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Abstract
The aim of this thesis was to examine – from different perspectives – intimate partner violence 
(IPV) against women, focusing on the period of pregnancy, with the object of increasing the 
available knowledge about this complex subject area, in a Swedish context.

The specific aims were: i) to assess the experience, knowledge, attitudes and routines of 
midwives working in antenatal care regarding IPV against pregnant women; ii) to explore 
discourses with special reference to IPV, gender and the period of pregnancy of professionals 
running various intervention programs for men inclined to violence; and iii) to illuminate 
experiences in women subjected to IPV by analyzing their stories about becoming and being 
pregnant as well as meeting antenatal care providers. 

Three studies were carried out using a combination of quantitative and qualitative met-
hods. Questionnaires sent to all midwives working at antenatal care clinics in the county 
of Västerbotten were processed by statistical methods and content analysis. The qualitative 
research interviews followed the ‘grounded theory’, ‘discourse analysis’ or ‘narrative analysis’ 
approach.

The results indicate the complexity of the problem of IPV from the viewpoints of both 
professional actors and the women. The midwives, although knowledgeable about IPV and 
certainly experts on pregnancy, felt uncertain regarding IPV and rarely asked direct questions 
of pregnant women, because the midwives perceived the subject to be difficult and taboo and 
they lacked guidelines to help them tackle the issue. The professionals in men’s programs 
intended men to take full responsibility for their own violent behavior. They viewed violent 
men as rather ordinary but yet deviant in certain respects such as in interplay, communication, 
relationships and in their views of women. The professionals described gender stereotypes and 
attributed and generalized certain masculine characteristics to aggressiveness. They also believed 
that pregnancy could be a potential trigger for conflicts and violence. Nevertheless, pregnancy 
and sensitive relational topics did not constitute significant parts of the intervention programs. 
Despite good intentions to change concepts of masculinity, the professionals’ discourses ap-
peared to be rather lacking in reflection and even counter-productive. The women who had 
been subjected to violence described their complex lives as being terrible nightmares where 
their lovers turned into perpetrators. Two women left their relationships during pregnancy 
because of life-threatening violence whereas the others mostly kept up a front, hiding the IPV 
from the antenatal care staff and others while they trod a fine line between hope and despair 
or waited for the right moment to leave.

In addition to women’s stories about IPV during pregnancy, two professional groups 
presented shared dilemmas regarding taboos and sensitive matters outside ordinary practice. 
Midwives were proficient but had no action plan to recognize and meet the complexity of the 
abused pregnant women’s situation involving concealment, balancing and decision-making. 
Professionals in programs for men were explicitly confronting men’s violence and wanted also 
to challenge masculinity in their clients. However, their discourse lacked depth by, for instance, 
their overlooking of sensitive relational topics in dialogues with men. 

Keywords: spouse abuse, pregnancy, prenatal care, midwifery, process assessment, professional 
practice, professional discourse, causality, gender identity, personal narratives.
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Sammanfattning på svenska 
Målet med denna avhandling var att undersöka partnerrelaterat våld mot kvinnor i Sverige 
från olika perspektiv och med ett särskilt fokus på graviditetsperioden. 

Syftet var: 1) att ta reda på barnmorskors erfarenheter, attityder och rutiner angående part-
nerrelaterat våld mot gravida kvinnor inom mödravården; 2) att utforska hur personer som 
arbetar inom olika program för våldsbenägna män (inom och utom kriminalvården) talar om 
manligt och kvinnligt och om partnerrelaterat våld, speciellt i förhållande till graviditet; och 
3) att belysa kvinnors erfarenheter av att bli och vara gravid samtidigt som de var utsatta för 
våld i relationen, samt deras möten med barnmorskorna på mödravårdscentralen.

Data för tre studier samlades in under åren 1998-2003 med kvantitativa och kvalitativa 
metoder. En enkät skickades till alla yrkesverksamma mödravårdsbarnmorskor i Västerbotten 
och analyserades statistiskt och med innehållsanalys. Forskningsintervjuerna utfördes och 
analyserades enligt ’grundad teori’ (för att skapa teoretiska förklaringsmodeller), ’diskursanalys’ 
(för att visa hur ett gemensamt språkbruk konstruerar ’sanning’) och ’narrativ metod’ (för att 
tolka och återberätta innebörden i personliga berättelser).

Resultaten från de studier som lade grunden till denna avhandling visar på problemets 
komplexitet, både från de professionellas och från kvinnornas perspektiv. Barnmorskorna 
(artikel I) var yrkeskunniga men också kunniga om partnerrelaterat våld mot kvinnor, men 
utan PM eller andra riktlinjer, så blev de osäkra och ställde sällan direkta frågor eftersom äm-
net ansågs vara känsligt och tabubelagt. De professionella (artikel II-III) som arbetade med 
våldsbenägna män i olika program (inom eller utanför kriminalvården) krävde att män skulle 
ta ansvar för sitt våld. De ansåg att våldsamma män var tämligen vanliga män men avvikande 
i särskilda avseenden såsom i samspel, kommunikation, nära relationer och i deras kvinnosyn. 
De professionella beskrev stereotyper om könsskillnader och hur aggressivitet kan starta på 
olika sätt hos olika typer av män och ansåg också att graviditet kan utlösa konflikter och våld. 
Likväl så ingick i programmen vanligtvis inte känsliga frågor, om t.ex. graviditet och samlevnad, 
och trots en god vilja och avsikt att skapa en ’ny maskulinitet’, så tycktes deras strategier och 
tankegångar rent av kunna motverka deras egna goda syften. Kvinnorna (artikel IV) som hade 
varit utsatta för våld beskrev hur deras liv hade varit komplicerade och blivit till en mardröm 
då deras hjärtevän hade förvandlats till en förövare. Två kvinnor bröt upp från sina relationer 
under graviditeten på grund av livshotande våld medan de andra för det mesta höll uppe en 
fasad och dolde det pågående våldet inför barnmorskan och andra alltmedan de gick balansgång 
mellan hopp och förtvivlan eller väntade på rätt tidpunkt att ge sig av.

Förutom kvinnornas berättelser om partnerrelaterat våld under graviditet (artikel 4) så 
presenterades två professionella grupper och deras gemensamma svårigheter gällande tabun 
och känsliga frågor utanför det man vanligtvis sysslade med i sin profession (artikel 1-3). 
Barnmorskorna var yrkeskunniga men hade ingen handlingsplan för att kunna bemöta och 
identifiera komplexiteten i våldsutsatta gravida kvinnors situation som ofta består i att dölja 
och balansera. De professionella i program för män konfronterade tydligt mäns våld och hade 
ambitionen att utmana deras maskulinitet, men då de i samtalen exempelvis förbisåg att ta 
upp vissa känsliga frågor kan utfallet ifrågasättas. 
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Introduction

Introduction

The outset – a bucket of ice-cold water 

People quite often ask me why I am doing research about violence and pregnancy 
since it appears to be a very depressing choice. A lot of what we come across in life 
happens gradually with one step leading to the next or else just through coincidences 
for which we can often give no reasons. At other times, and perhaps more seldom, 
something suddenly happens that immediately changes our direction. I can in fact 
remember the exact moment when I all of a sudden decided to embark on this subject 
area. But before going into detail, I will ‘set myself in context’ by sharing a summary 
of my professional background.

Apart from working as a registered nurse in intensive care, neurosurgery and child 
health-care, my main professional career has been as a midwife within delivery and mater-
nity care. When I met pregnant women, an abundance of questions often arose, especially 
regarding labour and delivery. In my daily work I often called routines into question and 
speculated about the reasons for obstetrical complications as well as repeatedly reflected 
on why the experience of giving birth could differ so much from one woman to another. 
While some experienced the events as natural and reasonably trouble free with the dura-
tion and the pain endurable and transitory, for others it was all contrived, cheerless, long 
drawn-out and unbearable. I was often touched and affected by women with negative 
experiences of birth and was puzzled about the causal connections. Those thoughts gave 
rise to ideas for a pilot interview study and on starting the Public Health masters program 
in 1997-1998 my plan was to continue in that direction towards a Masters thesis. 

During a seminar called ‘Gender Perspective in Public Health’, one Wednesday in 
the middle of October 1997, the lecturer talked about inequity in healthcare. Men-
tion was made more or less in passing, of a study regarding violence against pregnant 
women. Interviews had been carried out at antenatal clinics in Gothenburg, Sweden, 
and the preliminary results from an unpublished study showed a prevalence of around 
10 % (Hedin et al., 1999). It was as if, in that moment, someone had poured a bucket 
of ice-cold water over me and I can still feel the shivers of cold when I bring back the 
memory. It was easy to imagine intimate partner violence as an ever-present stress-
factor that could never be separated from women’s personal experience and feelings 
about becoming and being pregnant, as well as giving birth. After this awakening I 
put many prior research thoughts aside and just had to find out more about a reality 
that was more or less unknown to me despite many years as a clinical midwife. 

The research area 

The research area will be presented to provide a broad picture of the current level of 
knowledge from research relevant to the focus of this thesis, namely intimate partner 
violence (IPV) against women during the period of pregnancy. However, passages 
about violence and IPV in general are included to the extent that they contribute to 
the specific understanding of IPV and pregnancy. 
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Violence as an international public health issue

International perspectives

 According to the WHO report ‘World report on violence and health’, violence is globally 
the leading cause of death among people aged 15-44 years and hence an international 
public health issue. Violence can be self-directed, within groups or interpersonal be-
tween individuals in families or in the community (Krug et al., 2002; WHO, 2005). 
WHO (1996) has defined violence as:

“The intentional use of physical force or power, threatened or actual, against one-
self, another person, or against a group or community, that either results in or has 
a high likelihood of resulting in injury, death, psychological harm, maldevelopment 
or deprivation.” 

The violence that women are subjected to most commonly is interpersonal vio-
lence committed by an intimate partner (Krantz & Garcia-Moreno, 2005; Tjaden 
& Thoennes, 2000; Krug et al., 2002) and it is the major explanation of women’s 
poor health (WHO, 2005). International research shows that from 10% up to 69% 
of women, at some time in their lives, have experienced physical violence from a 
male partner. IPV comprises all kinds of behaviour that results in sexual, physical or 
psychological harm to the partners (Krug et al., 2002). Both female and male partners 
commit IPV and it takes place in heterosexual as well as in homosexual relationships 
(Burke & Follingstad, 1999; Tjaden & Thoennes, 2000; Krug et al., 2002; Balsam 
et al., 2005). 

There seems to be a process of change resulting in fewer differences between men’s 
and women’s behavior regarding physical violence (Steen & Hunskaar, 2004) and 
a number of studies point out that women can be as violent as men (Straus, 1999). 
Similar assault rates for men and women have been found in family conflict studies 
where both men and women have been questioned. This is in sharp contrast to crime 
studies (reported violence) where the rate of assaults by men is very much higher 
(Strauss, 2005). However, the bulk of studies indicate that men are the main culprits 
behind IPV (Tjaden & Thoennes, 2000; Krug et al., 2002; Espinosa & Osborne, 
2002; Wathen & MacMillan, 2003; Shadigan & Bauer, 2004). IPV is seldom de-
scribed as being initiated by the woman (WHO, 2005). Rather, women seem to use 
violence out of frustration or for self-protection while men use it to exercise domi-
nance (Straus, 1999; Espinosa & Osborne, 2002; Lawson, 2003). Moreover, men’s 
violence against women apparently has far more serious consequences than women’s 
violence against men (Cascardi et al., 1992; Zlotnick, 1998; Straus, 1999; Lawson, 
2003; Hamberger, 2005).
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Swedish perspective

In Sweden, with a population of about nine million, the reported incidence of violence 
against women during the year 2005 was 24 097 or 267 per 100 000 inhabitants 
(BRÅ, www.bra.se). Three quarters of the perpetrators were regarded as close acqu-
aintances and most of the violence took place indoors (BRÅ, 2004). The Swedish 
statistics regarding violence against women are approximately the same as for other 
western countries (Eriksson & Pringle, 2005). It is important, however, to consider the 
difficulties and uncertainties when comparing official crime statistics from different 
countries. Statistics are not produced in the same way and diverse cultural values and 
statutes affect the numbers. It can even be a problem to interpret numbers within a 
single country such as Sweden. The reported violence against women, for instance, 
has doubled since 1982 according to Swedish official statistics (BRÅ, 2004). BRÅ 
states, however, that while the numbers are correct the actual increase in violence is 
difficult to assess because during this 20-year period there has been a change in societal 
values in Sweden (BRÅ, 2002). It has been estimated that only one in four or five 
women subjected to violence in Sweden report the violence, but new legislation that 
offers better support to abused women may have increased the tendency to report it 
(BRÅ, 2001). Moreover, both increased media attention and activities originating in 
women’s liberation movements and shelters, have acted on a changed view in society 
regarding violence against women in general (idem). Furthermore, a variety of educa-
tional programs about the issue has been offered to various occupational groups that 
come in contact with the problem such as the police, judiciary, healthcare and social 
service workers (idem). See also under ‘Violence with fatal outcomes’, p. 18.

Two extensive national surveys regarding violence against women have lately 
(1999-2000) been carried out in Sweden. One of them, called ‘ULF’, was carried 
out by the Institute of Swedish Statistics (SCB) and included structured interviews 
showing that 3,9 % of women aged 16-64 years, during the last year had been subjec-
ted to violence, 1,5% from a close acquaintance and 0,7% in their own home (BRÅ, 
2002). The other survey, ‘The captured queen’, comprised mailed questionnaires to 
10 000 women revealing that 3 % of women aged 18-64 years had been subjected to 
physical violence by an intimate partner in the last year (Lundgren et al., 2001). The 
two studies are, however, difficult to compare because they differ in both design and 
definitions (BRÅ, 2002), see such discussions below.

Definitions of violence 

For it to be possible to quantify violence and to make comparisons, precise definitions 
of violence are crucial (Gazmararian et al., 1996; Saltzman, 2004; Tjaden, 2004). 
Regarding the term IPV, there is a strict definition according to the US ‘National 
Centre for Injury Prevention and Control’ (CDC); an ‘intimate partner’ might be a 
current or former sex or dating partner whether or not the couple have lived together, 
and ‘violence’ includes physical violence, sexual violence, threats of physical or sexual 
violence and psychological/emotional violence but only when it occurs in the context 
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of the already listed acts of violence (in addition, each of the various forms are defined 
according to CDC). When other forms of violence are included (such as stalking or 
purely emotional violence) or variations of the given definitions, the recommendation 
is to be as precise as possible about any modifications (Saltzman, 2004). Moreover, even 
exact definitions may provide false security, since the same term may have different 
social and cultural meanings for different people and this is perhaps particularly true 
when it comes to definitions of sexual and psychological/emotional violence (WHO, 
2005). Violence exists as a true reality, but is also a discursive construct with a com-
plex signification and explanation that is related to personal and interpersonal daily 
social life and as such changes over time and varies among individuals and groups of 
societies and cultures (Hearn, 1998), see also ‘Analytical frames’ p. 23.

