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Background: The paper aims to identify the factors for effective implementation and adherence to the behavioural
intervention package by women experiencing domestic violence (DV) and attending ANC in a public hospital.
Methods: A qualitative study was undertaken with 211 pregnant women experiencing DV and attending antenatal care
(ANC) at the LN Hospital, New Delhi. The intervention was given to women recruited under the RCT study. The nar-
ratives were analysed under two broad themes, impeding and facilitating factors, with nine sub-themes.
Findings: Impeding factors are external factors generated by the structural interaction of the participants, whereas
facilitating factors are supplied internally in the trial to eliminate the influence of impeding factors and singulate
the factors under study. Our results show that despite the plethora of impeding factors (nine), the overall sum impact
of impeding factors falls short of the positive impact of facilitating factors (nine), which were minor adjustments but
reinforce participation in the trial and adherence with 97% follow-up rates.
Interpretation: Our study findings are expected to reset the treatment protocol, which entails converting impeding fac-
tors into facilitating factors for appropriate adherence and compliance and adequate access and utilization of public
services. The sensitization of healthcare providers to the impact of the quality of human interaction on the patient
and its impact on the uptake of healthcare services and adherence is needed, particularly in the public hospitals of
India.
Funding: Funds received for the research are from the Indian Council of Medical Research (ICMR), New Delhi, Govern-
ment of India.
1. Introduction

Domestic violence (DV) against women can be physical, sexual, or
psychologically perpetrated by a husband or familymembers, leading to in-
creased long-term physical, sexual, and mental health consequences. The
prevalence of DV during pregnancy increases manifold [1]. Treatment at
hospitals does not address the health needs of the women experiencing do-
mestic violence (WEDV), especially their mental health. Many studies have
been conducted to assess the prevalence of DV in pregnancy. It was found
that 12.9% of 481 women at an antenatal assessment in Ireland [2], 18%
of 2199 women during their last pregnancy in India [3], 49.5% of 921
women during the antenatal care (ANC) period in India [4], and 27.7% of
612 pregnant women in Uganda [5] during that pregnancy reported to
have experienced DV. ANC allows the healthcare provider to screen for
and diagnose DV. Several studies have found that providing intervention
ervention package; OPD, Outpatient d
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promotes self-empowerment and resilience in women to protect them
from future abuse [6].

Even when practices were targeted, conducting a randomized
controlled trial (RCT) and clinical practises within a hospital setting is
problematic [7]. “Contextual” elements such as the hospital environment,
management, work systems, and current health policies [8] influence the
clinical trial implementation of integrated therapies [9,10]. The interven-
tions tested have generally combined women's economic empowerment
with or without some other elements, including gender-focused ones. It
was found that providing the participants with incentives and a courteous
telephone connection with them aided in better follow-up and retention
[11]. Along with the evaluation of the RCT [12], it was recommended to
collect information about the elements that facilitate or pose barriers to im-
plementing interventions, as this aids in identifying the unwanted
challenges in clinical trials [13–15]. Although RCTs are considered the
epartment; DV, Domestic violence; WEDV, Women experiencing domestic violence.
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“gold standard” in evaluating healthcare interventions, finding subjects
for such studies is difficult [11]. It becomes complicated if the study
focuses on screening women who have experienced DV and recruiting for
an RCT [16].

Furthermore, pregnant women's reluctance to participate in RCTs stems
from their fear and perception of risk to their fetuses and health [17,18].
Literature shows that there is a hesitation to conduct and encourage clinical
research among pregnant women [19–24]. The significant reasons are con-
cerns about health and safety, difficulty in recruitment, and retention of
pregnant women [23].

As a result, a few interventions to reduce DVhave been tested in various
settings [6]. Therefore, treatments that consider the context and complexity
of their lives and are tailored to their particular circumstances, priorities,
and needs will benefit women in abusive relationships. One of the critical
recommendations of a study is that evaluations of “complex” interventions
must pay attention to disparities acrosswomen, analyse differential impacts
across subgroups, and explore who, how, and why expected changes occur
or do not occur in addition to the “main effects” [25]. A contextualized un-
derstanding of interventions is essential for successful implementation and
scale-up.

