes and how they felt about safety measures being
taught to pregnant women. The interviews took place between 6 months and 21 months postpartum.
All women were offered travel allowances for the follow-up interviews.

2.5. The Educational Intervention

Our intervention consisted of teaching women 15 safety measures using a flip chart of text and
illustrations (available on request). The duration of the teaching session lasted for a maximum of
30 min. Prior to the intervention, the first author discussed each safety measure in detail with a local



Int. J. Environ. Res. Public Health 2020, 17, 2268 5 of 13

artist to ensure context-sensitive illustrations were made. The flipchart consisted of participants’ pages,
with the illustrations for the women, and teachers’ pages, with instructions for the education session.
The instructions consisted of short summary points of information. For example, if the women were
taught to hide money, the text for the teachers included suggestions on where women could hide
money (in a box of clothes, inside a sack of rice, saved in a bank account). These served as potential
prompts for the teachers. In the study, the flip chart was delivered by research assistants who were
recruited and trained by the first author, who had extensive previous experience in this field.

A preliminary version of the flipchart was pretested among a heterogeneous group of women
that consisted of medical doctors, lecturers, medical students, nurses, cleaners, ward attendants,
administrative staff at KMC, and the research team. The group was asked if they understood the
drawings and the text and was invited to comment on the intervention as a whole. Their comments
were used to adjust the flipchart. For example, the test group felt that the dress the women were wearing
in the initial illustrations only represented rural women. This was changed to ensure representativeness
of women from urban areas as well.

2.6. Variables

2.6.1. Safety Measures Variables

The safety behavior checklist measures the use of the behaviors taught in the intervention
(Table S1), prior to the intervention and postpartum [15]. Women were asked “When you experienced
violence, have you ever used any of the following safety measures?” Answering options were “yes”,
“no”, or “not applicable”. For each woman, the total reported count of safety measures used was
the sum score of safety measures, both at baseline and follow-up. The minimum score was thus 0,
and maximum score 15.

2.6.2. Domestic Violence Variables

An affirmative response to any of the five AAS screening questions for DV was classified as
having reported “any form of DV”, and those with all negative responses were classified as having
“no exposure”. Sub-categories were created within the group of women who had reported of any DV.
Women who reported they feared someone in the family but gave negative responses to any other
experience of DV were classified as having reported “fear only”. Women who responded affirmatively
to any physical, emotional, or sexual violence, but not to fear, were classified as being exposed to
“violence only”. Women with affirmative responses to the questions on fear and violence were classified
as having reported “both fear and violence”. Domestic violence was computed in the same four
categories as in our previous publication [25].

2.6.3. Other Variables

Women who reported having their own income were asked if they could decide how to use it.
The women were then divided into three groups: “no income”; “income, no autonomy”; and “income
and autonomy.” Income without autonomy indicates that a woman hands over her income to the
husband/family without being able to decide how it is spent. Having autonomy denotes a woman can
keep either some or all to spend at her own discretion. The women were categorized as “nulliparous”
if they had never given birth and “multiparous” if they had children and/or a history of stillbirth.
Gestational age indicating how far the pregnancy had come by the time of baseline assessment was
self-reported. Women were categorized into four groups of caste/ethnicity: Dalits and religious
minorities; disadvantaged Janajati and the disadvantaged group from the Terai region; advantaged
Janajati; and upper caste. Women were considered to have symptoms of either anxiety or depression if
their HSCL-5 score was more than two, at both baseline and follow-up [29].
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2.7. Statistical Analysis

Statistical analyses were performed with SPSS version 22 (Statistical Product and Service Solutions)
IBM, New York, USA. Missing data were not replaced. We performed detailed descriptive and
comparative analyses (Chi-squared tests), comparing women who reported DV at both baseline and
follow-up to women who reported DV at baseline only.

3. Results

Of 1010 participants assessed for DV at baseline during pregnancy, 181 women reported DV. It
proved impossible to reach 91 (50.3%) of these women postpartum. Another 27 women were unable to
participate in a follow-up interview, and one woman we contacted postpartum had been misclassified
as reporting DV at baseline. The final sample at follow-up comprised 62 women. We did not find any
significant differences in the characteristics of the women participating in the follow-up and those lost
to follow-up (Table S2). There were no significant differences in the reported use of safety measures at
baseline among women who were recruited into the study before and after the earthquakes (Table
S3). For half of the women who participated at follow-up, the earthquakes had destroyed their houses
(Table 1). At follow-up, slightly more than half of the women (51.5%, or n = 32) reported any form
of DV and 48.3% (n = 30) did not report any DV. The women who reported DV both at baseline and
follow-up were older than women reporting DV at baseline only; otherwise, there were no significant
differences in the background characteristics between these groups (Table 1).

Table 1. Descriptive characteristics at baseline of women reporting Domestic Violence (DV), N = 62.