In truth, IPV was not the term of choice from the very beginning of the three studies 
included in this thesis. Rather, IPV was found to best match the content of what the 
informants talked about. When the questionnaires were sent out for the first study, for 
instance, the form included a written definition of the term ‘abuse’ towards pregnant 
women which included physical and sexual violence. The definitions referred to the AAS 
(Abuse Assessment Screen) that was developed by the “Nursing Research Consortium 
on Violence and Abuse”; physical abuse was defined as being hit, slapped, kicked or 
otherwise physically hurt by someone and sexual abuse as anyone forcing the woman 
to participate in sexual activities (Parker et al.,1993). For the second and third study, 
the concept of violence was not defined a priori, but was developed and discussed 
with the respondents. Taking into account the respondents’ discourses of violence, the 
term IPV was considered to be the best match, even more precisely as the focus was on 
male intimate partner violence against women. In Paper IV, it is stated that 2 of the 14 
pregnancies involved solely psychological violence and thus not IPV as defined by CDC 
(Saltzman, 2004). This is not to say that mental violence (or stalking) is essentially less 
important, on the contrary, research shows that such violence has severe consequences 
for psychological and physical health (Coker et al., 2002; Davis et al., 2002). However, 
it is both complex and more problematic to define and measure (WHO, 2005).

Apart from the term IPV, which is used in this thesis, there are a variety of terms 
for ‘violence against women’ with similar meanings such as ‘gender-based violence’, 
‘sexualized violence’, ‘wife battering’ and ‘domestic violence’. The big advantages with 
the first two terms is that they highlight gender as related to violence but may at the 
same time fail to encompass the complexity of violence as in the interaction between 
individual, contextual and socio-cultural factors (Heise, 1998). Moreover, these terms 
for most people could be related to heterosexuality and the term ‘sexualized violence’ 
could possibly be understood as dealing just with sexual violence. The term ‘wife 
battering’ appears to deal only with married couples, excludes female violence and is 
unlikely to be associated with same-sex relationships. The term ‘domestic violence’ 
has been widely used in research and typically stands for ‘men’s violence against wo-
men’, yet it could equally imply violence occurring between any partners within the 
domestic sphere and thus even include children. 
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Prevalence of intimate partner violence during pregnancy

International studies regarding the prevalence of violence against women during 
pregnancy present figures ranging from 1-20% (Saltzman et al., 2003; Jasinski, 2004; 
Shadigian & Bauer, 2004) and in some developing countries even up towards 28 % 
(Valladares et al., 2005; WHO, 2005). The main explanation for the wide variation 
seems to lie in the differing cultural contexts (WHO, 2005). Another explanation 
is the variety in study designs used (Gazmarian et al., 1996; Espinosa & Osborne, 
2002; Campbell et al., 2004; Jasinski, 2004), including how ethical and safety factors 
have been dealt with for all parties concerned (Ellsberg et al., 2001). Methodologi-
cal variations that affect the number of unrecorded cases are easy to find simply by 
comparing a small number of studies (Edin, 1999; Ellsberg et al., 2001). These can 
be summarized in a number of questions: asked when – at the beginning, in the end 
or after the pregnancy, just once or repeatedly on different occasions; asked by whom 
– healthcare personnel or someone else, someone that the woman could trust, a female 
or a male asking the questions, had the person adequate training and support, if asked 
more than once was it by the same or a different person; asked how –in connection 
with other routine questions or in a separate interview, were standardized instruments 
or pre-printed forms used; asked about what – mild or severe physical violence, sexual 
and psychological violence, definitions used, if any; sample questioned – representative 
of the study population (age, class, ethnicity, low or high risk pregnancies etc.); asked 
where – setting, culture, country. 

In Sweden, two prevalence studies on IPV against women during pregnancy 
have been published to date. The first was carried out in 1996-1997 with the use 
of standardized questionnaires in personal interviews with 207 pregnant women at 
antenatal care clinics (Hedin et al., 1999). The findings were that during their current 
pregnancy 2.9 % had been seriously threatened, 4.3 % had been exposed to serious 
violence and 3.3 % to sexual violence. In the second study, 1038 pregnant women 
were asked standardized questions during two antenatal care appointments. This 
showed a prevalence of 1.3 % subjected to physical abuse and 2.8 % when the year 
preceding the pregnancy was included (Stenson et al., 2001). 

The two studies summarized above are enough to provide examples of methodo-
logical diversity. In the first, smaller study, the sample included only Swedish-born 
pregnant women (with a Swedish-born partner) selected from among women unac-
companied by their partners and sitting in the waiting area. A single researcher met 
all the women once, conducted the interviews in a private room and used the SVAW 
(‘Severity of Violence Against Women’) scale (Marshall, 1992) which results in al-
locating types of violence into 46 categories including sexual and physical violence. 
These categories are not, however, directly comparable with other common definitions, 
as they give figures that appear to overlap and are thus hard to interpret (Hedin et 
al., 1999). The other study was carried out by regular midwives and the questions 
were posed in privacy, but either squeezed in as a part of other routines, or on oc-
casions when the midwives could find excuses to talk to the women away from their 
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partners. The assessment took place during two of the women’s ordinary antenatal 
care visits, using four standardized questions according to a modified version of AAS 
(Parker et al., 1993). For immigrant women, the forms were translated into the five 
most commonly used foreign languages and female interpretors were also used. The 
study presented figures for physical violence during pregnancy, but only the lifetime 
prevalence regarding sexual violence (Stenson et al., 2001). 

Causes and associated factors 

The exact correlation between pregnancy and IPV is not at all clear but studies indicate 
that violence is linked to changes, stress and conflicts within the relationship (Dye et 
al., 1995; Jasinski, 2004). However, power and several interrelated and intersectional 
factors need to be included to fully cover the causal complexity of IPV (Heise, 1998; 
Yllö, 2005). Moreover, in many comparisons between abuse and non-abuse, it is ge-
nerally difficult to determine whether associated factors are the causes or the effects of 
the violence, or even both. Nevertheless, several studies present many, and often rather 
congruent, demographic and lifestyle factors associated with IPV against pregnant 
women (Espinosa & Osborne, 2002; Shadigian & Bauer, 2004). However, it is not 
possible to simply say that certain groups or sections of society are exempt from the 
risks to either becoming perpetrators or of being subjected to violence (Espinosa & 
Osborne, 2002; Shadigian & Bauer, 2004). 

Does pregnancy increases the risk of violence? 

Regardless of exactitude in prevalence, IPV against pregnant women is undoubtedly a 
public health problem (Gazmarian et al., 1996; FHI, 2005), but it is still not yet known 
whether or not pregnancy increases the risk of violence. Clinically based studies generally 
indicate that pregnancy is a risk factor, whereas national investigations do not (Jasinski, 
2004). Moreover, there is no consensus about whether pregnancy restrains or escalates 
ongoing violence (idem) even if there are studies which indicate that pregnancy is a 
trigger, especially in relationships with ongoing serious violence (Helton & Snoddgrass, 
1987; Helton et al. 1987; Campell et al., 1992; Parker et al., 1993, 1994; Curry et al., 
1998). It has in fact also been shown that expecting a first child as well as having an 
unplanned or unwanted pregnancy is a significant risk factor for IPV (Jasinski, 2001). 

It is clear, however, that pregnancy does not imply protection from violence 
(Jasinski, 2004; Shadigian & Bauer, 2004). Violence during pregnancy is in most 
cases a continuation of preceding violence but pregnancy can even initiate violence 
(Saltzman et al., 2003; WHO, 2005). In violent relationships, the violence is usually 
a recurrent event (McFarlane et al., 1996) and it seems rare to experience violence 
only during pregnancy and neither before nor after (Jasinski, 2004). Indeed, violence 
during pregnancy strongly predicts the risk of subsequent violence (Shadigian & Bauer, 
2004). Furthermore, a number of studies identify the months immediately following 
delivery as a more risky time, compared to both before and during pregnancy (Gielen 
et al. 1994; Hedin, 2000; Bowen et al., 2005). 
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A combination of risk factors

For obvious reasons, the combination of many associated risk factors adds to the level 
of stress that is connected with pregnancy and parenthood and might thus increase 
the risks of violence. These factors include low socio-economic status, poor social net-
work and a general situation of pressure and disagreement within the family (Jasinski, 
2004). Studies also indicate a significant association between IPV and one or both of 
the partners’ using drugs, alcohol or tobacco (Espinosa & Osborne, 2002; Yang et al. 
2006). If the antenatal care personnel try to influence unhealthy maternity behavior, 
such as smoking for the sake of the unborn child, the impact may be marginal if the 
violence continues (Campbell, 2002; Espinosa & Osborne, 2002). Moreover, the 
relation between substance abuse and violence has been shown to be stronger during 
pregnancy than of other times and could result in problems and unhealthy behavior 
that is particularly negative during maternity (Martin et al., 2003).

Ethnicity and culture 

Results from studies that do not incorporate ethnicity and cross-cultural issues might be 
very difficult to use (Sahin& Sahin, 2003; Jones, 2005). Research results are inconsistent 
regarding differences between ethnic groups and it is currently impossible to determine 
whether or not ethnicity is an independent risk factor (Espinosa & Osborne, 2002). The 
majority of studies regarding ethnicity have to date been carried out in North America 
and have included mostly white, Afro-Americans and Hispanics. Even if more and more 
studies are coming from other parts of the world, there is still a great need for further 
multi-country studies including a wide spectrum of varying ethnicities and cultures 
(Sahin& Sahin, 2003; Jones et al., 2005; Pallitto et al., 2005; WHO, 2005). 

Social status and attitudes 

Women identified as being at greater risk of suffering IPV during pregnancy compared 
to other women include: those with lower levels of social support (Curry et al., 1998; 
Jewkes, 2002; Jasinski, 2004; Heaman, 2005; Khosla, 2005); younger and unmarried 
women (Jasinski, 2004; Heaman, 2005); women with a low socio-economic status such 
as limited schooling and income (Torres et al., 2000; Castro et al., 2003; Bohn et al., 
2004; Jasinski, 2004); women who are house-wives (Castro et al., 2003); and women 
who are expected to be traditional wives and mothers (Torres et al., 2000). There is 
also evidence, albeit contestable, that culturally more tolerant attitudes (both on an 
individual and a societal level) towards violence against women are determining factors 
for higher risks of abuse (Torres et al. 2000; Jewkes, 2002; Campbell et al., 2004). 
Research from developing countries, connected with finding ways to influence women’s 
status and the social rank in order to counteract violence, shows that education is one 
of the factors that seems to empower women (Jewkes, 2002; Koenig et al., 2003). It 
has been pointed out that supportive social networks, both on an individual and on a 
societal level – including judicial institutions, are of great importance in counteracting 
IPV and allowing women to overcome violence (Ellsberg, 2000).
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Unintended pregnancies 

Short intervals between pregnancies have been reported to be related to partner 
violence (Parker et al., 1994; Jacoby et al., 1999) as well as mistimed, unplanned 
and unwanted pregnancies (Gazmararian et al., 1995; Kaye et al., 2006). Although 
the links and reasons behind them are manifold and the knowledge limited, IPV 
unmistakably affects a woman’s right to make decisions regarding reproduction and 
birth control resulting in unintended pregnancies (Heise, 1998; McCarraher et al., 
2005; Pallitto et al., 2005). A pregnancy might be seen as menacing by the man if it 
was not his decision and if he views the pregnancy as mistimed or unwanted it could 
certainly fuel violence (Jasinski, 2004). Pregnancy can also cause jealousy of the foetus 
that gets in the way of the couple’s togetherness and obstructs her caring for him and 
hence triggers violence (Campbell et al., 1993). Better means of measuring gender 
aspects and different inter-relational factors are needed to increase understanding of 
the complexity of women’s control of fertility and decision-making (Heise, 1998; 
Pallitto et al., 2005; Pallitto & O’Campo, 2005). Studies identify partner violence as 
one of the underlying factors when women decide to terminate a pregnancy (Glander 
et al., 1998; Kaye et al., 2006). In fact, a Swedish study showed that as many as 12% 
of women undergoing legal abortion became pregnant while they were subjected to 
pressure or threat from their partner (Kero et al., 2001). Unintended pregnancies 
are not correlated only to IPV but also to maternal morbidity and mortality due to 
illegal abortions and even with unintended, but not terminated pregnancies, there is 
a harmful influence on the health of the mother and the child (Pallitto & O’Campo, 
2005). Generally speaking, it appears that the statistics for IPV and unintended 
pregnancies contain many of the same complex and interrelated risk factors when it 
comes to both abortions and continuing pregnancies. 

Gender orders 

It is impossible to not include gender aspects when writing about IPV, since the link 
between power, gender inequality and IPV is repeatedly described in research litera-
ture (Babcock, 1993; Heise, 1998, Jejeebhoy, 1998; Heise et al., 2002; Jewkes, 
2002; Firestone et al., 2003; Yang et al., 2006), indicating that violence is a way of 
maintaining authority (Jewkes, 2002; Yang et al., 2006). Yet many other important 
intersectional power structures as well as interrelated individual, situational and socio-
cultural factors need to be included to cover the causal complexity of IPV (Heise, 
1998; Yllö, 2005; Eriksson & Pringle, 2005).

Even if much of the research shows that patriarchal gender orders correspond to 
higher risks of abuse (Babcock, 1993; Heise, 1998; Heise et al., 2002; Jewkes, 2002; 
Firestone et al., 2003; Yang et al., 2006), nevertheless, the correspondence does not 
seem to be linear. Some research even points out that very traditional gender believes 
protect women from violence (Campbell, 1992; Schuler et al., 1996; Firestone et al., 
2003). The main explanation for this seems to be that there are fewer power struggles 
compared to societies and relationships where gender positions are questioned and 
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undergoing change (Firestone et al., 2003; Hautzinger, 2003). In addition, it is pos-
sible that in societies with strong traditional gender belief, disclosure of violence is 
suppressed (Firestone et. al, 2003).

Ongoing gender conflicts might be one of the reasons why Sweden has not yet 
managed to reduce men’s violence against women, despite clear norms regarding 
gender equality, especially in comparison with other countries (although the fatal 
violence has decreased, see p. 18). Equity in Sweden might be something that exists 
only on paper and does not fully affect families, or perhaps the problem is still too 
multifaceted and needs to be approached in more profound ways (Eriksson & Pringle, 
2005). Despite the complexity, with several causes at several levels and IPV being 
part of a dynamic interplay and power game, most studies question one partner at a 
time and very little reserach has been carried out regarding direct interrelation and 
communication between the partners (Lawson, 2003). 

The violent man 

The hierarchy and plurality of masculinities together with other social dynamics imply 
tension and an order of rank between men in relation to women (Connell, 2005). Cer-
tain masculinities are more powerful and central than others and serve as hegemonic 
models for men, although mostly as concepts and neither entirely legitimate nor fully 
accomplished in reality (idem). In particular situations, however, men might use vari-
ous strategies to defend male dominance such as pressure, threat and ultimately even 
violence (Connell, 1995; Hearn, 1998). When a man is violent towards an intimate 
partner, he may confirm his power as he is ‘being a man’ (Hearn, 1998). 

Studies explaining men’s violence have referred to a diversity of biological, social, 
individual, psychological and psychopathological factors and have been criticized 
for presenting individual explanations that men could use as excuses when they need 
instead to accept full responsibility for their own violent behavior. However, others 
have emphasized that knowledge about causality is valuable, if it is used as a tool to 
better prevent and reveal male violence and to improve the effectiveness of treatment 
programs for men inclined to violence (Lawson, 2003; Holtzworth-Munroe & Mee-
han, 2004). 

A frequent and recurrent finding which is explained by ‘social learning theory’ is 
that men who grew up with violence in the family of orgin are more likely to become 
abusive (Walker & Browne,1985; Castro et al., 2003; Delsol & Mangolin, 2004). 
Other examples of negative childhood experiences are those arising from parental at-
tachment difficulties and neglect, which seem to lead to problems with affect control 
in adult relationships (Lawson, 2003). 