Although early screening and identification of DV were crucial in
improving responsive efforts towards it and were highly recommended by
several medical organisations [26], many factors together affect the missed
opportunity in screening potential DV cases. Because of a lack of training
and standard guidelines [27,28], a lack of knowledge about referral re-
sources [29], and an underestimation of the effects of DV [30,31], most
healthcare providers are hesitant to get involved in patient family matters.
The socio-cultural background, upbringing, and belief systems of
healthcare workers [32] and their attitudes [33] often pose barriers to
screening patients for DV. Studies have revealed that although women
who have experienced violence want to disclose their situation to trusted
healthcare providers and access support services [34], a higher proportion
of these women do not disclose their condition “on the spur of themoment”
during initial “clinical consultations” [35]. Factors such as humiliation, fear
of retaliation from abusers, and the perception that healthcare workers' or
doctors' proactive role in probing patients prevent abused or battered
women from seeking help from healthcare providers [36,37]. The sensitiv-
ity of the issue of DV makes the initial response of the healthcare provider
crucial in determining the extent of disclosure from the patient and the sub-
sequent ‘course of action’ taken by the patient [38,39].

Trial-specific qualitative research is crucial for interpreting trial results
and extending our understanding of how contextual barriers and opportuni-
ties may affect results [40]. If the intervention is effective, understanding
from qualitative research can guide implementation and help the re-
searcher be “sensitive to the human beings who participate in trials” [41].
In addition, qualitative studies help understand the context, interpret the
results of trials, and enhance external validity. An intervention study was
critical for comprehensively evaluating complex interventions because it
helped develop a more contextualized and nuanced understanding of inter-
vention processes, impacts, and group variations on outcomes. A qualitative
study helps to identify outcomes most valued by participants and explore
barriers and facilitators to adherence to the intervention [40].

2. The context and the problem

This paper is the outcome of a trial to assess the impact of the behav-
ioural intervention package (BIP) on pregnant women facing DV who are
attending ANC at Lok Nayak (LN) Hospital. The BIP was implemented for
each recruited WEDV for seven months. The multipronged approach of
BIP ensures that every aspect of the victim's life is adequately analysed
and dealt with. This involved a series of interactions to work through the
initial stages of hesitation on developing a rapport and implementing the
individual care plan, taking regular feedback to monitor progress and iden-
tify the problems faced in adherence. The feedback helped ensure that the
research team adequately addressed any new challenges. Therefore, the re-
search question was, what factors affect compliance and adherence among
2

women from low socio-economic backgrounds attending ANC in a public
hospital? The paper aims to identify the impeding and facilitating factors
for effective implementation, completion, and adherence to the BIP by
the WEDV attending ANC at a tertiary care hospital in New Delhi.

3. About behavioural intervention package

Different national and international guidelines [42] were reviewed, and
the BIP was developed based on those existing guidelines, which are
context-specific. This intervention aims to empower women to attain better
physical and mental health. The BIP consists of five components. These
components were focused on i. Understanding the depth of the problem
and assessing the need with empathy and rapport; ii. Analysing her
strengths and available resources (emotional, medical, and physical
resources) for utilization and navigating a better outcome; iii. Self-
regulation mechanisms of the body's internal system through yoga-based
methods (chanting, meditation, and exercise); iv. Individual counselling
for effective communication and better interpersonal relations; and v.
Developing better awareness and creating opportunities for alternative
livelihoods.

The research team had adequate time to establish rapport and trust so
women could speak uninhibitedly about their healthcare service delivery
experience. The intervention was executed during the pilot project within
the same hospital-based set-up with a smaller sample in 2015. Based on
participant feedback and open-ended qualitative questions about the BIP
and each of the sessions, including howmuch they liked or disliked practis-
ing BIP, how much time they spent on each session, and other feedback on
the effect of the BIP, the research teamwas able to revise the BIP. Addition-
ally, observation by the research team regarding the women's reactions to
specific sessions helped revise the BIP. The actual project was started in
October 2018. The expected outcome of the intervention was that there
would be a change in the women's physical and mental health components,
which were measured by the SF-36 scale. The pilot study was essential to
conducting the RCT study.