Reporting DV at
Baseline Only n = 30

Reporting DV at
Baseline and

Follow-Up n = 32
Total n = 62 p-Value

n (%) n (%) n (%)

Women’s characteristics
Age in years 15–19 4 (13.3) 0.0 4 (6.5) 0.02

20–24 19 (63.3) 14 (43.8) 33 (53.2)
25–29 3 (10.0) 10 (31.2) 13 (21.0)
≥30 4 (13.3) 8 (25.0) 12 (19.4)

Education None 3 (10.0) 5 (15.6) 8 (12.9) 0.46
Primary 7 (23.3) 3 (9.4) 10 (16.1)

Secondary 7 (23.3) 10 (31.2) 17 (27.4)
Higher secondary and above 13 (43.3) 14 (43.8) 27 (43.5)

Income No income 22 (73.3) 25 (78.1) 47 (75.8) 0.72
Income no autonomy 1 (3.3) 2 (6.2) 3 (4.8)

Income and autonomy 7 (23.3) 5 (15.6) 12 (19.4)
Parity Nulliparous 12 (40.0) 12 (37.5) 24 (38.7) 1.00

Multiparous 18 (60.0) 20 (62.5) 38 (61.3)
Gestational age in weeks Mean ± SD 21.7 ± 4.1 21.09 ± 4.8 21.4 ± 4.4

Baseline anxiety and depression ≤2 score 9 (30.0) 7 (21.9) 16 (25.8) 0.66
>2 score 21 (70.0) 25 (78.1) 46 (74.2)

Husband’s characteristics
Age in years ≤24 4 (14.3) 2 (6.5) 6 (10.2) 0.30

25–29 8 (28.6) 13 (41.9) 21 (35.6)
30–34 11 (39.3) 7 (22.6) 18 (30.5)
≥35 5 (17.9) 9 (29.0) 14 (23.7)

Education None 4 (13.8) 3 (9.7) 7 (11.7) 0.62
Primary 5 (17.2) 3 (9.7) 8 (13.3)

Secondary 6 (20.7) 11 (35.5) 17 (28.3)
Higher secondary and above 14 (48.3) 14 (45.2) 28 (46.7)

Family/community characteristics
Family structure Nuclear 15 (51.7) 21 (75.0) 36 (63.2) 0.10

Extended 14 (48.3) 7 (25.0) 21 (36.8)
Geographical setting Rural 6 (20.0) 3 (9.4) 9 (14.5) 0.34

Urban 24 (80.0) 29 (90.6) 53 (85.5)
Caste/Ethnicity Dalit 0.0 0.0 0.0 0.71

Disadvantaged Janajati 10 (38.5) 8 (29.6) 18 (34.0)
Advantaged Janajati 3 (11.5) 5 (18.5) 8 (15.1)

Upper caste 13 (50.0) 14 (51.9) 27 (50.9)
House destroyed by earthquake Yes 13 (43.3) 19 (59.4) 32 (51.6) 0.31

No 17 (56.7) 13 (40.6) 30 (48.4)
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3.1. Findings for the Women Reporting DV at Baseline Only

Of the 30 women who reported DV at baseline only, 11 of them reported violence only, 18 reported
fear only, and one reported fear and violence (Table 2). Sixteen women reported their husband or
boyfriend as the perpetrator of the DV or the person they feared (Table 2).

Table 2. Type of DV and number of safety measures reported, N = 62.

Women Reporting DV at Baseline Only n = 30 Women Reporting DV Both Times n = 32

Baseline Baseline Follow-up

n (%) n (%) n (%)

Type of DV reported *
Fear only 18 (60.0) 22 (68.8) 18 (56.3)

Violence only 11 (36.7) 3 (9.4) 3 (9.4)
Fear and violence 1 (3.3) 7 (21.9) 11 (34.4)

Perpetrator or person feared **
Husband or boyfriend 16 (53.3) 19 (59.3) 26 (80.1)

Mother- or father-in-law, other family 10 (33.3) 10 (31.2) 7 (21.9)
None registered 7 (23.3) 8 (25.0) 4 (12.5)

Frequency of DV (including fear)
reported

Most of the time/often *** 11 (36.6) 13 (40.6) 14 (43.7)
Sometimes/seldom 14 (46.6) 16 (50.0) 17 (53.1)

Not reported 5 (16.6) 3 (9.4) 2 (6.2)

Number of behaviors used

Baseline Follow-up Baseline Follow-up
None 19 20 12 14
One 4 2 7 4
Two 2 3 3 5

Three 2 1 4 1
Four 0 1 2 0
Five 0 1 2 1
Six 2 0 1 1

Seven 0 0 1 1
Eight 0 0 0 2
Nine 0 0 0 2
Ten 1 0 0 0

Eleven 0 0 0 1
Twelve 0 1 0 0

Fourteen 0 1 0 0

* Difference at baseline Chi-squared p-value = 0.010, ** more than 100% possible, *** includes women reporting
several episodes during last year.