With reference to IPV and pregnancy, the research subjects are mainly women and 
in investigations they often even speak for their male partners and many of the stated 
associated factors are true for both the partners, for example young age (Castro et al., 
2003), lifestyle and health behaviors such as smoking, alcohol and drug use (Espinosa 
& Osborne, 2002) and other shared social and socio-economic factors. Men with little 
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education (Kyriacou et al., 1999; Nasir & Hyder, 2003; Torres & Hae-Rae, 2003), 
low income (Nasir & Hyder, 2003; Torres & Hae-Rae, 2003), no employment (Ky-
riacou et al., 1999; Fisher et al., 2003) and those under stress (Purwar et al., 1999) 
have been shown to be more prone to exert IPV. In a qualitative interview study with 
perpetrators of IPV (Tilley & Brackley, 2005), the men’s relationships were described 
as being socially isolated, ambivalent and appeared to be immature with problems of 
jealosy, difficulties with anger and conflict resolution and the violence as reciprocal. 
The men had traditional gender ideas where they objectified their partners, justified 
and diminished the violence and saw it as a private problem. 

 The results from research regarding male violence during the childbearing period 
is incongruent and it is therefore difficult to point out what, if anything, is different 
during pregnancy compared to othertimes (Jasinski, 2004). However, it is known 
that high levels of stress, disagreements and social strain in a relationship increase 
the risk of violence (Jasinski, 2001). Consequently, it seems that pregnancy, being 
a demanding event and representing a transition period, could be another stress 
factor and as such an additional risk factor for violence, especially in young couples, 
in first time parents and if the pregnancy is undesired (Jasinski, 2001, 2004), cf 
‘Unintended pregnancies’ p 15. When women have been asked about men’s reasons 
for being violent during pregnancy, they report that the men are jealous because of 
the baby and that they feel abandoned when women care for the children instead of 
them (Campbell, 1993). 

Health effects

Medical complications 

Violence during pregnancy may jeopardize two individuals at the same time, namely 
the mother and the unborn baby. There are certainly a variety of psychosocial con-
sequences but women subjected to violence during pregnancy are at risk of suffering 
both physical problems and medical complications (Parker et al., 1994; Dye et al., 
1995; McFarlane et al., 1996; Curry et al., 1998; Espinosa & Osborne, 2002). The 
following have been reported to be significantly associated with IPV during pregnancy: 
insufficient maternal weight gain, bleeding, anaemia and infections (Parker et al., 1994) 
including sexually transmitted infections and HIV (Campbell, 2002). Some of the 
risks to the mother and baby could partly be imputed to the late entrance of abused 
women into antenatal care (Gazmarian et al., 1995; Goodwin et al., 2000; Jasinski, 
2004) as well as fewer clinical visits compared to other pregnant women (Espinosa 
& Osborne, 2002). The associated risk factors for health that are related to IPV are 
difficult to differentiate and assess separately (Jasinski, 2004) and appear to display 
multiple interactions with both synergistic and confounding effects (Rothman & 
Greenland, 1998).
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Effects on mental health

Pregnant women in abusive relationships are commonly more despondent regarding 
pregnancy, more worried about delivery and about becoming a mother than are other 
women (Campell et al., 1992; Dye et al., 1995). IPV has a negative effect on mental 
health that often leads to various forms of emotional distress (Romito et al., 2005; 
Valladres et al., 2005) and depression during pregnancy (Campbell et al., 1992; Hor-
rigan et al., 2000; Espinosa & Osborne, 2002; Lovisi, 2005; Martin, 2006) and in 
the postpartum period (Jasinski, 2004). Moreover, a threefold interrelation between 
depression, substance abuse and violence during pregnancy has been shown (Hor-
rigan et al., 2000). 

Violence with fatal outcomes 

Femicide, the homicide of women (Campbell et al., 2003) is the ultimate result of vio-
lence against women and is described as being correlated to pregnancy, for adolescent 
women in particular (Krulewitch et al., 2003). A Finnish study shows that the highest 
risk of violent death for women (femicide and suicide) is related to pregnancies and 
more precisely, to the termination of early pregnancies, especially in younger women, 
whereas there is a reduced risk for women who chose to continue their pregnancies 
(both compared to non-pregnant women and women with a legal abortion) (Gissler 
et al., 2005). If women also break up the relationship after a legal abortion, the risk 
of violence might be increased even further because of both the termination of the 
pregnancy (Gissler et al., 2005) and her leaving (Walker et al., 2004; Rodriguez et 
al., 1996). As many as 30-50% of femicides are committed by a current or previous 
intimate partner (Guth & Pachter, 2000) and in most cases there was violence pre-
viously in the relationship (Walton-Moss & Campbell, 2002). A study from the US 
showed that women who have been subjected to violence during pregnancy, have, a 
much increased risk of attempted or completed femicide compared to other women 
(McFarlane et al., 2002). Other studies have presented additional risk factors such as 
large age difference between the partners, substance use, accusations of sexual infidelity 
and threats of separation (Aldridge & Browne, 2003). Mental illness is also a signifi-
cant cause of intimate partner homicide (Aldridge & Browne, 2003; Farooque et al., 
2005). Several other identifiable factors have also been found to lead up to femicide, 
such as having the abuser’s stepchild in the home, forced sex, the woman leaving to 
be with another partner, stalking and if the woman had previously been threatened 
with a weapon. Protective factors for femicide were if the partners had never cohabited 
and that the man had been arrested for IPV (Campbell et al. 2003). 

In Sweden, the official statistics show that IPV against women claims the lives 
of about 16 women per year (1990-2003) but fatal violence has decreased by 30% 
compared to the period 1971-1980, which may reflect a change of attitudes towards 
violence against women (BRÅ, 2002). Three explanations for this decline have been 
pointed out; first, an increased awareness of and attention paid to the problem as 
well as more shelters for women; second, improvements in emergency care that may 
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save more victims of severe violence; and third, amendments to the laws supporting 
women plus promotion of the willingness to report. Examples of changed legislations 
are; since 1982 abuse in the private sphere has come within the domain of public 
prosecution service and the report can not be withdrawn; in 1998 a new regulation 
made it possible to sentence someone for diverse violations and add together events 
that have happened at different times; from 2003 a ban on visiting could cover larger 
geographic areas and also the couples’ joint residence (BRÅ, 2001; BRÅ, 2002). See 
also under ‘Swedish perspectives’ p. 10.

Pregnancy outcome 

Studies are not in agreement regarding IPV against women during pregnancy and 
the effects on the baby. Explaining a negative pregnancy outcome appears to be most 
straightforward when the woman is subjected to physical trauma of the pregnant 
abdomen (Murphy et al., 2001; Campbell, 2002; Rachana et al., 2002). All other 
explanations seem to be related to the woman’s generally unhealthy situation (such 
as a poor weight gain, stress, depression) with very complex and interrelated risk pat-
terns (Jasinski, 2004; Pallitto et al., 2005). Nevertheless, despite inconsistent research 
results (Campbell, 2002), many studies have presented an association between IPV 
and several negative outcomes for the baby (Jejebhoy, 1998; Covington et al., 2001; 
Rachana et al., 2002), such as intrauterine or neonatal mortality (Janssen et al., 2003; 
Nasir & Hyder, 2003; Pallitto et al., 2005), and an increased risk of infant and child 
mortality (Åsling-Monemi et al., 2003). Although much debated, several studies 
have shown a significant relation between IPV and the baby having a reduced birth 
weight (Bullock & McFarlane, 1989; Parker et al., 1994; Fernandez & Krueger, 1999; 
Murphy et al. 2001; Valladares et al., 2002; Lipsky et al., 2003; Nasir & Hyder, 2003; 
Jasinski, 2004; Neggers et al., 2004; Pallitto et al., 2005). Moreover, violence against 
women has also been associated with preterm labour (Dye et al., 1995; Curry et al., 
1998; Covington et al., 2001; Rachana et al., 2002) and foetal growth retardation 
(Campbell et al., 2000) and one of the explanations mentioned, is a possible neuro-
endocrine response to stress (Valladares, 2005).

Rationale for my study

Given my background as a midwife and my experience of having been blinkered 
regarding the subject area of IPV and pregnancy, the question was where I should 
start my own path to discovery. That there was a need for useful research became 
evident from an evaluation of the research area regarding the physical, psychological 
and social consequences of violence for the pregnant woman and the resulting risks 
to the unborn child. However, the literature also showed highly variable prevalences, 
inconsistencies and limitations in the research about IPV and pregnancy. My main 
concern, as a midwife in Sweden, was not the exact prevalence or the interrelated 
risk-factors, not because such knowledge is irrelevant, quite the opposite. My priority, 
however, was to arrive at a more comprehensive and deeper understanding that would 
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enable myself and others to better meet the needs of pregnant women, primarily in 
a Swedish setting. When I started the first study regarding the subject area of IPV 
and pregnancy in 1998, not many extensive qualitative studies had been carried out 
and most of the research originated in North America. Although this has changed to 
some extent, the current literature, apart from a lack of multi-country and cross-cul-
tural research, still lacks a more profound understanding of the very complex factors 
underlying IPV against women and its severe consequences (Jasinski, 2004; Pallitto 
et al., 2005; WHO, 2005).

With this as my starting point, I decided to focus on issues that took their point 
of departure in my own professional field. My work set its sights on the midwives 
working in antenatal care (Study 1, Paper I), followed by professionals working with 
men inclined to violence (Study 2, Papers II and III) and finally women who had been 
subjected to violence during pregnancy (Study 3, Paper IV, see Fig. 1). Originally, the 
aim was also to include men and a pilot study was carried out with four men, but the 
data began to get too extensive and more than could fit into a single thesis so that part 
of the project was temporarily put on hold. For the same reason, some of the rich data 
from the third interview study with women had to be put aside for the present.

Symbolic interactionism - Social constructionism - theories about gender and violence - Attribution theories

STUDY 1
Midwives 

working in antenatal care 
5 Interviews and

42 Questionnaires

STUDY 2
Professionals      

working at prisons and  
at men’s crisis centers 

8 Interviews

STUDY 3
Women 

subjected to IPv  
during pregnancy

9 interviews

PERSPECTIVES OF INTIMATE PARTNER VIOLENCE,  
FOCUSING ON THE PERIOD OF PREGNANCY

Paper I
violence against 

women will remain 
hidden as long as no 

direct questions  
are asked

Numerical analysis           
Grounded Theory

Paper II
“the pregnancy put 

the screws on”, 
discourses of 

professionals working 
with men inclined to 

violence
grounded theory  

Discourse analysis

Paper III
violent men: 

ordinary and deviant. 
Discourses of 

professionals working 
with men inclined  

to violence
grounded theory  

Discourse analysis

Paper IV
“to hold the fort” 
Narratives about 
intimate partner 

violence and 
pregnancy

grounded theory  
Narrative analysis

Figure 1. The thesis in summary; Studies 1-3, Papers I-IV and the use of triangulation.
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Objectives

The general objective 

The general objective for this thesis was to describe and analyze intimate partner 
violence from different perspectives, focusing on the period of pregnancy in a Swe-
dish setting. The viewpoints investigated were those of midwives, of professionals 
working with men inclined to violence and of women who had been subjected to 
IPV during pregnancy.

Specific objectives

1. To assess the experience, knowledge, attitudes and routines regarding violence 
against pregnant women among midwives working at antenatal clinics in the 
county of Västerbotten, Sweden (Paper I).

2. To explore the discourses of professionals working with men inclined to violence 
with special reference to intimate partner violence, focusing on gender, the period 
of the partner’s pregnancy (Paper II) and on the professionals’ causal attribution 
(Paper III).

3. To understand, represent and give a voice to women who had been subjected to 
IPV during the period of pregnancy. The centre of attention was the women’s ex-
perience of becoming and being pregnant, their meetings with the antenatal care 
system and their strategies for carrying on (Paper IV).
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The research process
The ambition with the three studies in this thesis was to represent different perspec-
tives on IPV during pregnancy and to construct knowledge by analyzing them both 
separately and interactively. In doing this, a qualitative approach was, for the most 
part, found to be the necessary choice given the complex, difficult and multifaceted 
subject area. Qualitative research provides the researcher with an opportunity to use 
themselves as a tool in the study setting and thus to construct knowledge in dialogues 
and interplay with the informants (Kvale, 1996). However, the first study came to 
include one quantitative component as a part of the emergent design that also resulted 
in changing tracks a few times and the process could well be compared with an expe-
dition setting off with the plan of taking one step at a time (Kvale, 1996; Starrin et 
al.,1997). The approach chosen provided many opportunities to learn from bad as well 
as from good steps and to benefit from the knowledge and experience acquired during 
the course of the studies. Using and learning from different perspectives provided a 
chance to achieve a more balanced and profound description and understanding of 
the topic, as well as the realization that research and knowledge are a matter of endless 
construction and reconstruction. 

When one or more different methods are used in the same research project as a 
combination between or within the qualitative and quantitative paradigms, it is of-
ten referred to as ‘methodology triangulation’ (Dahlgren et al., 2004). For the three 
studies that laid the groundwork for this thesis, a somewhat pragmatic approach to 
triangulation was taken comprising both quantitative and qualitative methods, actors 
with different view about the subject area and diverse theoretical angles of approach. 
Undoubtely, the interdisciplinary and multicultural research environment in which 
my doctoral studies took place has also been a true part of the triangulation. First, 
my workplace at the Epidemiology Unit at Umeå University is like the hub of the 
world, with multicultural and multi-country research projects as well as masters and 
doctoral students from a variety of professional backgrounds from many different 
countries and continents. Moreover, my employment as a doctoral student has been in 
collaboration between the Department of Epidemiology and Public Health Sciences 
and the National Graduate School of Gender Studies (that offered the opportunity 
to spend one month abroad among researchers within the topic area). In addition, 
the tutors in the research group represented three different disciplines; obstetrics & 
gynaecology, social work and sociology, respectively. 

Below, I will give a description of the core properties of the study triangulation; 
firstly my choice of analytical frames, secondly a presentation of the views of different 
informants, and finally how contributions from quantitative and qualitative approaches 
were integrated (cf Figures 1 and 2). 
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Figure 2. The ‘retroduction’ in the research process as an oscillation between abstract and 
concrete.

Analytical frames  

In general, a conscious attempt was made not to let preconceived theories and ideas 
unnecessarily constrain the research process. Instead, in deciding on research ques-
tions and participating in the interviews, the challenge was to keep an open mind in 
order to find something new (Starrin et al., 1997). Nevertheless, certain theoretical 
premises about the view of knowledge were an inescapable part of the pre-understand-
ing and indeed were useful in the research process where methods were chosen with 
regard to what best suited the material. Consequently, it was quite natural to take 
into account both ‘Symbolic interactionism’ (Paper I) and ‘Social constructionism’ 
(Papers II-IV) as theoretical frameworks for the studies, since they represent some of 
the more important foundations in the use of ‘Grounded Theory’, ‘Discourse analyse’ 
and ‘Narrative analysis’ (Burr, 2003). Moreover, ‘Social constructionism’ formed the 
basis for explaining gender and violence as well as attribution. ‘Attribution theory’ 
was used as a tool to understand and discuss the causes underlying constructed dis-
courses about violence.