4. Methods

4.1. Domain 1: Research team and reflexivity

Seven highly qualified and competent women researchers from various
professions, including psychology, demography and social geography,
social medicine and community health, yoga, gynecology, and anthropol-
ogy, interacted with the WEDV in various roles and capacities. A one-
week training programmewas provided to the researchers to help themun-
derstand the study's goal, build a shared perspective, and assure a two-year
commitment to the project's data collection and interaction with the partic-
ipants. They were also taught how to use the tools and questionnaires, the
meanings of each question, and the entire methodology, to ensure that
the data and responses were uniform and of high quality.

4.2. Domain 2: Study design

This study was part of a larger RCT research project. It was conducted
using a narrative inquiry, qualitative method to gain an in-depth
understanding of the participants' everyday environments and the social
meanings associated with being part of a particular family culture. The
narrative inquirywas used to construct themeanings of patients' lived expe-
riences expressed through stories. The individual storieswere used as a unit
of study to make sense of the complexity of seeking health services, unique
constraints, and their consequences. The Consolidated Criteria for
Reporting Qualitative Research (COREQ) checklist was used for detailed
and comprehensive reporting of qualitative data. Ethical approval was ob-
tained from the Institutional Review Board (IRB), National Institute of
Health and FamilyWelfare (NIHFW),NewDelhi, in 2018. The trial registra-
tion number is CTRI/2019/01/017009.
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4.2.1. Participants
The inclusion criteria to consider the participants for the study were as

follows: i. all married pregnant women (first contact of pregnancy confir-
mation, i.e., 18–20 weeks) attending the Obstetrics Outpatient Department
(OPD) of LN hospital for antenatal registration; ii. both primigravida and
multigravida; iii. Signed the informed consent form; iv. screened positive
for DV in the previous year using an abuse assessment screening tool; v.
staying with the husband and in-laws (family) for at least two years; vi.
likely to stay in the area till delivery and attend the LN hospital OPD for
ANC; vii. Willing to visit the hospital for follow-up as per schedule; and
viii. Willing to allow study staff to visit her home for contact if needed. At
the same time, those who had previously registered a medical-legal case
(MLC) for abuse and mentally challenged women who could not compre-
hend and comply with the intervention were excluded. The women were
recruited at 20 weeks of pregnancy to ensure their long-term interaction
with the hospital and plan their delivery at the same hospital. In Indian cul-
ture,many pregnantwomen go to theirmothers' houses for childbirth. They
were more likely to continue their ANC and childbirth later in gestation or
pregnancy.

4.2.2. Setting
The study was undertaken at the ANC OPD of the Department of Repro-

ductiveMedicine of the LNHospital, a prime public tertiary care hospital in
the central district of Delhi. Most women seeking ANC and treatment from
this hospital belong to the lower socio-economic strata (Table 1).

4.2.3. Instruments/interview guide/questions
Based on the objective of the study, the interview schedule was

prepared with two broad, open-ended questions, i.e., “describe what
made your hospital visit comfortable or good” and “describe what made
your hospital visit distressful.” We also asked the women about their level
of satisfaction during ANC, the need for privacy during consultations,
their experience of interacting with the healthcare providers and the
research team, etc. The observation of the researcher on the interactions
of the participants with the research team and the system was essential to
getting insight.
Table 1
Socio-demographic background of the women experiencing domestic violence.

Characteristics N %

Age (in years)
≤20 23 10.9
21–25 111 52.6
≥26 77 36.5

Education
Illiterate 18 8.5
Primary Schooling 27 12.8
Middle Schooling 42 19.9
High School /Higher Secondary Schooling 78 37.0
Graduate/ P.G./ Professional Degree 46 21.8

Religion
Hindu 74 35.1
Muslim 137 64.9

Caste
General 72 34.1
Other Backward Caste (OBC) 117 55.5
Scheduled Caste (SC) 20 9.5
Scheduled Tribe (ST) 2 0.9

Family Type
Nuclear 45 21.3
Joint 166 78.7

Employment Status
Employed 10 4.7
Housewife/Unemployed 201 95.3

Monthly Household Income (in Rs)
<10,000 99 46.9
10,000–20,000 57 27.0
20,001–40,000 31 14.7
>40,000 24 11.4
Total 211 100
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4.3. Domain 3: Analysis and findings