Mothers- and fathers-in-law and other members of the family were feared, but not once were
they reported as perpetrating physical or sexual violence (data not in tables). The number of safety
measures used at follow-up increased from 36 to 46 for the women who reported DV only at baseline
(Table 3). Of the women reporting DV at baseline only, 9 had an increase in the number of safety
measures they used, 14 had no change, 7 had a decrease from baseline to follow-up (data not in tables).
All women who had an increase in the number of safety measures also used new measures for the first
time at follow-up. One woman did not increase the total number of safety measures but reported 3
new measures at follow-up. The range of safety measures used increased from 10 to 14 at follow-up.
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Table 3. Safety measures practiced at recruitment by women who reported DV at baseline only, n = 30.

At Baseline
Not

Applicable
at Baseline

At
Follow-Up

Not
Applicable at

Follow-Up

New
Practices at
Follow-up

New not
Applicable at

Follow-Up

Safety Measures n n n n n n

Had ever:
Hid money 0 6 3 6 3 3

Hid important keys 1 4 2 6 1 5
Established codes with family and friends 2 5 4 6 3 4

Asked neighbors to call the police 1 7 4 10 3 5
Removed weapons 2 8 2 9 2 4

Had made available:
Marriage certificates 6 6 5 7 2 3

Birth certificates (yours and your child) 4 7 6 7 4 2
Bank account numbers 2 5 2 9 1 6

Citizenship card 4 4 4 7 3 4
Driver’s license 0 10 1 8 1 3

Valuable jewelry with bills 3 5 4 8 2 4
Important phone number/s 3 6 4 8 1 4

Hidden bag with extra clothing 2 6 2 8 1 4
Address for safe house/shelter 4 8 2 7 1 1

Extra sim card 2 7 1 8 0 3

Total number of safety measures 36 94 46 114 28 55

3.2. Findings for the Women Reporting Violence at Baseline and Follow-Up

The proportion of women reporting fear and violence was higher at follow-up than at baseline
(p = 0.010) (Table 2). Of the 32 women reporting DV at both time points, 15 (47%) reported the same
type of DV at baseline and follow-up, 1 fear and violence only, and 14 fear only (data not in tables).
More than half of the women (17 of 32) reported a different form of DV at follow-up from baseline
(data not in tables). Seven women reported an increase from fear only at baseline to fear and violence
at follow-up. One woman changed her report from fear only to violence only. Two women changed
from fear and violence to violence only, and three from reporting violence only at baseline to violence
and fear at follow-up. Finally, four women changed their report from violence only to fear only. The
proportion of women reporting their husband (or boyfriend or ex-husband) increased from 19 at
baseline to 26 at follow-up (Table 2).

Of the 32 women who reported DV at both assessment times, 10 women had an increase in the
number of safety measures they used, 14 women had no change, and 8 had a decrease from baseline to
follow-up (data not in tables). From baseline to follow-up, the total number of safety measures used
increased from 56 to 80 and the number of not applicable decreased (Table 4).

At follow-up, nineteen (60%) women reported using new safety measures on the list, measures
that they had not used previously, at baseline (data not in tables). Four women with no change in the
total number used new safety measures, while 4 women with a decrease in number reported also
used new measures at follow-up. All women who had an increase in the number of safety measures
reported using new measures at follow-up. The range of safety measures used increased from 7 to 11
at follow-up. There was no significant difference in family structure at follow-up between the women
reporting violence at baseline only and the women reporting violence at baseline and follow-up (data
not in tables).
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Table 4. Safety measures practiced at baseline and follow-up and for the first time at follow-up for
women reporting DV both at baseline and at follow-up, n = 32.

At Baseline
Not

Applicable
at Baseline

At
Follow-Up

Not
Applicable at

Follow-Up

New at
Follow-Up

New not
Applicable at

Follow-Up

n n n n n n

Had ever:
Hid money 2 7 5 7 5 4

Hid important keys 2 5 2 7 2 4
Established codes with family and friends 6 8 6 6 4 4

Asked neighbors to call the police 3 7 4 4 4 1
Removed weapons 1 9 2 4 2 1

Had made available:
Marriage certificates 13 7 10 3 2 2

Birth certificates (yours and your child) 7 8 9 4 7 1
Bank account numbers 3 7 5 5 4 2

Citizenship card 10 7 10 2 4 0
Driver’s license 1 8 2 4 2 2

Valuable jewelry with bills 0 10 7 5 7 1
Important phone number/s 4 10 5 6 4 2

Hidden bag with extra clothing 2 10 7 4 5 1
Address for safe house/shelter 1 9 5 6 4 1

Extra sim card 1 9 1 5 1 1

Total number of safety measures 56 121 80 72 57 27

4. Discussion

At follow-up, less than half of the women reported any form of DV. Significantly, more of the
women who reported DV at follow-up reported the experience of both violence and fear at baseline,
compared with those not reporting DV at follow-up. Women reporting DV at baseline and follow-up
used more safety measures at baseline and follow-up compared with women reporting DV at baseline
only. They also used more safety measures for the first time at follow-up. The range of safety measures
used increased from baseline to follow-up both for women reporting DV at both assessments and for
women reporting DV at baseline only.