 The choice of theoretical frames, however, was not made with the aim of testing 
hypotheses or generating gauges for theoretically grounded variables. Instead, the ana-
lysis was grounded in the evidence discovered in the data collected from questionnaires 
and interviews, preliminary images were constructed and confronted with the analytic 
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frames in a way that can be characterised as an oscillation between data and emerging 
ideas, views, patterns and theories (Dahlgren et al., 2004). Ragin (1994) describes 
this process as ‘retroduction’ (Figure 2) which is similar to what is called abduction in 
other methodologies such as the ‘Grounded Theory’ approach. To carry out research 
as it is described in this thesis, in which the ambition is to generate patterns of un-
derstanding from social particulars, is metaphorically like travelling along a semantic 
road (Abbott, 2004); starting from a concrete and common sense understanding of 
the research object and moving on searching for patterns, descriptions, explanations 
and meanings until one hopefully arrives at something more theoretical, abstract and 
not previously known. The theories, described below, function as an analytical frame 
(Ragin, 1994) that helped seeing different phenomena and to discover theoretical 
representations and implications for practice. 

Symbolic interactionism

Symbolic interactionism (SI) is probably the most important part of the ‘Grounded 
Theory’ (GT) foundation and elucidates how our own and other’s identities are con-
structed through people’s daily interplay (Burr, 2003). According to SI, knowledge as 
well as people’s identities are formed through interaction, taking the roles of others, and 
by generalizing from previous experience. The self of an individual emerges from social 
structure and social situations and develops in a continuous process of interaction. 
Its two parts, the I and Me, also interact with each other, where I is an intentional, 
emotive and impulsive actor whereas Me is the receiver of feedback from the social 
environment and reflects on this ‘I action’ and tries to increase control. The process is 
primarily formed in communication with significant others, people who might change 
and have different importance during the course of life (Dahlgren et al., 2003). This 
social interplay constructs the perception and understanding of reality and provides 
symbolic meanings through negotiations, hence, truth in this sense is not set and fixed 
but is relative and changeable since it is subjectively observed and created in shared 
cultural contexts. Interaction in everyday life is more or less unconscious, since people 
have learned to generalize, predict and act on the basis of certain socially constructed 
maps. However, if something new and unexpected comes up, the meanings might 
need to be reinterpreted, which is in line with the methodology of GT. Within SI as 
well as within GT research, the intention is to rethink and reconstruct the picture of 
reality (Spradley, 1979; Dahlgren et al., 2004). 

Social constructionism

Social constructionism (SC), just like SI, also questions and challenge knowledge as 
an objective unbiased truth and instead invites suspicions regarding conventions and 
assumptions about reality. Knowledge is valid for a certain point in time and space, 
is viewed as constructed in social, interactive processes and in particular through the 
use of language, changes over time, is specific to and a product of history, politics, 
culture and society. Since the construction of knowledge includes and excludes certain 
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standpoints, it is to a great extent governed by power and entails social consequences 
(Burr, 2003). The view of power (in the construction of knowledge) together with 
the view of language, not just as meanings or as a mirror of the interacted reality but 
rather as actually constructing reality in the communicative interplay with others, 
are probably the most obvious differences between SC and SI (Burr, 2003; Dahlgren 
et al., 2004).

Theories on gender and violence 

Gender is a normative and socio-cultural construct that largely positions men as 
superior to women. While the construct is not static, changes are usually slow since 
they imply power shifts and require interactions and negotiations (Kimmel, 1987; 
Connell, 1995; Edley, 2001). In a relationship the gender positions can be understood 
as a construct with separated gender orders but also as interactive processes with 
certain – but invisible – restricted conceptions and expectations, that if transgressed 
may initiate resistance as well as violence (Hirdman, 1988; 2001). However, when 
picturing gender orders, one needs to include perspectives that comprise different 
interrelated power dynamics including the complexity of personal, situational, cul-
tural and social factors (Heise, 1998; Connell, 2005). A focus on gender discourses 
is specifically included in Papers II-III (professionals) and in the discussion of the 
results in Paper IV (women).

Violence is real but is discursively constructed, consequently the meaning of vio-
lence is multifaceted and differs among individuals in different groups of societies 
and cultures with different interpersonal and structural implications (Hearn, 1998). 
Because violence is socially defined, a violent act cannot be assessed independently 
of its social representation or of the power positions of the participants involved 
(Lloyd, 1997). 

Attribution Theory 

Attribution can be defined as the “process of assigning a cause to one’s own or others’ 
behavior” (Hogg & Vaughan, 1995, p. 82). ‘Attribution Theory’ (AT) deals with at-
titudes of a mostly cognitive nature and is an important part of people’s discourses. In 
Paper III, AT was used as a tool to explain how the professional discourse might have 
been constructed with respect to the reasoning about the underlying causes to IPV. 

To make events in everyday life understandable, people find causes mostly without 
thinking, rather unconsciously as out of a tacit and social knowledge. Now and then 
people consciously attribute for their own and other’s behavior and for certain events, 
particularly when the deeds are negative, socially undesirable, unforeseen or if the 
actor had several choices (Augoustinos & Walker, 1995; Hogg & Vaughan, 1995). 
AT aims to explain how people attribute causes, the reasons behind the attribution 
and individual variations and inconsistencies (Augoustinos & Walker, 1995). The 
sorts of attributions people make may have important emotional effects, and may 
influence their self-image and their relationships with others (Hogg & Vaughan, 
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1995). Attribution changes over time, is altered by new facts and differs among vari-
ous classes, cultures, ideologies, age and social groups. AT assumes dynamic changes, 
since it implies that people may think critically about their own and others’ attribution 
resulting in new social comprehension (Augoustinos & Walker, 1995).

There are some common patterns in attribution (Augoustinos & Walker, 1995); it 
is for instance more likely that a person will identify a single cause of an action rather 
than many. If the consequences of two events are similar and happen close to each 
other in time, their causal connection will also be perceived as being more reliable 
than if there is a single occurrence. Moreover, the more one explanation is preferred, 
the more unlikely that others are to be used. As a consequence, explanations that 
agree with preconceptions are more easily accepted while those that are odd and dif-
ferent might simply be dropped. Moreover, actors are likely to be very concrete and 
blame the situation (external attribution), whereas the bystanders have a tendency to 
be abstract and to hold the actors responsible (internal attribution). People commonly 
accept credits for their own successes but often deny responsibility for their failures. 
Apart from being done by habit and convenience, attributions are often (consciously 
or unconsciously) self-serving, socially desirable and for one’s own benefit. People 
often react analogously to the negative effects of certain actions and hence attribute 
causes personally and emotionally (Augoustinos & Walker, 1995). 

Informants

The three studies of this thesis included informants with different and complementary 
viewpoints; midwives providing care for pregnant women (Paper I), professionals (in 
various professions) that regularly met men inclined to violence (Paper II and III) 
and women who had been subjected to violence during pregnancy (Paper IV). For 
this purposive sampling, the number of informants in each group of respondents was 
not determined from the outset, but considering time and resources available, the 
initial plan was to include 5 midwives and at most 10 professionals and 10 women. 
The sample could, however, be enlarged or cut down if this was deemed justified 
(Kvale, 1996).

Midwives in antenatal care

Midwives (Paper I) working in antenatal care in Sweden are largely responsible for 
contraceptive consultations with women and for providing antenatal care. During 
the period of pregnancy they typically have some ten appointments with each preg-
nant woman (often together with the partner) in addition to parental education. 
The midwives, therefore, have the chance to get to know individual couples quite 
well and could be expected to acquire information regarding psychosocial matters 
during the women’s pregnancies. This was the background to the decision to question 
midwives working in antenatal care to find out about their knowledge, experience, 
attitudes and routines regarding violence against women during pregnancy. Initially, 
five experienced (≥5 years work experience) midwives working in antenatal care were 
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interviewed (in the fall of 1998). In addition, questionnaires were mailed to all 51 
midwives (42 answered) working at the 36 antenatal care clinics in the county of 
Västerbotten (spring 1999). See also Paper I.

Professionals meeting violent men 

Professionals working with men inclined to violence (Paper II and III) were interviewed 
between May 2002 and June 2003 at different locations in Sweden; two at a crisis 
center for men, three at a probation family center and three at two prisons (one of them 
an open institution). The aim of the sampling was to select a few respondents from a 
variety of professionals leading different kinds of intervention programs (within and 
outside the treatment of offenders) for men inclined to violence, excluding programs 
within forensic and psychiatric care as well as programs particularly for sexual offenders. 
It became clear during the course of the study that the programs were markedly diverse, 
not only due to different clientele (degree of violence, motivation for change etc.) 
but also with respect to their agenda, theoretical foundations, interventions models 
and professional education and experience. Nevertheless, the assortment in the study 
obviously represented what men in reality might come across when participating in 
different programs for men inclined to violence in Sweden. 

Finding informants was a prolonged process mostly because many professionals felt 
that their experience did not match the study aims. The final sample of two women 
and six men included two psychologists, four trained social workers and two prison 
officers who solely were educated within the prison establishment (three of the eight 
were also certified psychotherapists). The informants’ experience of leading treatment 
for men inclined to violence ranged from 2–13 years and none was meeting only violent 
men. They all had additional assignments, as well as previous experience, within the 
prison establishment, family therapy, psychiatry, social services etc. 

The professionals were at first seen as a source of information about violent men 
(in relation to pregnancy and gender), since it was thought they could probably share 
useful experience gained from the numerous of men they had met over the years. 
While this was true, it became increasingly apparent that the interviews contained 
professional discourses representing constructed knowledge rather than basic facts 
about violent men. The sample was intended to locate these professional discourses 
and as such they were viewed as mirroring larger prevailing discourses in society as 
well as among other professionals and programs. See also Papers II and III.

Women subjected to IPV

Women who had been subjected to intimate partner violence during pregnancy (Paper 
IV) were sampled through intermediary contacts with staff at women’s shelters and 
then via a group leader for women at a probation family center. The staff was informed 
by letter about the aim of the study and they in turn forwarded written information 
to women they found eligible. Of the women identified in this way, only one drop-
ped out. The first three interviews were carried out in 2001 and the remaining six in 
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2003. The nine women interviewed were asked in particular about violence during 
pregnancy, the violence they talked about had gone on in 10 relationships and 14 
pregnancies (1.5 – 20 years prior to the interviews). All the women had experienced 
grievous physical and sexual violence or threats of such violence during pregnancy. 
Only one of the women and two of their abusive partners were born outside of Sweden. 
Apart from two break-ups during pregnancy, the women separated from their violent 
partners when their last child was a toddler. Every respondent had received support 
from either a women’s shelter or a probation family center and they all appeared to 
have left their partners permanently. See also Paper IV.

Contributions from quantitative and qualitative approaches 

For the first study, the plan was to give a questionnaire about IPV and pregnancy to 
all the midwives working at antenatal clinics in the county of Västerbotten. However, 
at that stage it was hard to know exactly where to start and what questions would 
be relevant. For this reason, qualitative research interviews were first carried out to 
gain more insight into the midwives’ experience and world of ideas. In the event, the 
interviews served not only as preparation for the questionnaires, but also both inter-
views and questionnaires provided valuable data that supported and supplemented 
each other in the analysis. 

Qualitative research methods were used in all three studies (Papers I-IV), but before 
describing differences between the methods used and what they had in common, a 
short presentation of the quantitative part (Paper I) is presented. See Fig. 1.

The questionnaires

The questionnaires were based on earlier interviews with midwives working in 
antenatal care (as mentioned above). Attached to the form was information about 
confidentiality, study objectives and a definition of the term ‘abuse’ as used in the 
questionnaires. The questionnaire comprised multiple-choice questions but offered 
generous space for free comments. The midwives were first asked very general questions 
about antenatal care and their own professional experience, followed by more specific 
questions about abuse. The midwives were asked to estimate roughly, how many of 
their clients had revealed the occurrence of violence during or before pregnancy, 
over the last year in the antenatal clinic. Since the number of observations was low 
and scattered in a big sample (not a normal distribution), estimations of significance 
were calculated using Poisson approximation (Campell & Machin, 1990). 85% 
(42/51) of the midwives answered the questionnaires. The midwives’ free comments 
in the questionnaire were subjected to content analysis informed by the first steps 
in ‘Grounded Theory’ (see p. 31) using only substantive coding, with no theoretical 
coding (Starrin et al., 1997). 
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Interviews following a Grounded Theory approach 

A total of 22 qualitative research interviews were carried out in the three studies 
(Fig. 1). The interview design was inspired by various scholars of qualitative research 
(Spradley, 1979; Lincoln & Cuba, 1985; Riessman, 1993; Kvale, 1996; Starrin et 
al., 1997) but followed principally the lines of ‘Grounded Theory’ (GT) approaches. 
However, the interviews came to be pragmatic and very much governed by the research 
questions and the respondents. Consequently, the interviews with the midwives and 
the professionals followed a quite different approach to those with the women. The 
most confrontational stance was taken with the professionals working with men (Paper 
II and III) whereas a more relaxed position characterized the interviews with women 
(Paper IV) and the interviews with midwives came down somewhere in between 
(paper I). For more details about ‘Interaction in interviews’, see page 30. 

Interviews in practice

When starting up the first study, the choice of GT was rather straightforward as it was 
a well-known option and a method that includes much good practical advice about 
the research process from start to finish (cf. Spradley, 1979; Lincoln & Cuba, 1985; 
Starrin et al., 1997). Following this advice, all the interviews were carried out with an 
open and curious mind. This does not imply that the interviews started from nothing, 
devoid of any pre-understanding on the part of the interviewer, as was sometimes 
presumed to be the correct way in early applications of GT. Instead, when selecting 
research questions, preparing mind maps and deciding on interview questions, one’s 
own preconceived knowledge and experience should not be ignored but dealt with 
by recognizing oneself (KEE) as a tool in the interplay and construction of research 
knowledge (cf. Kvale, 1996; Johansson, 2005). 

Carry out qualitative research interviews is learning by doing, similar in many 
ways to producing art in that it requires both craftsmanship and creativity. One 
important goal for interviews is to encourage a dialogue and thereby construct know-
ledge through interaction between interviewer and interviewee (Kvale, 1996). This 
means that different respondents can never receive exactly the same ‘stimuli’ from 
the interviewer from one interview situation to another even if the same mind maps 
and inquiry forms are used (Mishler, 1986). Moreover, the respondents’ reports have 
to be viewed as their subjective understanding of reality, an understanding that had 
been constructed and reconstructed several times before the selection of a particular 
story in the actual interview situation (Riessman, 1993; Crossley, 2000). 

For each of the 22 interviews, an undisturbed setting was of high priority and there 
were many preliminaries to ensure that the respondents were relaxed and would open 
up as well as to create confidence and to show the respondents the interviewer-position 
was one of an open, compassionate and non-judgmental listener. Plenty of time was 
therefore scheduled for each interview and always started with an open chat about just 
anything. The study and the interviewer were also presented and the informants were 
invited to pose questions before the formal interview began. The recorded interviews 
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lasted from about 45 minutes up to more than two hours (sometimes with a break). 
For all the interviews, ‘semi-structured open ended questions’ were used following 
themes and mind maps and were backed up with detailed questions that allowed for 
an emergent design (including digressions). 

The purpose of each interview was to find something new and to start the analyses 
as an ongoing process as early as during the interviews. The best way to pursue this 
method is to go back and forward between reality and data as much as possible to 
allow the analyses from one interview to guide the next and to modify questions from 
interview to interview (Starrin et al., 1997). In reality this was not fully possible, but 
memos, summaries and preliminary analyses were noted soon after each interview. 
Notes became especially important when two accidentally blank recordings were 
discovered (study 2). The detailed memos were like a pot of gold making it still pos-
sible to include these interviews in the study. 