In the OPD area, where the women were waiting to consult the doctor,
we were given a separate room for conducting the research and the BIP in-
tervention. The roomwhere the routine OPD activities were conductedwas
separate fromwhere we did the intervention. The first step was to establish
a dedicated space with sufficient seclusion in which women could converse
freely without being overheard by their accompanying families. The room
was divided into sections with adjustable dividers to ensure that all the
women had privacy. The area was kept clean, organised, and well-aired
to provide a welcoming and joyful setting where the participants could
relax and express their feelings, including refreshments.

A total of 921 cases for routine ANC check-upswere screened for DV. Of
them, 211 cases of pregnant WEDV were identified and recruited for the
study, and they were randomly allocated into the study group and the con-
trol group (Fig. 1). Written consent was taken from the participants before
the data collection. The confidentiality of the respondent was maintained
during and after the data collection. As per programme need, there are
four routine ANC check-ups. In the study for the follow-ups with the
women, eleven sessions were carried out over seven months, of which
four coincided with the routine ANC check-up. Within the rushed, over-
crowded, and impersonal hospital atmosphere, one intervention
component was establishing a space where individuals could receive empa-
thy, care, respect, and support. The researchers and the participants gained
trust and understanding of the phenomenon.

In-depth, open-ended interviews were conducted with the women to
explore their experiences and the meanings they attribute to them.
Women were encouraged to narrate the issues pertinent to the open-
ended questions in the interview. The same question was asked in different
ways, keeping the meaning intact. The researcher attempted to understand
the participants' daily lives and the social implications connected with be-
longing to a specific family culture. Feedback from women patients was
gathered regarding the challenges they faced while participating in the
trial, and their suggestions to improve the implementation and adherence
were noted. Observations of the interactions of pregnant women with
healthcare staff, the interaction of healthcare staff among themselves, and
the dialogue of women with the research team were also noted.

4.4. Data analysis and reporting

The verbatim narration follows as the women share their life experi-
ences, thoughts, feelings, and responses, which were recorded and tran-
scribed. Transcribing the data involves repeated, careful listening, which
was done by the researchers involved in collecting the data. The data was
understood within the context, as each woman had a unique pattern of
life circumstances. The words and phrases used were identified and
coded. The manually coded data were entered into the NViVO 12 Plus soft-
ware to develop themes, sub-themes, and sentiments. The two broad
themes were: (i) impeding factors and (ii) facilitating factors. Nine sub-
themes emerged from the analysis. Impeding factors were pre-existing
structural and functional problems in the hospital environment and the
participants' interactions. The facilitating factors comprised educational/infor-
mational, behavioural, emotional, and cognitive interventions, which were
part of the BIP, converting impeding factors into facilitating factors. The
descriptive mini-quotes were presented under the themes and sub-themes.

5. Results

5.1. Background information of the respondents

The women respondents had low education and socioeconomic status
(Table 1). Half of the women respondents were in the age group of
21–25 years; a quarter of them had completed 10 or 12 years of schooling;
about 65% of the women respondents were Muslim, and 55% belonged to
the other backward caste. Seventy-nine percent belong to joint families,
95% are homemakers, and 47% have a monthly household income of less



Fig. 1. Flow of participants through the study.

Table 2
Baseline pregnancy health indicators of the women experiencing
domestic violence.

Health Indicators N %

Haemoglobin level (mg%)
<10 38 18.0
>10 173 82.0

Hypertensive disorders
Any hypertensive drug in use 6 2.8
Any hypertensive drug not in use 205 97.2

Vaginal Bleeding
Yes 19 9.0
No 192 91.0

Urinary Tract Infection (UTI)
Yes 44 20.9
No 167 79.1

Blood Pressure
<140/90 139 65.9
>140/90 72 34.1

Gestational Diabetes
Yes 35 16.6
No 176 83.4
Total 211 100
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than Rs. 10,000. It was observed that 18% of the women were anemic,
about 3% were previously known hypertensives, 9% had vaginal bleeding,
about 21% had urinary tract infections, 34% had the hypertensive disorder,
and 16.6% were newly detected gestational diabetics (Table 2).