We had not expected that as many as half of the women we were able to contact would no
longer report DV at follow-up. If true, this is a very positive finding. However, DV tends to be
under-reported [30], but these women had previously disclosed DV. Women no longer reporting DV
were not asked what they thought the reasons were for this change. One possible reason for DV to
stop for a woman is when she removes herself from the situation(s) in which the DV takes place,
for example by moving out from the joint family home or leaving the abusing partner. While the reason
for leaving is to escape violence, there is evidence that the risk of harm actually increases around the
time a woman leaves [31]. All women in this study received a card with contact details of a safe house.
This may have encouraged some women to take actions. None of the safety measures explicitly advise
women to leave their current home. However, several of the measures can be viewed as preparing
women for the option of leaving. Even though half of the participants interviewed postpartum no
longer reported DV, one third of them still reported using safety measures. One reason for this could be
misclassification due to the wording of the question, “when you experienced violence, have you ever
. . . ”. This way of asking could lead women to report the same safety measure used previously once
more at the second interview. However, this wording does not explain the new measures that women
reported using. This suggests that women no longer reporting DV still find the safety measures useful.
In addition, some measures are unlikely to be taken several times, such as making available a copy of a
marriage certificate or other papers.

There was a difference between the women reporting DV at baseline only and those reporting DV
at both times of contact. Of the women reporting DV twice, a substantially larger proportion reported
both fear and violence at baseline. There also appeared to be an increase in the violence from baseline
to follow-up for these women. Our results confirm that the measures are most useful for women
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experiencing DV, as this group of women had the largest increase in number of safety measures used
from baseline to follow-up and the most new safety measures used for the first time at follow-up [32].

There are no “one size fits all” interventions that trigger the turning point or end of DV for
pregnant women [33]. Women’s decision-making regarding the disclosure of DV and adoption of safety
measures, or to leave violent relationships, is challenged by the complex realities and host of social
and cultural factors that women face in abusive relationships. However, for decades, DV theorists
have called attention to strategic moments, or “open window phases”, in the cyclical dynamics of
DV—periods wherein women may be more open to help-seeking and interventions to increase their
safety and well-being [34,35]. Evidence is increasingly suggesting that pregnancy is an open window
phase for women and health care providers to address DV [36].

Safety measures are intended to promote the security and wellbeing of women living with abuse,
help them prepare for an emergency, and protect themselves and their children [32]. Kennedy et al.
also underscore the importance of effective formal help from interventions [37]. We do not know
which safety measures women found most useful in our study nor if they experienced any barriers to
use of safety measures, or had suggestions for other measures that should be included in a teaching
session for women reporting DV. We also do not know if women in our study will be more likely to
seek formal help in the future based on their experience of this intervention. Such questions would be
prudent to explore in future intervention studies to account for the influence of various contextual
factors and, importantly, ensure the intervention meets women’s actual needs.

The safety measures intervention was originally developed for English- and Spanish-speaking
women experiencing ongoing intimate partner violence during pregnancy in the USA [15]. McFarlane
et al. tested their intervention by delivering three teaching sessions during pregnancy and at three
additional postpartum visits [15]. In contrast to McFarlane et al. [15], we included women with a
diversity of types and severity of DV and had only one teaching session during pregnancy. McFarlane
et al. presented a similar proportion of women using safety measures at baseline compared to our
study, 48% vs. 50% respectively [15]. Our pilot study did not allow us to reproduce the significant
increase in the use of safety measures from start to follow-up, which McFarlane showed [15]. However,
in agreement with the pilot study of safety measures from Peru, we found an increase in the use of
safety measures after intervention [18]. While a significant increase in the adoption of safety measures
may be of some value, as the measures aim to protect women from more serious physical harm and
aid her in being able to leave if needed, the best result for women is not requiring safety measures
anymore due to the cessation of DV.

This is the first study reporting the development and use of a flipchart to teach safety measures
to pregnant women reporting DV in a routine antenatal care setting in Nepal. The flipchart was
carefully and locally developed in order to capture the potential safety measures women may be able
to use in this low-income setting. In our study, we used research assistants to assess DV and teach
safety measures. In a routine ANC setting this would or should be done by health care providers.
A qualitative study of public health midwives in Sri Lanka revealed that midwives acknowledged their
unique status as trusted health providers in the communities and apply creative strategies (threaten
abusive husbands, show images of babies born with deformities) to address DV among pregnant
women [38].