Interactions in interviews

The interaction during interviews and from one interview to another, changes and 
includes power and the different positions of the interviewer and the respondents 
owing to such aspects as gender, age, race, class, professional expertise and personal 
experience (Davies & Harré, 2001). The author (KEE) conducted all the interviews 
and the fact that the respondents met someone who was a midwife, a middle-aged 
woman, mother of four and working at the university, probably had both inhibiting 
and liberating effects on the dialogues. 

When interviewing the midwives in antenatal care (Paper I), I was knowledgeable 
about midwifery, although not specifically from antenatal care. This pre-understanding 
and familiarity was present but was actively restrained to keep an open and curious 
mind. It was, however, helpful in formulating good questions and it allowed me to 
grasp easily the general situation at the antenatal care clinics. Moreover, I consciously 
kept a low profile regarding my university affiliation since I felt this was open to 
negative interpretation. The interviewees did not know that I was going to ask about 
abuse since the subject had been specified as ‘health risks in pregnant women’. This 
approach was motivated by a desire to obtain richer information about the clinical 
care in general instead of just focusing on violence. 

In contrast to the interview setting with midwives, the practice of professionals 
working with men inclined to violence (Papers II and III) was largely unfamiliar. To 
counteract needless prejudices and misunderstandings, there were thorough prepa-
rations; such as examining closely available material from the different institutions, 
reading related material for example about prison establishment and correctional 
treatment, and making study visits. This activity generated questions and a desire 
to find out more. In short, the process of constructing knowledge on the part of the 
interviewer started well before the interviews actually took place. In the initial contacts 
with the professionals (letters, e-mails, faxes, phone-calls), the informants initially 
gave the impression that they were not particularly knowledgeable about IPV and 
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pregnancy. However, gradually they came to realize that most of their clients were 
indeed fathers and this insight seemed to bring a lot to their conscious attention and 
eventually resulted in them having a lot to tell. During the interviews, the dialogues 
were quite confrontational owing to the fact that both were experts (although in 
different areas) and asking curious but tough questions came quite easy to me as a 
novice in their area.

No specific preparations were deemed necessary for the interviews with the women 
who had been subjected to IPV during pregnancy (Paper IV), because the aim was 
primarily to share their stories. However, there was a great deal of preparation to 
ensure better confrontation of prejudices, to improve my understanding of the area 
and also to better recognize the prevailing discourses that the interviewees had come 
across in conversations with group leaders for abused women. I looked at written 
material regarding the programs concerned and also joined a study circle (following 
a set handbook) for a period of several weeks at one women’s shelter. During the 
interviews, it became evident that my position (as a midwife, mother of my own 
children etc.) helped to empower the women to open up and to tell stories that they 
had found impossible to tell to anyone before (cf ‘Trustworhiness’, p. 51). 

Three different approaches used for data analysis and description 

Grounded Theory

Further analysis of the recorded interviews was grounded in the data. Fourteen ver-
batim transcripts were made by the author and the remaining six by hired personnel 
(for technical reasons two of the interviews were never recorded, see p. 30). Small 
revisions were made to the transcripts to improve legibility. Pauses and interjections 
etc. were not marked in the transcripts since the main emphasis was on understan-
ding and grasping the meaning of what the respondents said and not on linguistic 
analysis. To gain familiarity with the data, the text was read carefully several times 
and open codes were assigned arising from identification of certain words and ex-
pressions. Starting from these open codes, selective coding started where particular 
words and clauses were represented as codes and categories; some were discarded and 
others were linked together, forming and implying associations and ideas (Dahlgren 
et al., 2004). To avoid misconceptions and false ideas about the essence of the text, 
throughout this analysis process there was frequent reference back and forth in the 
original text and the coding. 

Initially, as described above, the analyses for studies 1-3 followed the same line that 
was largely informed by ‘Grounded Theory’ (GT) and was an excellent way of getting 
to know the material and start to see patterns and get main ideas. However, from a 
certain point the analyses in the three studies took different paths: Study 1 continued 
with a GT approach (Paper I); Study 2 moved to ‘Discourse Analysis’ (Papers II and 
III) and Study 3 to ‘Narrative Analysis’ (Paper IV), see Figure 3. 
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Figure 3. Grounded Theory as a methodological base for Studies 1–3.

For Paper I (midwives), the analysis continued to follow an open-minded discovery-
oriented strategy intended to generate theories informed by GT ( Dahlgren et al., 
2004). The selective coding (from the initial open coding) was outlined by hand 
using a large sheet of paper (some 1.5 x 2 m) on the floor. Some patterns gradually 
emerged including subcategories, categories and relationships between. The method 
allowed each individual coding to be tracked all the way back to the text and the 
recordings, making it possible to check that the coding was indeed grounded in the 
data. The analysis finally resulted in two main categories ‘The midwife with the 
sensitive ear’ and ‘You can’t tell from the outside’ that together framed a theoretical 
model for Study 1. They two main categories were together representatively labeled 
with the metaphor ‘Beating about the bush’. In Figure 4, there are examples of some 
subcategories (from the initial open and further selective coding) that provided the 
basis for the categories and finally, the two main categories that led to the idea for a 
theoretical model (as described in Paper I).
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Difficult to disclose (c)
• hard to interpret (sc)
• the woman conceals things (sc)
• afraid to lose her only security (sc)
• poor protection (sc)

Must get to know her and have strong reasons before asking (c)
• establish a contact (sc)
• go further (sc)
• careful choice of words but being straight (sc)
• the person who tells (sc)

↓
‘You cannot easily tell from the outside’

(one of two main categories)

The midwife tries to create a comprehensive picture of the woman (c)
• poor standard routine questions (sc)
• difficult questions (sc)
• good to have questions that you address to everyone (sc)
The midwife tries to conduct a dialogue (c)
• the midwives must listen and try to understand (sc)
• sometimes you don’t get the gist of it (sc)

↓
‘The midwife with the sensitive ear’

(the other of the two main categories)

↓
‘You cannot easily tell from the outside’ + 

‘The midwife with the sensitive ear’ 

(both main categories)

↓
theoretical model of the interpretative meeting between the midwife and the 

pregnant woman explained as a social process (see Paper I)
‘BEATING ABOUT THE BUSH’

Figure 4. Examples of some of the categories (c) and subcategories (sc)
that lead to the two main categories and finally to a theoretical model (described in Paper I). 
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Discourse Analysis

Discourse Analysis (DA) as used for Study 2 (Papers II and III) was not planned 
in beforehand, but the interviews with the professionals generally turned out to be 
rather different from the others (with the midwives and the women), characterized 
by lively dialogues and interplay, based in the informants’ willingness to argue. Some 
of interviews were particularly confrontational, sometimes even provocative when 
we evidently recognized each other as experts. In the ongoing analysis process, and 
after several steps in the coding (with big outlines on the floor just as in Study 1) and 
the rejection of various suggestions, the idea developed of trying DA. The path from 
‘Grounded Theory’ to DA was not twisted since the two methods can be regarded, 
at least to some extent, as mutually complementary (Dahlgren et al., 2004). The de-
cision to use DA resulted in an interpretation somewhat focused on differences and 
similarities in professional discourses grounded in the interview data. Below follows 
a short theoretical description of what is meant by ‘discourse’ and DA (cf. ‘Social 
constructionism’ , p. 24) and how DA was introduced into the analysis process:

Discourses are complex, as is reality; they conflict, change with culture, society 
and time, and include the past, present and future (Fraser, 1997; Hall, 2001). A dis-
course is the way language is used in communication so as to constitute meaning in 
a changing process of interaction among people. Discourses are socially constructed 
and serve as a means for people to orient themselves in various situations and social 
environments so as to understand reality; they are context dependent and have a 
function both in ordinary people’s everyday lives as well as in professional life. The 
different and shifting meanings of words and expressions present in a discourse mirror, 
form and express the understanding of a constructed and constructive reality (Fraser, 
1997; Dahlgren et al., 2004; Hall, 2001). Moreover, discourses are expressions of 
power through inclusions and exclusions, that is, what it is or is not permissable or 
thinkable to say (Hall, 2001; Taylor, 2001).

Analyzing a discourse implies looking at language in use and patterns in that 
use in order to find a shared understanding of a social reality (Taylor, 2001). In 
the analysis of discourses one might find how informants agreed or disagreed and 
how the language used can maintain control, resistance, struggles, constraints and 
inconsistencies. The results of a discourse analysis can challenge, and thereby cause 
changes in meaning and understanding and therefore also have a potential power in 
processes of change (Taylor, 2001). The interpretation of discourses involves power 
and is always incomplete since it includes certain viewpoints and excludes others 
(Taylor, 2001; Hall, 2001).

In Study 2, the eight interviews with professionals working in programs for men 
inclined to violence presented standpoints that were regarded as mirroring larger 
discourses (Connell, 1995) and as rerepresenting scientific and theoretical know-
ledge, influences from other immediate professional disciplines as well as societal 
and political currents. Moreover, since the professionals were authorities, they were 
considered as the bearers of knowledge and power. In the practice of their profession, 
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their knowledge might unreservedly have been viewed as the ‘truth’ or as becoming 
the ‘truth’ (Hall, 2001). Thus their professional discourses were characterized by a 
very important power aspect. 

In practice, after becoming well acquainted with the material (after the first steps 
in coding informed by GT), nuances, contradictions, connections and interrelations 
with regards to the subject area were identified to reveal whether something was 
missing or unclear. Summaries and outlines were written to obtain an overview and 
to understand the meaning of the discursive components, and to find patterns and 
analytical concepts of value for the research question. In order to counteract possible 
misinterpretation, the analytical concepts, the first codings and the original text were 
repeatedly compared by moving back and forth within the material. Finally, certain 
major themes were recognized, such as dichotomies, stereotypes, omitted subjects 
and contradictions in the professional discourses. 

Narrative analysis

There was no plan to use Narrative Analysis (NA) in Study 3. Instead, just as in 
Studies 1 and 2, the initial intention was to follow a GT approach. However, when 
the transcribed interviews were read and the first steps in coding done, the striking 
coherence of the stories spontaneously invited the simple translation of excerpts (from 
Swedish into English), since many parts of the interviews were so rich, expressive and 
powerful. Yet, that was neither feasible nor sufficient. On the other hand, the thought 
of consistently using GT and turning the stories into theoretical models seemed 
less than the ideal choice, and rather unappealing. With the plan of keeping close 
to the stories, NA was chosen as the method for the analysis as the intention was to 
understand the meanings articulated by the respondents and to represent the voices 
of these women by expressing that meaning (cf. Mishler, 1986). This approach, of 
course, still required interpretations, since “narratives are interpretative and, in turn, 
require interpretation” (Riessman, 1993, p.22).

Usually a narrator is supposed to have a reason for telling a story and is expected 
to include causal aspects, some temporal order and a plot. However, there is no pre-
cise way of defining what a narrative is (Riessman, 1993). One broad definition is; 
a narrative represents how people create meanings from a connected succession of 
actions, events and happenings (idem). Narrative research presents both the mirrored 
view of the narrators’ retold constructed reality, that is jointly constructed between 
interviewer and interviewee, and a particular, preferred story (Mishler, 1986) – the 
choice of one narrative over another (Crossley, 2000). Narrative analysis seeks to 
interpret the interpersonal and social context and to answer questions about ‘what 
was said’ (content) and ‘how’ it was told (Riessman, 1993). The main emphasis in 
the analysis for Study 3 (Paper IV) was put on the personal experience and meaning 
in stories told by women who had been subjected to violence during pregnancy, and 
less on how the stories were told.

The coding resulted in minor and major categories and connecting ideas and iden-
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tified important tracks that could form an outline for the narratives (cf. Kvale, 1996; 
Dahlgren et al., 2004). This does not imply that pieces could simply be put together 
to form one uniform narrative, because the individual narratives included many 
variations as well as contrasts and contradictions (Riessman, 1993; Hydén, 2000). 
The intention with the NA approach was not to lose the original voices but, as far as 
possible, to bring out the variations fully. Moreover, the interpreted meaning of the 
stories was continuously questioned, to identify probable alternative understandings 
(cf. Riessman, 1993). The narratives were retold, sometimes as individual parts or as 
many voices interwoven into more or less connected and multifaceted stories about 
becoming and being pregnant while being subjected to IPV (cf. Kvale, 1996). See 
also Paper IV.

Ethical aspects

The studies were all assessed by the local Ethics Committee at the Faculty of Medi-
cine, Umeå University.

All the respondents received written information about confidentiality and were 
also informed about the right to withdraw from a study at any time, and they were of 
course not obliged to answer questions they found intrusive or simply did not want 
to answer. Moreover, they were informed that the interviews would be recorded and 
the recordings and their transcripts would only be available to the members of the 
research group. All the respondents were offered copies of the interview transcripts 
(some accepted, but most refused). The respondents were also assured that the recor-
dings would be kept in a safely locked storage facility. 

During the interviews, every effort was made to show respect for the interviewees 
and to support and facilitate the meeting, as well as to encourage the respondents’ 
part of the dialogue (cf. Hydén, 2000), see also ‘Interviews in Practice’, p. 29.

Ethical and security recommendations regarding study design in research on vio-
lence against women have been presented from an extensive experience from multi-
country studies (Ellsberg et al., 2001, 2002; Garcia-Moreno, 2002). For each woman 
included in Study 3 (Paper IV), the women’s shelters or the Probation Service were 
asked to act as intermediary contacts, to ensure the women’s safety. All the women 
had already left their violent relationships and seemed in different ways to be (or to 
have been) supported individually and in empowering group discussions run by the 
services. 

The locations were all well suited for undisturbed interviews; some were selected 
by the contacts and others chosen by the respondents. For all the interviews, the 
interviewer (KEE) was prepared and well-read in the subject area and consciously 
adopted a respectful and non-judgmental position towards the women. Moreover, 
after many years spent working as a nurse-midwife I considered myself to be trained 
in listening and in dialoging with women (cf. Ellsberg et al., 2001). The aim was to 
have empathetic but not therapeutic conversations (cf. Kvale, 1996; Johansson, 2005) 
but the limits might sometimes appear fluid, because through telling stories, people 
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might find ways to change (Crossley, 2000). It seemed that several of the women in 
this study found it helpful to tell their stories, finding new assumptions and telling 
details about a pregnancy that had not been told before. Apart from this, they also 
said that it was important to tell the stories for the sake of others. As a listener, it was 
important to have a supportive attitude because the narratives were very emotional, 
sometimes tearful and therefore difficult to tell. After the interviews, the women were 
asked how they felt and if they had unpleasant feelings or reactions afterwards and 
they were assured that they could talk to someone. In addition, they were offered the 
chance to call the interviewer (KEE) if they wanted to add something or just wanted 
to talk (two of the women did so, one twice). The women’s stories were about their 
past, but they were still very dramatic and obviously there was a lot of sorrow re-
maining since they all seemed, in different ways, to be suffering from the after-effects 
of what they had gone through. It was touching as an interviewer to take part in all 
of this, and to ventilate the feelings after, one colleague and a caring research group 
were always willing to listen.
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Main findings and discussions 
The three studies compromising this thesis included data from 64 individuals (ques-
tionnaires 42, interviews 22; see ‘Informants’ , p. 26) and revealed three different view-
points that produced a multifaceted picture of IPV during pregnancy. The intention 
in the following section is to tell a story with the abused pregnant women (Paper 
IV) as the protagonists, yet not solely from their viewpoints, but to include those of 
other actors connected with the issue, namely the midwives (Paper I) and the profes-
sionals (Papers II and III). Despite many different and nuanced perspectives, several, 
general connected ideas became apparent during the data analyses and these will be 
delineated to emphasize ideas, with the intention of increasing our understanding of 
IPV. The purpose is also to reveal, question and challenge discourses about IPV. The 
perspectives will be presented both one at a time and linked together, since they all 
have interesting connections and something to tell about the woman and her partner 
while she was expecting a baby and living in a relationship with ongoing IPV. 