5.2. Adherence and compliance

Out of the 921 women who were screened, 211 were enrolled in the
study and completed the intervention for seven months. The follow-up
visits were performed by 97% of the women. The follow-up period was
28 weeks from the time of recruitment. Each woman visited the hospital
for longer than their scheduled follow-up to interact with the research
team. The number of missed follow-ups was used to calculate the loss-to-
follow-up rate, which was only 1.2%, with 1.8% having miscarriages or
high-risk pregnancies.

5.3. Thematic interpretation

Two main themes were impeding factors and facilitating factors. There
were nine sub-themes: i. Inadequate space and infrastructure for screening,
ii. Space provided for empathetic listening at the hospital, iii. Difficulties in
establishing trust and maintaining confidentiality, iv. The time commit-
ment for routine ANC and follow-up visits; v. Barriers towomen's psychoso-
cial conditioning, attitudes, and beliefs; vi. A lack of sensitization of
healthcare providers; vii. Information asymmetry and instrumental support
4

services; viii. Difficulty in obtaining legal services; ix. Intervention to de-
velop emotional resilience. These nine sub-themes were analysed in terms
of converting impeding factors into facilitating factors.
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1. Inadequate space and infrastructure for screening.

Impeding factor:
It was challenging to find a separate room where privacy and confiden-

tiality could be maintained in the crowded OPD of government hospitals
where women could communicate their problems to enable the healthcare
staff to screen for DV. They were not at ease due to the presence of family
members and their fear of being inflicted with more violence. One of the
women victims stated, “During my consultation in a small room, I was
surrounded by a minimum of 10 to 15 women, including my mother-in-law. I
did not dare to open up and talk about my problem at home.”
Facilitating factor:

We were allotted a separate room inside the OPD waiting area for our
project. Thewomenwere screened. The researchers kept the accompanying
family members out of the consultation room to maintain privacy and con-
fidentiality. There were instances where inquisitive women and visitors
came into the screening room using false excuses to probe into the actual
happenings within the room. If they learned that their wrongdoings were
exposed, they would prevent the victim from coming to the hospital, even
for a routine ANC, further endangering their health and putting their lives
at risk. The women were repeatedly reassured of complete confidentiality
and our support in all aspects of the ANC check-up within the hospital.
The accompanying relatives were also assured about the support and help
they would receive for their routine ANC consultation. At a low cost, the
room was decorated with happy baby photographs and schematics with
crucial information on diet, the mother-child bond, and the father's respon-
sibility in caring for and nurturing his child. The research team took the ini-
tiative to involve a group of students in a discussion on pregnancy and
maternal care. This was done purposefully to depict the mother's natural
and relatable sentiments. Patients' interpretation of written communica-
tions was impeded by their lack of education; thus, these pictorial represen-
tations were easy to understand.

2. Space provided for empathetic listening at the hospital

Impeding factor:
Because public hospitals had a high patient-to-doctor ratio (on average,

150 patients per doctor per day, as reported informally), doctors and
healthcare providers were pressed for time to attend to all OPD patients be-
sides routine inquiries. They needmore time to engage in the emotional as-
pects of a patient's personal life after completing the necessities of ANC
check-ups.
Facilitating factor:

The research team showed an interest in creating empathetic relation-
ships with the participants. Women were welcomed to sit calmly in the
room and were offered light refreshments. The research team explored
and tried to understand the concerns of the women.

3. Difficulties in establishing trust and maintaining the confidentiality

Impeding factor:
The patients were not ready for disclosure because they did not know if

this was the right place to disclose and if sharing the information would be
helpful. Also, they feared retaliation by the abuser as family members ac-
companied her and were present during the consultation. One of the re-
spondents said, “I am scared that if I reveal being abused at home and if they
find out from the doctor, I will be beaten up severely at home.” Furthermore,
womenwere also discouraged by the humiliating nature of the information.
Facilitating factor:

The women needed to understand the intention and rationale behind
the administration of BIP to participate in the intervention. Repeated inter-
action and follow-up with the women for seven months—listening empa-
thetically to their problems given sufficient time and active listening to
their narration—allowed them to start expressing their concerns, fears,
and hopes, which helped establish trust.
5