5. Limitations of the study

The unforeseen disruption of the earthquakes and consequent late follow-up of women in our
study hampered the results. It contributed to a smaller sample than anticipated at the follow-up time
point, limiting the analyses we could perform and conclusions we can draw from the study. Ideally,
all women who reported DV at baseline should have been included in the follow-up, and we were
only able to contact half of the women. Nevertheless, we found no significant differences between
participants and non-participants at follow-up, indicating no selection bias on these characteristics at
baseline. We cannot fully assess the effect of the earthquakes on our study. Nevertheless, we found no
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significant difference in the use of safety measure nor the proportion of women reporting DV before
and after the earthquakes.

Our study did not include a comparison group. The optimal design for testing an intervention is
a randomized controlled trial, as was done by McFarlane et al. [32]. We considered conducting an
Randomized Controlled Trial (RCT) but received expert advice that such a design was premature in
our setting, where the prevalence of DV during pregnancy was unknown and the intervention had to
be developed.

6. Conclusions

Our study provides a description of the development of a flipchart education intervention
promoting the use of safety measures during routine ANC for pregnant women who have reported
DV in Nepal. There was an increase in the adoption of safety measures after intervention. Our
study is a pilot for others planning larger studies including control groups in low-income settings.
Further qualitative studies assessing the relevance and use or non-use of safety measures following
the intervention would be beneficial. In addition, it would be useful to assess the benefit of teaching
the safety measures repeatedly, in particular to women experiencing severe violence. A process
evaluation would be valuable to understand the contextual factors that affect pregnant women’s use of
safety measures.

Supplementary Materials: The following are available online at http://www.mdpi.com/1660-4601/17/7/2268/s1,
Table S1: Original and modified safety-promoting behavior checklist, Table S2: Characteristics at baseline for
women who participated in follow-up and those lost to follow-up, N = 181, Table S3: Safety measures practiced *
at baseline by women who reported DV, N = 181.

Author Contributions: Conceptualization, P.R. and B.S.; Data curation, P.R., K.D.P. and S.K.J.; Formal analysis,
B.S. and M.L.; Funding acquisition, B.S.; Investigation, P.R., S.K.J. and J.J.I.; Methodology, K.D.P. and B.S.; Project
administration, B.S. and S.K.J.; Resources, K.D.P. and B.B.; Software, K.D.P.; Supervision, B.S., S.K.J., K.S. and
M.L.; Writing—original draft, P.R., K.D.P. and M.L.; Writing—review & editing, B.S., B.B., S.K.J., K.S. and J.J.I.
All authors have read and agreed to the published version of the manuscript.

Funding: This project was funded by the Research Council of Norway under its Global Health and Vaccination
Research (GLOBVAC) program, project number 220893: “Evaluating interventions in antenatal care to identify and
assist victims of gender-based violence in Nepal and Sri Lanka.” The Liaison Committee for Education, Research
and Innovation in Central Norway (Samarbeidsorganet) has also supported the research, grant number 16/29034.
The funding body had no role in the design of the study, the collection of data, analysis and interpretation of the
data, and in the writing of the manuscript.

Acknowledgments: The authors are grateful to the funders of this study and the research participants. We are
grateful to the principal and gynecology and obstetrics department at Kathmandu Medical College and Teaching
Hospital and the C-ACASI team of Prabin Shakya, Shrinkhala Shrestha and Pramita Shrestha for helping us
develop the software for the study questionnaire. We thank the visual artist Rashmi Amatya for the interpretation
of the safety measures and drawings to illustrate them in the flipchart.The ADVANCE study team includes
the following research partners: Berit Schei (Principal Investigator), Johan Håkon Bjørngaard, Elisabeth Darj,
Jennifer J. Infanti, Mirjam Lukasse, Ragnhild Lund (from the Norwegian University of Science and Technology,
Norway); Sunil Kumar Joshi, Poonam Rishal (Kathmandu Medical College and Teaching Hospital (KMC], Nepal);
Rajendra Koju, Kunta Devi Pun (Dhulikhel Hospital and Kathmandu University School of Medical Sciences,
Nepal); Kumudu Wijewardene, Dinusha Chamanie Perera, Mohamed Munas Mohamed Muzrif (University of
Sri Jayewardenepura, Sri Lanka); Katarina Swahnberg (Linnæus University Kalmar, Sweden); and Jacquelyn C.
Campbell (Johns Hopkins University, USA). Website: http://www.ntnu.edu/web/advance/home

Conflicts of Interest: The authors declare that they have no competing interests.