The complexity of living in a violent relationship

The women told stories about their entire lives, from growing up, to leaving home, to 
entering adulthood and meeting different men and then focused their stories on the 
men they fell in love with, got pregnant with, were their companions during delivery, 
were the fathers of their newborn babies; these men who simultaneously used violence 
and with whom they later broke up. The women’s stories gave their perspectives on 
their partners who became violent, and these profiles will be compared with the 
professionals’ discourses about men inclined to violence. The centre of attention here 
will be on the relationships that included ongoing IPV, but with a specific focus on 
the period when the women became and were pregnant.

Powerful or powerless? 

The professionals, in general, explained men’s violence as an issue of power and control. 
However, in individual conversations and group discussions they learned to know 
men as insecure, weak and afraid of losing power and control in their relationships. 
The professionals described violence as a response to fear and threats originating in 
jealousy and low self-esteem. They thus seemed to have a split picture of the violent 
man as both rigid and tough and insecure and weak (Paper II). When this view is 
compared with that of the women, the jealousy is described and it is even possible to 
get a picture of the men as having problems, but they are not described as powerless, 
which is understandable given that the women lived under more or less constant  
threat. It seemed, however, as if the men could show weakness and gentleness towards 
the women in certain situations and there are examples of the need to be cared for 
like a child and even eliciting in the women’s feelings that they might be able to save 
their relationship if they could only love the man some more. 

The reason for the façade the men present to the women may be found in ‘com-
municating gender’ in the relationship; the men could admit their weaknesses in 
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front of the professionals but if they did so in front of their partners they would lose 
the control they so badly wanted and thereby also lose their masculinity. When a 
man stands before his female partner, violence demonstrates masculinity and power 
– ‘being a man’ – and represents the way she has learned to know him as a man 
(Hearn, 1998).

Normal or deviant? 

As described in Paper III, the discourses of professionals meeting men inclined to 
violence included generalizations regarding aggressiveness. From these discourses 
there emerged various ‘ideal types’ of violent men: the macho man who attacked 
immediately; the man who stored up his anger only to explode suddenly; and the 
persuasive man who put up with almost anything until he ultimately became furious. 
While the professionals certainly considered violence as abnormal behaviour, they also 
affirmed that any man could become violent. Yet this view comprised inconsistencies 
because violent men were described as not just having problems with aggression but 
also having deviant views of women, strange interactions with others, and a different 
language and way of communication compared to most other men. The programs 
aimed to offer a way out to men who lacked the tools to manage their relationships 
and aggressive behaviour. 

The professional discourses took a seemingly self-inconsistent stance that implied 
that the violent men were regarded as both ‘normal’ and ‘deviant’ and this could be 
explained in different ways. ‘Normal’ and ‘deviant’ might be understood as contra-
dictions as well as two separate discourses which, depending on the context, could 
be used differently. For example, when talking about responsibility in violent men, 
either the one or the other discourse could make sense, depending on the reasoning 
and whether seen from a societal or individual perspective.

In a Swedish context, the concept of normality might have been the opportunistic 
and expected way in this society of understanding ‘violent men like any other men’ 
and thus, consciously or unconsciously, this view is a self-serving choice of attribution 
for the professionals (cf. Augoustinos & Walker, 1995). In addition, deviancy could 
have been a tactic for keeping ‘that kind of men’ at a distance from themselves and 
their own relationships, as a convenient attribution to confirm the professionals’ own 
normality (cf. Augoustinos & Walker, 1995; Kimmel, 1996). Moreover, the limits 
between normal and deviant might be very fluid and therefore hard to define. Nev-
ertheless, this composite picture is compatible with attribution theory which claims 
that there may be many reasons for preferring one causal explanation over another 
(Augoustinos & Walker, 1995). Cf. ‘Attribution theory’ , p. 25.

In the intervention programs for men, they were confronted with their violent 
behaviour as being deviant and inexcusable. Stopping the violence was most prob-
ably sufficient motivation to run the programs (cf. Fox, 1999). The professionals, 
however, also spoke about attempting to change the men’s views of masculinity and 
of teaching them strategies for showing emotion and verbal expressions. Yet, the 
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professional discourses comprised a dichotomized description of diverse and op-
posite gender positions, which if applied in the programs might have preserved and 
supported stereotypical beliefs that are in fact related to violence (cf. Heise, 1998; 
Heise et al., 2002) and therefore opposed to what the professionals aimed to achieve. 
Moreover, the professionals did not fully challenge the deviant behaviour observed in 
men, namely their gendered way of becoming ‘men’, such as in the interplay of close 
relationships, sexuality and parenthood (cf. Hearn, 1998). Such sensitive topics were 
largely ignored in the programs. See further Papers II and III.

The view of violent men as both normal and deviant was also evident in the in-
terviews with women (Paper IV). The men were, according to women’s retrospective 
stories, as one would expect, largely depicted as antagonists. Despite this, the women 
also described their partners’ positive sides such as that they functioned well in cer-
tain respects and some were said to be very socially competent and liked by people 
around. By ‘keeping up a front’ and not revealing the situation to others, the women 
participated in protecting what was going on behind closed doors. Consequently, with 
some exceptions, outside the family the partners appeared to be quite ordinary people. 
One woman told about how some acquaintances had been really surprised when they 
learned about the violence and that they took it for granted that it represented an 
isolated incident instead of the actual long-term violence.

From the narratives – with their examples of forced subordination, very deroga-
tory and vulgar language, the severity of emotional, sexual and physical violence – it 
would be difficult, or even impossible, to view the men as normal, functioning part-
ners in relationships. Moreover, some women could compare with other men they 
had had relationships with, and some had also become pregnant by, and even from 
that perspective, the violent relationships in the narratives could only be described 
as disastrous. 

When the women talked about their violent partners, the picture seemed to hover 
between normal and deviant, sometimes incorporating rather sharp contrasts, referred 
to by one woman as “Dr Jekyll and Mr Hyde” depicting how the better side could 
very quickly and without previous warning turn into the evil one. 

To tackle the ambivalence

In the ongoing relationships, the women (Paper IV) might have had many reasons for 
trying to see their violent partners as basically normal and so save their own and their 
partner’s self-respect (which happens even in non-violent relationships, cf. Kalman, 
2002). To achieve this, the women may have considered their own subordination to 
be ‘love’ and tried to understand and excuse their partners’ needs ‘to be men’ and 
thus play down their partners’ deviant behaviour (Kalman, 2002). The professionals 
(Paper II) described this as the women’s gendered empathy trap by which they adjust 
themselves to and permit the violence to happen without the men incurring any 
consequences thus perpetuating their victimisation. These ideas are related to what 
in Sweden has been called the ‘normalization process’ and implies that a woman first 
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actively adapts herself to male norms as a way of stopping the violence and then 
increasingly assumes a submissive position until finally she internalizes the partner’s 
norms as her own (Lundgren, 2001). 

It seems that adjustments in a relationship are reciprocal and actually all intimate 
partners make these adjustments, to a greater or lesser extent. The gender positions 
can be understood not only as separated gender orders but also as interactive processes 
with specific but invisible restricted concepts and expectations, that if transgressed may 
initiate resistance as well as violence (Hirdman, 1988, 2001). The professionals (Paper 
III) described examples, seen in their clients, of overly flexible men and initially ‘super 
partners’. These men ultimately became aggressive and violent after being compliant 
for a long time trying to win their partner’s attention and love. 

According to the women’s stories (Paper IV), and in contrast to the ‘normalization 
process’ (Lundgren, 2001), women’s adjustments were much more complex (Hydén, 
2001; Holmberg & Enander, 2004). While trying to foresee a change or imagine an 
end, the women still recognized their relationships as deviant. To adapt, to tackle the 
ambivalence and contradictions and to strike a balance between normal and deviant, 
seems rather to have been a way to survive and not to reflect an acceptance of the 
violence on the women’s part. Instead, the women had questioned the violence and the 
relationship as being all wrong and had offered a lot of resistance, although it seemed 
that the pregnancy made this harder and at the same time made it inopportune to 
break up. Apart from the two who left while pregnant, one because of life-threatening 
violence and the other because of the threat of such violence, the women left when 
the last baby was a toddler. One woman was even persuaded to move back in with 
her violent partner to avoid being a single mother and another planned to leave but 
was too frightened because of her partner’s unpredictable behaviour. 

Other researchers have presented similar results of divided feelings that make the 
decision to break up hard (Helton & Snoddgrass, 1987; Goldner et al., 1990; Rosen 
& Bird, 1996). Moreover, pregnancy itself adds hopes and dreams related to the 
romanticized image of pregnancy, and the mother-to-be may value having a father 
for the baby instead of being a single parent (Lutz, 2005a). To leave a relationship is 
in itself stressful; to do it while being subjected to violence is even more demanding 
(Rodriguez et al.,1996; Walker et al., 2004) and to consider this during a pregnancy 
simultaneously exposes a woman to three difficult stress factors (Lutz, 2005b).

The lover turned perpetrator 

The nine women interviewed (Paper IV) had all been subjected to severe physical, 
sexual violence or threats of such violence during at least one of their pregnancies. The 
physical violence included all forms of serious and even life-threatening violence and 
three of the women had even been kicked in their pregnant abdomen or jumped on. 
Emotional violence was a major thread running through the women’s stories about 
their relationships with IPV and profoundly also affected their experience of being 
pregnant (cf. ‘The pregnancy put the screws on’, p. 45).
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The beginnings of the relationships were described like any other love story. While 
continuing to display passionate and affectionate sides, the men at some point started 
to change and also to be violent, and this came to play the major part in what the 
women described as a terrible nightmare. To have someone to confide in seems to 
have been the exception for the women and instead their lives became quite restric-
ted and some described being cut off from their former circle of acquaintances. This 
agrees fairly well with research that has shown isolation to be both a consequence of 
violence and essential for its continuation (Heise, 1998). 

Despite the ‘nightmare’, the women carried on by such means as nurturing ‘rosy 
dreams, or hopes for a change for the better, and from a desire to defend the relationship 
and not give up the thought of having a family. The relationships became complex with 
negative, wicked behaviour and violence balanced to some extent by positive elements. 
Some women even spoke of such things as long-standing friendship, passion, love, 
strong feelings and a belief they were meant for each other. For two of the women it 
was still possible to have a reciprocal and good sexual life, where their partners were 
gentle and paid them attention, in this way making them feel noticed and respected. 
Two women had planned pregnancies and spoke about their babies as love children 
and the result of their decision to consummate the relationship, rather than believing 
that pregnancy would improve the relationship or reduce the violence. 

For the most part, however, the narrated relationships consisted of an ever present 
fear and insecurity, not knowing what was going to happen next. No matter what 
the women did, as far as adapting, obeying and trying to calm the partners down, 
mostly nothing helped. Sex was sometimes effective in countering violence, but left 
the women with feelings of repugnance, emptiness and disgust. The descriptions of 
sexual life were negative (apart from the two women mentioned above) and in one 
way or another were seen as a part of the violence. The women were either physically 
forced to have sex or felt they had no other choice. One woman learned to avoid 
showing sadness since his comforting turned into forced sex and the more resistance 
she showed the more sexually aroused he became. Some described sexual acts as rape, 
for one it happened almost every night, over and over, even when she was pregnant, 
until the very last week. Another woman had perhaps her most horrifying experience 
when she was at the very end of her pregnancy and was raped in the shower while 
she wept but did nothing. The women’s partners, however, probably did not consider 
their actions to constitute rape, such as in the first case the woman said he considered 
sex his ‘right’ and in the other case she offered no resistance. There were, however, 
examples of the partner’s reactions and insolent comments concerning having inter-
course when the women did not actively take part, such as she was “expressionless” 
and it was “just like penetrating a mattress”. 

The women’s descriptions of sex hinted at silent and uncommunicative love acts with 
no room for foreplay, discussions about contraceptives or other forms of protection 
and might explain why the pregnancies were often unplanned and not the result of a 
shared decision. An extreme example was the partner who hid the woman’s contracep-
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tive pills and hurt her to force her remove the IUD she had had fitted, criticized her 
after she had legal abortions and made her pay because he had decided to make her 
pregnant at all costs. Since the same man was described as extremely dominant and 
neglectful and ignored her when she was expecting, pregnancy could have been his way 
of keeping her subjugated, as described in other research (Coggins & Bullock, 2003). 
When women are living in a relationship with a violent partner, they usually have very 
limited control over their sex life and fertility and they thus become unintentionally 
pregnant more often than other women (Campbell et al., 2000; Coggins & Bullock, 
2003; Pallitto & O’Campo, 2004; Pallitto et al., 2005). See further Paper IV.

According to the professionals who met men inclined to violence (Papers II and 
III), their clients generally denied ever using sexual violence. But men’s statement 
can be questioned for several reasons. First, the term ‘sexual violence’ probably was 
interpreted by the men as something very different from what they believed they had 
participated in (according to what the professionals described, see below) and the 
same is most likely true for the term ‘rape’. The ways in which the men were asked 
about sexual violence can also be questioned. In one program, for instance, the clients 
answered written standardized questions at enrolment. Moreover, veracious, self-re-
porting was unlikely given that the men viewed sexual violence as sensitive and taboo 
and as a low status crime and that the institutions were obliged to report knowledge 
about rape. Accordingly, the issue was also a sensitive one for the professionals and 
apart from the men’s denial it seemed to be almost unmentionable and was further 
complicated by their duty to report it. Despite the professionals’ own understanding 
that men and women view sex in different ways, that men may see sex as their right, 
use women for sex and use sex as a part of acts of violence, sex and sexual violence was 
largely avoided issues. There was thus hardly anything in the intervention programs 
that would lead men to reveal sexual violence.

In addition, the professionals’ own definition and interpretation of the term ‘sexual 
violence’ was partly something specific and different from involuntarily sex. Someone 
suggested sexual violence was probably more commonly committed by men with drug 
problems and various personality disorders. The discourses gave the impression of 
(presumably unconscious) attempts to keep the sensitive issue of sexual violence at a 
distance, to marginalize it and to view it as fairly uncommon or as mainly concerning 
other men outside the intervention programs. This view supported the professionals’ 
belief that they did not have sexual offenders in the programs – just fairly ordinary 
men (cf. ‘Normal or deviant?’ p. 39).

All in all, an obvious clash emerged between the perspectives of the women and 
the professionals regarding sex and violence (Papers II–IV). For the women sex was 
as a common, coerced, forced or reluctant part of the IPV; they used the term rape 
and reported the negative and longs-lasting effects. The professionals, on the one 
hand, recognized the women’s perspective although not usually through the men’s 
confessions, but on the other seemed to accept the taboos and the men’s denials, as 
if all their clients were exceptional cases. Consequently, they did not give this any 
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space and neither confronted men about sex related to violence nor emphasized their 
responsibility, as they did with other forms of violence regardless of the standpoints 
the men presented. 