4. The time commitment for routine ANC and follow-up visits

Impeding factor:
Due to the family pressure and burden of domestic chores, child care,

and sometimes home-based paid work, the women were mainly hurrying
to head back home and committing less time beyond routine ANC check-
ups in the hospital. Pestering calls from home and the fear of eliciting sus-
picion among the family members in the wake of taking up more time at
the hospital create more pressure on the women not to interact beyond
the required essentials.
Facilitating factor:

i. The behavioural intervention process was spaced in such a manner be-
tween the usual waiting periods to ensure the patient's routine ANC
check-up was not hampered, extra time was not taken up, and the pa-
tient did not miss their turn or any medical consultation. However,
they reached the hospital with their family members for follow-up
visits. As per the session schedule, we requested the family members
to wait outside or return after 45 min and explained the need for and
importance of the session for the unborn child's health.

ii. Providing refreshments to help them re-energize: Thewomenwere given
refreshments as part of the trust-building process, which proved helpful.
It also revitalizes andboosts their spirits. The food itemswere also chosen
to representwomen's healthy dietary options. They needed a haven from
the hectic, overcrowded, and impersonal medical environment.

iii. Reimbursementwith remuneration: Theywere reimbursed for a tiny por-
tionof their transportation costs. Reimbursement of transportation costs is
part of the ethical guidelines of the ICMR. It was a considerable aid to
womenwho came from lower-income families and neededmoney. It pro-
moted trust-building, provided proper financial support during preg-
nancy, and paid the women for their time commitment to the trial.
However, in the future, this may hinder the programme's sustainability.

5. Barriers to women's psychosocial conditioning, attitudes, and beliefs.

Impeding factor:
Women's beliefs regarding DV as a private matter involving family re-

spect, belief in the normalization of abuse as a man's right, permission to
take from the family or husband for decision-making, and passive accep-
tance prevented the women from opening up and disclosing these issues
with the healthcare provider. Adding to their belief in the normalization
of violence, there were many challenges to disclosing their problem to the
healthcare providers, resulting in a low health status reflected in their ma-
ternal health indicators (Table 2).
Facilitating factor:

During counselling and self-regulation, providing themwith group sup-
port helped them slowly regain confidence and start working towards find-
ing solutions to their problems. They started sharing their life experiences
with the research team.

6. Lack of sensitization of healthcare providers.

Impeding factor:
According to the researcher's observations and the verbatims of the

women respondents, the healthcare providers were unconcerned about
women's problems. Some women also said, “The hospital staff scolded us
for not getting the medical reports; we did not know where to get them... we
kept asking at the reception—nurses, female guards, and doctors—on how to pro-
ceed, and it was very frustrating and time-consuming.”

Poor or inadequate sensitization of healthcare providers to adopting a
client-centred approach to patient care was reflected in many ways daily.
There was a lack of sensitization of the healthcare staff about the profound,
long-lasting, and intergenerational harmful effects of DV.

The women in this study and during the screening process revealed that
they had experienced the rude behaviour of healthcare providers.
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Disrespect at the hands of hospital staff during ANC visits had eroded their
trust in the systemas awhole. It also burdenswomen already in a turbulent,
unhealthy, unstable family situation.
Facilitating factor:

One of the focus areas of BIP is establishing confidence in accessing
legal and societal support. The research team learned about the problems
with accessing and using hospital facilities from the women. Further, the
low education levels of most women in the study made it difficult for
them to understand the administrative paperwork. The research team pro-
vided help to the women in understanding the hospital procedures, and
when needed, actual handholding was also done for some of the women.