Consent for Publication: Not applicable as individuals are not recognizable in the paper.

Availability of Data and Material: The datasets generated and/or analyzed during the current study are not
publicly available due to the need to restrict access to known persons only but are available from the corresponding
author on reasonable request.

http://www.mdpi.com/1660-4601/17/7/2268/s1
http://www.ntnu.edu/web/advance/home


Int. J. Environ. Res. Public Health 2020, 17, 2268 12 of 13

References

1. Ministry of Law and Justice. Domestic Violence (Offence and Punishement) Act 2066; Ministry of Law and
Justice: Katmandu, Nepal, 2009; pp. 1–9.

2. WHO. Global and Regional Estimates of Violence against Women: Prevalence and Health Effects of Intimate Partner
Violence and Non-Partner Sexual Violence; World Health Organization: Geneva, Switzerland, 2013.

3. Pun, K.D.; Infanti, J.J.; Koju, R.; Schei, B.; Darj, E. Advanced group. Community perceptions on domestic
violence against pregnant women in Nepal: A qualitative study. Glob. Health Action 2016, 9, 31964. [CrossRef]
[PubMed]

4. Emery, C.R.; Thapa, S.; Wu, S. Power and Control in Kathmandu: A comparison of attempted power, actual
power, and achieved power. Violence Women 2017, 23, 482–502. [CrossRef]

5. Hammoury, N.; Khawaja, M.; Mahfoud, Z.; Afifi, R.A.; Madi, H. Domestic violence against women during
pregnancy: The case of Palestinian refugees attending an antenatal clinic in Lebanon. J. Women’s Health 2009,
18, 337–345. [CrossRef] [PubMed]

6. Garcia-Moreno, C.; Jansen, H.A.; Ellsberg, M.; Heise, L.; Watts, C.H. Prevalence of intimate partner violence:
Findings from the WHO multi-country study on women’s health and domestic violence. Lancet 2006, 368,
1260–1269. [CrossRef]

7. Hill, A.; Pallitto, C.; McCleary-Sills, J.; Garcia-Moreno, C. A systematic review and meta-analysis of intimate
partner violence during pregnancy and selected birth outcomes. Int. J. Gynecol. Obstet. 2016, 133, 269–276.
[CrossRef] [PubMed]

8. Pallitto, C.C.; Garcia-Moreno, C.; Jansen, H.A.; Heise, L.; Ellsberg, M.; Watts, C. Intimate partner violence,
abortion, and unintended pregnancy: Results from the WHO Multi-country Study on Women’s Health and
Domestic Violence. Int. J. Gynaecol. Obstet. 2013, 120, 3–9. [CrossRef] [PubMed]

9. Halim, N.; Beard, J.; Mesic, A.; Patel, A.; Henderson, D.; Hibberd, P. Intimate partner violence during
pregnancy and perinatal mental disorders in low and lower middle income countries: A systematic review
of literature; 1990–2017. Clin. Psychol. Rev. 2018, 66, 117–135. [CrossRef]

10. Musa, A.; Chojenta, C.; Geleto, A.; Loxton, D. The associations between intimate partner violence and
maternal health care service utilization: A systematic review and meta-analysis. BMC Women’s Health 2019,
19, 36. [CrossRef]

11. Ministry of Health; Nepal; New ERA; ICF. Nepal Demographic and Health Survey 2016; Ministry of Health:
Kathmandu, Nepal, 2017; p. 152.

12. O’Doherty, L.; Hegarty, K.; Ramsay, J.; Davidson, L.L.; Feder, G.; Taft, A. Screening women for intimate
partner violence in healthcare settings. Cochrane Database Syst. Rev. 2015, 7, CD007007. [CrossRef]

13. Jahanfar, S.; Howard, L.M.; Medley, N. Interventions for preventing or reducing domestic violence against
pregnant women. Cochrane Database Syst. Rev. 2014, 11, CD009414. [CrossRef]

14. Bianchi, A.L.; Cesario, S.K.; McFarlane, J. Interrupting intimate partner violence during pregnancy with an
effective screening and assessment program. J. Obstet. Gynecol. Neonatal Nurs. 2016, 45, 579–591. [CrossRef]
[PubMed]

15. McFarlane, J.; Parker, B.; Soeken, K.; Silva, C.; Reel, S. Safety behaviors of abused women after an intervention
during pregnancy. J. Obstet. Gynecol. Neonatal. Nurs. 1998, 27, 64–69. [CrossRef] [PubMed]

16. Parker, B.; McFarlane, J.; Soeken, K.; Silva, C.; Reel, S. Testing an intervention to prevent further abuse to
pregnant women. Res. Nurs. Health 1999, 22, 59–66. [CrossRef]

17. Wood, S.N.; Glass, N.; Decker, M.R. An integrative review of safety strategies for women experiencing
intimate partner violence in low- and middle-income countries. Trauma Violence Abuse 2019. [CrossRef]
[PubMed]