Other studies report that sexual violence is a large part of IPV (Coggins & Bul-
lock, 2003). One third and up to half of physically abused women are also subjected 
to sexual violence (Heise et al., 2002) and women in IPV relationships have very 
restricted control over their sexuality (Campbell et al., 2000; Coggins & Bullock, 
2003; Pallitto & O’Campo, 2004; Pallitto et al., 2005). However, the way the subject 
of sex and sexual violence was handled in the programs for men (paper II, III), might 
have sustained the understanding of sexual violence as uncommon. Furthermore, it 
may then, unintentionally, also have supported the view that sex is an eroticization of 
dominance and is supposed by men to be just a related part of sex or a backdrop to 
their violent acts (cf. Hearn, 1998). Accordingly, sex and sexual violence are viewed 
by violent men as components of tacit heterosexuality, kept separate from their defini-
tion of violence and hence absent in their talk about violence. Sexuality is one of the 
most central arenas where masculinity is constructed and acted out (Hearn, 1998; 
Messerschmidt, 2000), but according to interviews with the professionals, issues 
related to sexuality were largely omitted in their discussions with the men in their 
programs which might then leave stereotypes and gender dichotomies unchallenged 
(cf. ‘Normal or deviant?’ p. 39).
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Figure 5. The professional discourse explaining pregnancy as a potential trigger of violence
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The pregnancy put the screws on 

The professionals (Paper II) did not say that pregnancy is a cause of violence but that 
pregnancy together with other circumstances can trigger violence, especially when 
it is the first child that is expected and in volatile relationships (Fig. 5). According 
to the nine women’s narratives (Paper IV), they were subjected to violence in four-
teen pregnancies in total. In five cases the IPV clearly started or restarted with the 
pregnancy (the first joint child for four) and was described as a turning point when 
the relationships changed for the worse, although for three of them the relationships 
were quite volatile even before. For the others it seemed that the pregnancy largely 
made the ongoing violence worse, kept it about the same or made the already dif-
ficult relationship even more complicated. Being pregnant with the violent partners 
was mostly described as a terrible and frightening experience and none described 
pregnancy as a calming or protective factor. 

The women perceived the partners as generally rather uninvolved in the pregnancy; 
they changed for the worse, stopped showing positive feelings and became irritated, 
worried, tense and uncommunicative. The women were often stressed, and very 
afraid of violent acts and the effects on the unborn baby. ’Ordinary’ everyday life 
was perhaps even worse with an endless sequence of psychological violence and their 
partners oppressing and controlling them and acting as if they owned them, their 
pregnant bodies and their expected babies. While the partner might appear proud of 
the baby, he could suddenly treat it as worthless, as when he became violent. Six of 
the nine women could compare with very different and positive previous pregnancies 
in non-violent relationships and were aware of the considerable contrast. The violent 
partners were not concerned about them, gave them no supportive care or sympathy 
because they were pregnant and the women could neither really enjoy nor fully take 
in the growth and the quickening of the foetus. The women instead described their 
condition as being in a depressed state of mind, lonely, lacking appetite and extremely 
weary. Moreover, the women did not get to feel that they were good mothers since 
they were constantly criticized and belittled and some partners even questioned or 
regretted their paternity.

Seeing it from different sides 

The stories told by the women (Paper IV) gave some hints and ideas about the partners 
and their bad temper and reactions related to the pregnancy and how this resulted in 
an initiation, recommencement or escalation of the violence. The studies presented 
in this thesis, however, do not give the partners’ side of the stories. The professionals’ 
discourses regarding the changes, disturbances and demands on men during their 
partners’ pregnancy suggested that pregnancy could be seen as a possible trigger of 
violence and might well explain at least some of what was going on in the fourteen 
narrated pregnancies (Fig. 5). 

Examining the findings in the two studies with professionals and women respec-
tively, it is easy to find connections but also contrasts between their points of view 
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regarding the partners’ side of the matter. The professionals (Papers II and III) linked 
the violence to such things as discontentment and displeasure within the relationship, 
often related to the men’s deviant and overly idealized view of women that sooner or 
later had to break down, for example when she became pregnant with his resulting 
dislike of her. This view is particularly well exemplified by one woman’s story (Paper 
IV). Her partner felt ashamed of her pregnant body, did not want to be seen with 
her, called her a ‘fat and ugly toad’ and did not even allow her to travel with him in 
the car on their way to work.

The professionals described expectant fathers as feeling lost, left out and threate-
ned (Paper II) while the women (Paper IV) told quite different stories. The women 
described how their partners’ deliberately ignored both them and their pregnancies, 
how they did not seriously care about the baby and did not try at all to take part or 
get close. However, it seems unlikely that the couples in a relationship with ongoing 
IPV, would be able to engage in open-minded discussions about each other’s feelings 
regarding the pregnancy. Indeed, according to both the women and the professionals, 
the couples were instead often engaged in a very deviant interplay using a negative, 
defensive language that lead to misunderstandings and disputes (Papers III and IV). 
Moreover, just as with paradoxical messages regarding power it might have been impos-
sible for the men to show such feelings as being left out and vulnerable as expectant 
fathers; such feelings were probably viewed as showing the women that they were 
incapable and this would have been incompatible with their masculinity (cf. Hearn, 
1998; ‘Powerful or powerless?’ , p. 38).

The antenatal care 

In Sweden, midwives working in antenatal care are responsible for birth education 
classes and all the routine care of pregnant women, including a visit after the delivery. 
Women are referred to physicians only if something is found to be abnormal. The 
Swedish National Board of Health and Welfare (in Swedish; ‘Socialstyrelsen’) provides 
national regulations and recommendations for antenatal care, but for certain psychoso-
cial matters the guidelines are vague or even non-existent. Consequently, the subject of 
violence against women is handled quite differently in different counties and antenatal 
care clinics throughout the country. As regards the antenatal care clinics mentioned 
in study one and three (Papers I and IV), no routines or guidelines regarding IPV 
were in place at the time when the studies were carried out.

Both the study with the midwives (Paper I) and that with the women (Paper IV) 
presented pictures of encounters at the antenatal clinic, but from different viewpoints. 
The two sides could be generalized and described with the help of two metaphors; for 
the midwives “beating about the bush” (in Swedish: ‘att gå som katten kring het gröt’) 
and for the women “keeping up a front”. It goes without saying that these attitudes 
in combination do not promote disclosures of IPV. The following sections present 
the main aspects of the two metaphors and finally discuss the consequences.
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“Beating about the bush” 

The midwives (Paper I) had worked within antenatal care for on average about 16 
years but their own experience of violence against pregnant women was limited and 
the unrecorded cases were unknown because of hidden statistics. Consequently, even 
if the midwives were well-informed regarding the subject area, their knowledge was 
rather theoretical. 

To get a hint of how often the midwives had met women known to be sub-
jected to physical and sexual violence in recent times, they were asked to estimate 
roughly the number of such women among their enrolled pregnant clients during 
the preceding year. The frequency was 0.6% – very low compared to national 
(1.3-4.3% ) (Hedin et al., 1999; Stenson et al., 2001) and international (1-38%) 
prevalences (Saltzman et al., 2003; Jasinski, 2004; Shadigian et al., 2004; WHO, 
2005). Although the midwives’ approximations were retrospective, they provided 
an indication of how much IPV during pregnancy came to their knowledge (and 
one can reasonably expect that, if anything, the numbers provided by the midwives 
were overestimations). Yet, most of the midwives recalled cases when they had sus-
pected abuse but were unable to confirm it. They reported their reasons for their 
suspicions, such as an intuitive feeling that something was wrong, women missing 
appointments and women being insecure, rushed and turning down attempts to 
extend contacts. Moreover the midwives believed that it could be a sign of violence 
when women had a lot of fears and worries as well as a controlling partner or dif-
ficulties in the family.

The midwives found it hard to talk to pregnant women about violence since they 
felt that the subject was regarded as taboo and asking a direct question would be very 
sensitive. It was seen as extremely difficult to be certain when interpreting the signs of 
abuse since one could not easily tell from the outside, one had to know the woman 
and to have very strong reasons before explicitly asking about IPV. The midwives 
said they did not have written guidelines either for assessment or for intervention of 
IPV at the antenatal clinic. Instead, they handled the issue of violence as they did to 
get that of vague psychosocial problems, namely, they tried to be open and receptive 
in creating dialogues and in establishing good contacts with the women. If this was 
hampered for various reasons, the midwives could for example propose the woman be 
given more frequent or longer appointments and could in different ways encourage 
her confidence until the midwife found it appropriate to ask the sensitive questions. 
However, the midwives rarely reached the point where they dared to ask, that is, they 
tended to indulge in ‘beating about the bush’.

‘Keeping up a front’

The women concealed the ongoing IPV in most situations and as one woman said, 
she “became a specialist in lying”. The reasons for this were complex but seemed to 
be closely related to the ambivalence between recognizing their situation as all wrong, 
hoping for a change and accusing themselves of being a part of the problem. More-
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over, disclosing the IPV was the same as revealing their own stupidity in allowing 
the violence to go on. 

Two of the women had left their partners during pregnancy because of life-threa-
tening violence. For the others, a lot was going on behind the façade while they were 
‘keeping up a front’ and trying to make others believe that everything was all right. 
Women weighted the pros and cons of staying or leaving and apart from love, the 
hope of better days and the wish to not give up their dreams and they were afraid and 
uncertain about leaving. Two women mentioned financial dependency, which might 
be less of a problem in a Swedish context than in many other countries because most 
women here are gainfully employed, there are generous public social insurance systems 
and low-cost public childcare. However, separations can still change one’s financial 
status and security and is thus a relevant factor for most women even in Sweden (cf. 
Anderson & Saunders 2003; Walker et al., 2004). The two women mentioned were, 
however, probably in quite unusual situations compared to most other women in 
Sweden. Their partners kept control over the finances by, for example, transferring 
money to their own accounts and signing away properties for their own profit. 

Women pictured their lives as characterized by a day-to-day strategy to find the 
power to endure rather than break up the relationship. At the same time as they were 
visualizing them ending; they expressed a sense of not finding a way out of their very 
complex and strange situations. While seeing no other choice but to carry on, and 
despite oscillating between love and hate, hope and despair, they used a lot of different 
tactics to maintain balance between resistance and adaptation in order to survive (cf. 
‘The lover turned perpetrator’ , p. 41).

The women described how, for example, they tried to keep out and conduct them-
selves in such a way as to avoid certain behaviours to prevent their partners’ outbursts. 
However, such attempts were largely unavailing because the reasons for the aggression 
were rarely obvious but were instead very strange and unpredictable, and once an 
outbreak started little could be done to stop it. Another and more doable way was 
to find ways to endure the violence or even to use repressive mechanisms. Moreover, 
horrified for the sake of the unborn baby, the women fend off, backed down, tried to 
calm themselves and even used sex to appease the man and thus to defuse the whole 
situation. Nevertheless, the women also described how they actively offered resistance 
such as by questioning his behaviour, refusing sex, sharply telling their partners to stop 
the violence out of care for the baby, by using self-protection and even fighting back. 

In all this, the women became more and more isolated and largely, and with a few 
exceptions, were cut off from former social networks at the same time as they were 
‘keeping up a front’ in relation to others. 

Enrolment at the antenatal clinic

The women interviewed were all enrolled at antenatal clinics where it was not routine 
practice to ask direct questions about violence (cf. Paper I), accordingly, the existence 
of IPV was mostly unknown at the clinics, just as it was for other people around the 
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women (cf. ‘Keeping up a front’, p. 47). The women’s descriptions of the antenatal care 
appointments were either quite negative or neutral. They had problems remembering 
the midwives (although this is probably quite common), they did not clearly understand 
the role of the midwives and one was even unsure if she had in fact met a midwife. The 
appointments were perceived by some to be standard medical checks and by others as 
threatening events where they had to hide or lie or the scheduled times were simply 
skipped. It would have been menacing and shameful to reveal that they stayed in a 
situation where they were subjected to violence since that was the same as accepting it. 
At the same time as suffering a lot of pain and ambiguity, the women used a great deal 
of energy in enduring their relationships and in such an unstable situation, keeping 
appointments was demanding because they would not letting someone in and being 
questioned. It seemed as if keeping their distance and saving face in front of others, 
including the midwives, was a survival mechanism. In addition, several of the women 
did not know the midwives as people they could have complete confidence in and they 
were even regarded as authorities and in that sense menacing to the women.

The midwives knew about the violence in only three of the fourteen pregnancies 
with IPV mentioned. This was, however, helpful to just one of the women, while 
the other two were referred to other professionals, but were not really helped by any 
of them. Before getting to the example of the helpful and compassionate meeting, 
a comparison is presented between the viewpoints of the midwives and the women 
subjected to IPV, in an attempt to understand why meetings between them commonly 
failed to generate trust.

The categories, printed in italics (cf. Fig. 3 in Paper I) are followed by both the mid-
wives’ (M) and women’s (W) positions as described in more detail in Papers I and IV.

Avoid antenatal care 
M: it was to be expected that women subjected to IPV might choose not to show 
up at the clinic. 
W: that was exactly what some women did since they did not want anyone to ask 
questions or interfere as they felt threatened or they had visible bruises.

Vague standard questions 
M: used pre-printed questions from the antenatal care records about subjects 
such as tobacco and alcohol, but had no questions or other guiding principles 
regarding IPV. 
W: none of the women mentioned being asked about violence, but three spon-
taneously decided to tell the midwife. 

Poor communication 
M: the midwives said it was hard to get close to some women. 
W: antenatal care was seen as mainly somatic check ups and the midwives were 
not necessarily regarded as trustworthy so the women kept their distance.
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The man guards
M: men were invited to the appointments and it was seen as important to get 
them involved. Nevertheless, those men who attended all the time were sometimes 
met with suspicion and they made it impossible for the midwives to ask about 
violence.
W: only one woman told about having a partner who always went with her to 
the appointments (and he was adorable to the midwife), for the others it seemed 
as if the partners were rather uninvolved. 

The woman conceals 
M: when violence was suspected it was difficult to get close and to gain the women’s 
confidence, despite prolonged and more frequent appointment and even trying 
to get clues from colleagues. Instead of asking direct questions, they were ‘beating 
about the bush’. 
W: there were many ways to keep their distance from someone they did not want 
to make contact with but wanted to hide from, such as staying home when injured, 
covering bruises with clothing, lying, not telling, being reserved so as not to let 
the midwife in and in short, ‘keeping up a front’.

Despite all the obstacles described above, the midwives thought about the possibility 
of deepening the dialogue, listening, being aware and looking for signs and waiting 
for the right moment to ask. As asking was regarded as very difficult, sensitive and 
taboo they needed to be almost sure – not just suspicious – before questioning the 
women. What also might be questioned is whether the resistance in midwives to ask 
intrusive questions might mirror a prevailing wishful thinking about pregnancy that 
does not necessarily reflect most women’s real life situations, but instead overly posi-
tive and romantic. Moreover, midwives might even be responsible for maintaining 
and reconstructing that particular discourse of pregnancy, which is undoubtedly at 
odds with IPV (cf. ‘Discourse analysis’, p. 34). 