18. Cripe, S.M.; Sanchez, S.E.; Sanchez, E.; Ayala Quintanilla, B.; Hernández Alarcon, C.; Gelaye, B.; Williams, M.A.
Intimate partner violence during pregnancy: A pilot intervention program in Lima; Peru. J. Interpers. Violence
2010, 25, 2054–2076. [CrossRef]

19. Colombini, M.; Mayhew, S.H.; Hawkins, B.; Bista, M.; Joshi, S.K.; Schei, B.; Watts, C. Agenda setting and
framing of gender-based violence in Nepal: How it became a health issue. Health Policy Plan. 2016, 31,
493–503. [CrossRef]

http://dx.doi.org/10.3402/gha.v9.31964
http://www.ncbi.nlm.nih.gov/pubmed/27882865
http://dx.doi.org/10.1177/1077801216644993
http://dx.doi.org/10.1089/jwh.2007.0740
http://www.ncbi.nlm.nih.gov/pubmed/19281317
http://dx.doi.org/10.1016/S0140-6736(06)69523-8
http://dx.doi.org/10.1016/j.ijgo.2015.10.023
http://www.ncbi.nlm.nih.gov/pubmed/27039053
http://dx.doi.org/10.1016/j.ijgo.2012.07.003
http://www.ncbi.nlm.nih.gov/pubmed/22959631
http://dx.doi.org/10.1016/j.cpr.2017.11.004
http://dx.doi.org/10.1186/s12905-019-0735-0
http://dx.doi.org/10.1002/14651858.CD007007.pub3
http://dx.doi.org/10.1002/14651858.CD009414.pub3
http://dx.doi.org/10.1016/j.jogn.2016.02.012
http://www.ncbi.nlm.nih.gov/pubmed/27234157
http://dx.doi.org/10.1111/j.1552-6909.1998.tb02592.x
http://www.ncbi.nlm.nih.gov/pubmed/9475129
http://dx.doi.org/10.1002/(SICI)1098-240X(199902)22:1&lt;59::AID-NUR7&gt;3.0.CO;2-B
http://dx.doi.org/10.1177/1524838018823270
http://www.ncbi.nlm.nih.gov/pubmed/30669943
http://dx.doi.org/10.1177/0886260509354517
http://dx.doi.org/10.1093/heapol/czv091


Int. J. Environ. Res. Public Health 2020, 17, 2268 13 of 13

20. Cripe, S.M.; Espinoza, D.; Rondon, M.B.; Jimenez, M.L.; Sanchez, E.; Ojeda, N.; Sanchez, S.; Williams, M.A.
Preferences for intervention among Peruvian women in intimate partner violence relationships. Hisp. Health
Care Int. 2015, 13, 27–37. [CrossRef]

21. Wijma, B.; Thapar-Bjorkert, S.; Hammarstrom, N.C.; Swahnberg, K. Cycles of abuse nurtured by concealment:
A clinical report. J. Psychosom. Obstet. Gynaecol. 2007, 28, 155–160. [CrossRef]

22. Rishal, P.; Joshi, S.K.; Lukasse, M.; Schei, B.; Swahnberg, K.; Grp, A.S. ‘They just walk away’-women’s
perception of being silenced by antenatal health workers: A qualitative study on women survivors of
domestic violence in Nepal. Glob. Health Action 2016, 9, 1–10. [CrossRef]

23. Kumar, S.K. Violence against Women (VAW) in Nepal: Role of Health Care Workers. Kathmandu Univ. Med.
J. 2009, 7, 89–91.

24. Uprety, M.; Adhikary, S. Perceptions and Practices of Society Towards Single Women in the Context of Nepal.
Occ. Papers Sociol. Anthropol. 2015, 11, 244–254. [CrossRef]

25. Rishal, P.; Pun, K.D.; Darj, E.; Joshi, S.K.; Bjørngaard, J.H.; Swahnberg, K.; Schei, B.; Lukasse, M.; ADVANCE
Study Group. Prevalence and associated factors of domestic violence among pregnant women attending
routine antenatal care in Nepal. Scand. J. Public Health 2018, 46, 785–793. [CrossRef] [PubMed]

26. McFarlane, J.; Parker, B.; Soeken, K. Abuse during pregnancy: Associations with maternal health and infant
birth weight. Nurs. Res. 1996, 45, 37–42. [CrossRef] [PubMed]

27. Rabin, R.F.; Jennings, J.M.; Campbell, J.C.; Bair-Merritt, M.H. Intimate Partner Violence Screening Tools. Am.
J. Prev. Med. 2009, 36, 439–445.e4. [CrossRef]