To sum up and according to the interview results (Papers I and IV), instead of 
asking straight questions the midwives continued their interpretive process which 
was like ‘beating about the bush’ while the women were ‘keeping up a front’. This 
can be seen as a vicious circle that can be explained as a reciprocal interplay; the 
midwife did not get close and became insecure because the woman concealed things 
and the woman did not open up because the midwife was uncertain and suspicious 
and that prevented both disclosure and support from taking place. But there was one 
exception as follows:

One woman found pleasure in visiting the midwife. This was in contrast to her 
experience from a previous pregnancy when she also was subjected to violence. The 
difference seemed to have been a combination of herself, the nature of her relationship 
and the midwife she met at that time. During the earlier pregnancy, the relationship 
had been fragile and new and the experience of violence was overwhelming and hard 
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to put into words. The memories of the antenatal care appointments in that pregnancy 
were somewhat diffuse; she could not remember going there much at all but what 
she kept in mind was seeing the midwife as an authority and the memories aroused 
threatening and negative feelings. In the later pregnancy, things had changed for her 
and with her relationship and she had had opportunities for deeper self-reflection. 
In that position she met a midwife who did not lecture her but simply sympathized 
with her, who allowed openness and tears and this was enough to meet the woman’s 
needs. Although she did not leave her partner until some time after pregnancy, those 
appointments became very important to her.

Trustworthiness

The interpretation and representation of complex realities are imperfect and incom-
plete since (just like knowledge in general) they are constructed, contextually depend-
ent, time-bound and contingent (Riessman, 1993; cf. ‘Analytical Frames’, p.23). It is 
important, therefore, to continually have evaluative discussions to reflect on every 
step during the research process to avoid possible limitations, uncertainties, deviations 
and biased interpretations (Kvale, 1996; Taylor, 2001). Since the quality of qualitative 
research depends on its trustworthiness, reflection and questioning discussion were 
important throughout the research process for all three studies compromising this 
thesis. Trustworthiness is multidimensional, just like qualitative research itself, yet it 
is often described in technical terms such as conformability, dependability, credibility 
and transferability (Lincoln & Guba, 1985; Dahlgren et al., 2004). Below, some sum-
marized discussions are presented (see also discussions in Papers I-IV).

Doing qualitative research means using oneself as an instrument. Accordingly, 
one inescapable factor that undoubtedly affected the outcome of the three studies 
up to the point of writing this sentence was myself as an investigator (cf. ‘Interaction 
in interviews’, p. 30). This ‘midwife bias’ of mine (besides that of being a woman, a 
spouse, a parent etc.) has certainly left its imprint in the construction of the research 
questions, in readings, meeting informants, data interpretation, analyses and finally 
when re-representing the viewpoints of the informants in the reports delivered. 
However, my own standpoints have deliberately and systematically been cultivated 
through extensive study, openness, curiosity, and interactions with collaborators. It 
was nevertheless impossible, of course, and probably not even desirable to eliminate 
this bias. In fact, on several occasions it was evident that the ‘midwife bias’ was useful 
and advantageous, particularly when interviewing women who had been subjected 
to violence.

A less obvious, but perhaps more serious bias, is theoretical pre-understanding 
(including study design) originating in predominantly mainstream traditions within 
the subject area, since it is easier to conform than to challenge (Mishler, 1986). There 
are, however, two sides to this, on the one hand being open and counteracting fixed 
ideas and on the other realizing the necessity to relate to and include previous research 
(Taylor, 2001). Moreover, knowledge cannot be constructed from a void because it 
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reflects not just the present but also the past (Burr, 2003). Preconceptions regarding 
‘IPV and pregnancy’, ‘gender’ etc. might have influenced not only the research ques-
tions themselves but also the way the studies were carried out. Potentially negative 
effects deriving from these preconceptions in the three studies compromising were 
dealt with by way of (1) allowing an emergent design; (2) triangulation, i.e. permitting 
interplay between different theories, methods and the three viewpoints of midwives, 
professionals and women, which produced not just separate perspectives but in their 
juxtaposition, furthered a deeper understanding of a complex subject area; (3) by 
keeping detailed audit trails: i.e. saving notes, memos, sketches, preliminary and 
finally analyses to make it possible to check how interpretations were made and how 
well they were grounded in the recorded data; and (4) by regular discussions of the 
interpretations in the research group that represented an interdisciplinary research 
environment (cf. ‘The research process’ p. 22).

In each of the three studies plenty of time was set aside for each interview (in-
cluding time for the respondents to get information and to put questions before the 
recorded interview started), creating the possibility of building trust and of entering 
into the details of the subject area in more depth. For practical reasons such as time 
and money, one interview was planned and carried out with each person; in hindsight 
a second interview would probably have been useful. Some respondents received the 
interview transcriptions to read (all were offered that chance), some contacted me 
(KEE) afterwards to talk, to make comments or to pose questions but none wanted 
to revise the transcripts of the interviews. 

One difficult decision in qualitative research is to determine an appropriate sample 
size. To do as Kvale proposed (1996, p. 102) – “interview as many subjects as neces-
sary to find out what you need to know” – seems simple enough but the reality is a 
little more complicated. Most studies are constrained by time and resources, so the 
approximate sample size may have to be decided at the commencement of a study. 
The exact number of interviews was not decided beforehand for any of the studies 
included in this thesis, so that more respondents could be added if needed. This was 
in line with the inductive attempt to generate knowledge from data (and not to test 
a hypothesis) in order to reach theoretical ‘redundancy’. Just the right sample size is 
not too many and not too few but enough to allow the point to be reached where 
further interviews seem unnecessary and where they probably add little or negligible 
new knowledge with which to answer the stated research questions (Kvale, 1996). 

With respect to transferability, the results in Paper I are of obvious relevance 
whenever routines are developed for IPV interventions and especially in the context of 
antenatal care. The professionals (Papers II and III) engaged in intervention programs 
for violent men showed considerable variation in their backgrounds, work settings, 
agenda and some set the tone more than others. Yet, the discourses were largely 
consistent across the respondents and it therefore seems highly plausible that they 
reflected larger discourses. While the results are probably transferable in Sweden to 
intervention programs for violent men, more importantly, they could form a starting 
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point for further discussions about curricula and professional discourses regarding male 
violence. For the sampling in Study 3 (Paper IV), the personnel who helped recruit 
respondents from the women’s shelters and the probation centre were informed in 
detail about the aim of the study and the sampling intentions. Nevertheless, we had 
no direct control over additional exclusion and inclusion criteria that might have been 
applied. Therefore, we may have come into contact with the most talkative women, 
those subjected to particularly serious violence, or women who, in other ways, may 
not be representative of pregnant women subjected to IPV in general. However, given 
the coherent picture that emerged from the interviews, and the results that could be 
compared to previous research, there is no reason to suspect that the results of this 
research are extreme. Instead, within the limits of the conclusions, the results are 
transferable to other women subjected to IPV in the period of pregnancy.
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Conclusions 
The subject of this thesis is beyond question a public health problem (FHI, 2005). 
The objective was to study intimate partner violence (IPV) focusing on the period 
of pregnancy in a Swedish context. The design was emergent and triangulation was 
used enabling interplay between theories, methods and the different viewpoints of 
midwives, of professionals working with men inclined to violence and of women 
who had been subjected to IPV during pregnancy. Combining different perspectives, 
as in this thesis, not only provides a more comprehensive and complex picture than 
otherwise, but it also exposes contradictions and disagreements. 
A few selected conclusions from the thesis will be stated below, followed by some 
implications for practice and future research. 

IPV during pregnancy as horror, hope and resistance

All the women’s abusive relationships started as love-stories that gradually turned 
into stories of suffering severe physical, sexual and emotional violence (Paper IV). Yet 
the women maintained that their relationships had both negative and positive sides, 
despite the violence and they even accused themselves of being a part of the problem. 
Rather than being a calming factor, all the women described how their pregnancies 
made their relationships even more complicated and took matters to the extreme 
of horrifying experiences. The women negotiated their difficult situations by trying 
to strike a balance between forbearance, love, adjustment, subordination and active 
resistance, while hoping for a change or for the right time to leave. It seemed to have 
been particularly untimely to break up during pregnancy; only two broke up and 
those were for life-threatening reasons. Moreover, the women coped with their dif-
ficult situation by ‘keeping up a front’, hiding their situation from others and thereby 
forcing themselves into social isolation. 

The antenatal care encounters 

With one exception, none of the women subjected to violence during pregnancy had 
positive experiences of the antenatal care they received (Paper IV). Some of the reasons 
for this became obvious when the stories told by the women and the interviews with 
the midwives were juxtaposed. The midwives (without routines for IPV assessment 
and intervention) were afraid to pose sensitive and potentially offensive questions 
even when they suspected the abusive relationships. The women on the other hand 
were threatened by proximity to someone who could reveal their situation and ac-
cordingly they hid behind a façade and even missed appointments. The combination 
of midwives ‘beating about the bush’ and the abused women ‘keeping up a front’ is 
obviously incompatible with optimal antenatal care of pregnant women subjected 
to IPV. Among the three women that had revealed the violence to the midwife, only 
one felt that she had received the support she wanted and needed. 
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Contrasting pictures of violent men

With few exceptions, the women interviewed described deficient or obstructed fertility 
control, rape and forced sex as an inescapable part of the IPV. In contrast, the profes-
sionals meeting violent men said that practically all their clients denied ever having 
been sexually violent. Yet, the professionals acknowledged that men and women may 
have different definitions of sexual violence. 

The women claimed that if the ongoing violence did not remain about the same, 
the pregnancy was the point at which it started or became worse and none mentioned 
that pregnancy functioned as a protective factor. In the professionals’ experience, 
pregnancy was a period that could make impossible demands on male partners, who 
felt they were left out and had lost control and it could therefore trigger violence, 
especially if the relationship was volatile and they were first-time parents. The women, 
on the other hand described their partners as being far from left out but that instead 
they kept themselves at a distance and were interested neither in them nor in their 
pregnancies, and made the women feel unwanted and unworthy as mothers. 

The professionals described violence as the result of complex situations and inter-
play and not simply an issue of ‘power and control’. Women gave a picture of their 
violent partners as ‘Dr Jekyll and Mr Hyde’ which agrees with how the professionals 
described the men as ordinary but yet deviant in their views of women and in com-
munication and interplay with others. Moreover, the professionals gave a multifaceted 
picture of violent men; they displayed poor self-confidence, were weak, fearful and 
powerless but they gained toughness and control through their violence. While the 
women also provided a complex picture, they lived under constant threat of violence 
and the men’s violent outbreaks produced unequivocal terror. 

The Professional discourses might counteract their own good intentions

There were obvious disagreements between the views of some of the professionals 
and some of the women. It was clear from the professionals’ discourses that men 
inclined to violence might be regarded as both normal and deviant, but their ways 
of ‘being a man’ were displayed differently in their intimate relationships compared 
to most other situations including participating in programs. If they found reasons 
to be aggressive in the relationship, some men attacked immediately, others built up 
aggression and exploded unexpectedly or ultimately after trying other solutions. The 
violence might be understood as a response to their poor ability to communicate their 
feelings of weakness and helplessness to their spouses. Their violence seemed to be an 
attempt to express their masculinity and to maintain their position as ‘being a man’. 
An obvious conclusion from this is that men will not stop their violent behaviour 
unless their thwarted view of masculinity and their inability to communicate in close 
relationships are tackled. 

The professionals very clearly intended to make men accept responsibility for 
and stop their violence and they also wanted to change their views on masculinity. 
However, their discourses appeared to be unreflective and even counterproductive. 
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Sex and sexual violence were regarded as sensitive and difficult issues and were largely 
omitted from the programs and accordingly, the client’s denial of having committed 
sexual violence was not challenged. Similarly, other relational ‘gender constructional’ 
issues concerning close relationships, such as pregnancy and parenthood, were also 
commonly excluded from the programs for men inclined to violence. With the stories 
told by the abused women in mind, challenging views of masculinity seems urgent, 
but this will probably be ineffective without discussing it in relation to intimate and 
relational matters. 

Implications

Intimate partner violence (IPV) is very complex on both individual and societal le-
vels and deals with power structures regarding gender and social status, but it is also 
related to such aspects as psychosocial and drug problems. Accordingly, there can be 
no simple solution to IPV. Nevertheless, given the results presented in this thesis it 
is possible to identify some specific areas where it is possible to intervene and where 
improvements are possible.

Antenatal care

Midwives need to pose direct questions about IPV to all pregnant women as part of 
the routine surveys at antenatal clinics. For Sweden in particular, national recom-
mendations from the National Board of Health and Welfare would be desirable. 
However, the good news in Sweden is that during the last few years, in the antenatal 
care programs of several counties including the two counties concerned in this thesis, 
routine assessments including questions about violence in relationships have been 
implemented.

Posing questions is a good start. According to the results of this thesis, however, 
women’s ambivalence and complex relationships render decision-making difficult. 
Consequently, midwives (as well as other health professionals) need properly function-
ing professional networks not only to support themselves but also for complementary 
consultations for the women subjected to IPV. Midwives need to listen, to be non-
judgemental, patient and empathetic in order to empower the women to find their 
own solutions. Perhaps most importantly, the midwives need to understand that 
making decisions, such as about leaving, is a process and not a one-off event. 

Research is needed to evaluate discourses, assessments and intervention programs 
in antenatal care and to develop and improve the routines and networks used to date. 
The possible side effects of a more direct approach to reveal the existence of IPV, such 
as the risk that some women may avoid visiting the midwife, need to be evaluated. 
Studies also need to bring in other perspectives, not only the pregnant woman’s but 
how a disclosure of IPV may affect the rest of the woman’s family, such as the father 
and the siblings of the expected baby. 

In Sweden and probably in many other countries, men are almost always with 
the women when they give birth. This invites several interesting research questions, 
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such as, can violent men still be supporters when their partners give birth, and if so, 
how does that affect the woman in labour, the delivery process and the assisting staff 
(especially if IPV is known)? These thoughts inevitably bring some data to mind (from 
Study 3 in this thesis, although not included in the results) about the women’s delivery 
experiences, and provide ideas to further analyses and also wider studies.

Intervention programs for men inclined to violence

The professionals working with men inclined to violence, themselves questioned 
the way certain issues regarding ‘changing views of masculinity’ were handled in the 
intervention programs. This represents a significant potential for change.

Just like many other normative discourses, masculinities are not stable constructs 
but can be reconstructed in interactions and negotiations with others. The challenge 
lies in the possibility of changing male discourses, performed in interplay and com-
munication with others. The professionals in the programs are authorities and have 
the knowledge and power of possessing the ‘truth’ and as such, might exert a decisive 
influence on men inclined to violence. The professionals need to bring in what the 
men prefer to leave out, that is sensitive and difficult questions dealing with close and 
intimate relationships such as those about sexuality, pregnancy and parenthood. If the 
professionals introduce relational topics with examples from the men’s own everyday 
life, it might present them with many opportunities to confront and oppose the men’s 
own discourses and hence change their attitudes and thereby even reduce violence.

There is a great need for studies evaluating intervention programs for men. Speci-
fically, as far as I know, not many studies have been carried out regarding professional 
discourses in such programs and hopefully this thesis will set a challenge and initiate 
fruitful discussions leading to more research. 

When the studies of this thesis were carried out, the viewpoints of the violent men 
were present in our minds but absent in research practice. I hope in future to expand 
my pilot interviews with violent men regarding IPV and at the same time also explore 
related issues such as sexuality, fertility control, pregnancy and parenthood.

To end, I will dedicate this thesis to the unending construction of knowledge. 
Much needs to be said and done regarding intimate partner violence and my since-
rest desire is to make not only a contribution, but also to inspire others to call into 
question the prevailing approaches to knowledge in this area, including those used 
in this piece of work. 
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