28. Thapa, S.B.; Hauff, E. Psychological distress among displaced persons during an armed conflict in Nepal.
Soc. Psychiatry Psychiatr. Epidemiol. 2005, 40, 672–679. [CrossRef]

29. Strand, B.H.; Dalgard, O.S.; Tambs, K.; Rognerud, M. Measuring the mental health status of the Norwegian
population: A comparison of the instruments SCL-25, SCL-10, SCL-5 and MHI-5 (SF-36). Nord. J. Psychiatry
2003, 57, 113–118. [CrossRef]

30. Huecker, M.R.; Smock, W. Domestic Violence (Uptdated 2019 May 2). In StatPearls (Internet); StatPearls
Publishing: Treasure Island, FL, USA, 2019. Available online: https://www.ncbi.nlm.nih.gov/books/
NBK499891/ (accessed on 30 January 2020).

31. Campbell, J.C.; Webster, D.W.; Glass, N. The danger assessment: Validation of a lethality risk assessment
instrument for intimate partner femicide. J. Interpers. Violence 2009, 24, 653–674. [CrossRef]

32. McFarlane, J.; Malecha, A.; Gist, J.; Watson, K.; Batten, E.; Hall, I.; Smith, S. An intervention to increase safety
behaviors of abused women: Results of a randomized clinical trial. Nurs. Res. 2002, 51, 347–354. [CrossRef]

33. Reisenhofer, S.; Taft, A. Women’s journey to safety-the Transtheoretical model in clinical practice when
working with women experiencing Intimate Partner Violence: A scientific review and clinical guidance.
Patient Educ. Couns. 2013, 93, 536–548. [CrossRef]

34. Curnow, S.A. The Open Window Phase: Helpseeking and reality behaviors by battered women. Appl. Nurs.
Res. 1997, 10, 128–135. [CrossRef]

35. Walker, L.E. The Battered Woman; Harper & Row: New York, NY, USA, 1980.
36. Van Parys, A.-S.; Verhamme, A.; Temmerman, M.; Verstraelen, H. Intimate Partner Violence and Pregnancy:

A Systematic Review of Interventions. PLoS ONE 2014, 9, e85084. [CrossRef] [PubMed]
37. Kennedy, A.C.; Adams, A.; Bybee, D.; Campbell, R.; Kubiak, S.P.; Sullivan, C. A model of sexually and

physically victimized women’s process of attaining effective formal help over time: Role of social location,
context, and intervention. Am. J. Community Psychol. 2012, 50, 217–228. [CrossRef] [PubMed]

38. Infanti, J.J.; Lund, R.; Muzrif, M.M.; Schei, B.; Wijewardena, K. Addressing domestic violence through
antenatal care in Sri Lanka’s plantation estates: Contributions of public health midwives. Soc. Sci. Med.
2015, 145, 35–43. [CrossRef] [PubMed]

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1891/1540-4153.13.1.27
http://dx.doi.org/10.1080/01674820601096062
http://dx.doi.org/10.3402/gha.v9.31838
http://dx.doi.org/10.3126/opsa.v11i0.3039
http://dx.doi.org/10.1177/1403494817723195
http://www.ncbi.nlm.nih.gov/pubmed/29578383
http://dx.doi.org/10.1097/00006199-199601000-00007
http://www.ncbi.nlm.nih.gov/pubmed/8570420
http://dx.doi.org/10.1016/j.amepre.2009.01.024
http://dx.doi.org/10.1007/s00127-005-0943-9
http://dx.doi.org/10.1080/08039480310000932
https://www.ncbi.nlm.nih.gov/books/NBK499891/
https://www.ncbi.nlm.nih.gov/books/NBK499891/
http://dx.doi.org/10.1177/0886260508317180
http://dx.doi.org/10.1097/00006199-200211000-00002
http://dx.doi.org/10.1016/j.pec.2013.08.004
http://dx.doi.org/10.1016/S0897-1897(97)80215-7
http://dx.doi.org/10.1371/journal.pone.0085084
http://www.ncbi.nlm.nih.gov/pubmed/24482679
http://dx.doi.org/10.1007/s10464-012-9494-x
http://www.ncbi.nlm.nih.gov/pubmed/22290627
http://dx.doi.org/10.1016/j.socscimed.2015.09.037
http://www.ncbi.nlm.nih.gov/pubmed/26448163
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Material and Methods 
	Ethics Approval and Consent to Participate 
	Baseline Data Collection 
	The safety Measures Checklist 
	Follow-up Data Collection 
	The Educational Intervention 
	Variables 
	Safety Measures Variables 
	Domestic Violence Variables 
	Other Variables 

	Statistical Analysis 

	Results 
	Findings for the Women Reporting DV at Baseline Only 
	Findings for the Women Reporting Violence at Baseline and Follow-Up 

	Discussion 
	Limitations of the study 
	Conclusions 
	References