7. Information asymmetry and instrumental support services.

Impeding factor:
There was a lack of effective interlinkage between health and financial

subsidies and schemes run by the Government of India, such as the
Ayushman Bharat Pradhan Mantri Jan Arogya Yojana (a national public
health insurance fund that aims to provide free access to health insurance
coverage for low-income earners), the Janani Suraksha Yojana (a safe
motherhood intervention implemented to reduce maternal and neonatal
mortality by promoting institutional delivery among poor pregnant
women), the Pradhan Mantri Matru Vandana Yojana (a conditional cash
transfer scheme for pregnant and lactating mothers), etc. To access and
avail of these schemes, they needmore guidance. Irregular information dis-
semination and information asymmetry hinder the smooth operation of dis-
bursing healthcare benefit schemes. Even all the healthcare staff needed to
be made aware of government schemes or any modifications to these
schemes to help the poor and needy patients. Lack of familiarity with re-
sources for helping poor patients results in low uptake of their entitlements.
Facilitating factor

An essential component of BIP was enabling women to effectively and
efficiently utilize the existing government programmes and schemes for
promoting reproductive and child health. All the impeding factors were
converted into enabling factors with improved awareness and seamless
backward-forward linkages of public services and schemes.

8. Difficulty in obtaining legal services

Impeding factor:
The institution gives no guidelines or awareness regarding how to deal

with cases of DV in the ANC setup. Although the hospital has a one-stop
centre (where the victim receives all the support, including legal, health,
counselling, etc., under one roof) within its premises, women did not
know about it. This procedure makes it impossible to take decisive action
when confronted with DV issues. It is difficult, to say the least, for WEDV,
who are already in a disturbed frame of mind, to navigate the complex
legal system. Most of the women were afraid of involving the police
alone; many narrated their experiences of being exploited by the corrupt
system. There is a genuine lack of instrumental support services at the
healthcare facility, helping women to reach out for legal and police support
to deal with DV.
Facilitating factor:

The research team provided information regarding the rights and
entitlements of women. It provided a few written documents on the
helpline number, family counselling centre, one-stop centre, and DV Act.
For creating income opportunities and skill development, the research
team facilitated linkages with the schemes and programmes of the govern-
ment, private agencies, and NGOs working on livelihood andmicrofinance.

9. Intervention to develop emotional resilience.

Impeding factor:
There were no such activities for developing emotional resilience in the

hospital setting.
Facilitating factor:

Apart from modifying the existing problem, the research team was in-
strumental in developing emotional resilience skills. They learn to manage
6

their stress levels and confront the hard facts of life, which leads to change.
Relaxation techniques, sharing their life experiences, and participating in
group activities with other women gave them a new perspective from
which they could reconstruct their lives. The women respondents liked
yoga-based techniques such as physical exercise, breathing exercises, and
chanting. They knew they had found a spot in the hospital where they
would bewelcomedwith open arms and given hope for their unborn child's
future. This environment enabled them to endure and go through the ther-
apeutic processes, which included significant relearning and progress.

6. Discussion

Findings have documented the barriers pregnant women face that make
managing DV more challenging, including a lack of support services and a
perceived lack of options at the hospital. The study highlights the level of
emotional distress, competing contextual issues, and lack of support from
healthcare providers as essential factors in the health and well-being of
the WEDV. In addition, it focuses on the plight of terrified, disturbed preg-
nant women who were dealing with DV at home while attempting to do
regular ANC in an overcrowded, impersonal hospital with limited re-
sources. It also offers crucial insights into the elements influencing the
intervention's adherence and compliance. In addition, the study emphasizes
both the external barriers and internal factors provided by BIP that need to
be in place for a DV survivor to engage with and benefit from intervention
[43]. Facilitating factors were supplied internally in the trial to reduce the
influence of impeding factors and singulate the factors under study. The re-
searchers successfully built rapport with the participants and won their
trust and confidence. The assurance of culturally competent and empathic
care, problem-solving guidance, and regular interactions all contributed
to developing trust and confidence.

Despite the abundance of restrictive variables, the aggregate cumulative
impact of impeding factors falls short of the positive impact of facilitating
factors, which provide little comfort yet support participation in the trial
and BIP adherence. Counselling, empathic listening, and a small transport
reimbursement have all been beneficial in encouraging women to follow
through on their appointments, with a 97% follow-up rate. Each woman
visited the hospital for longer than their scheduled follow-up to interact
with the research team. It demonstrates that the women required attentive
listening and emotional catharsis from healthcare providers.

The neglect of the patient's emotional needs was frequently reflected in
the overworked, overloaded healthcare personnel's abrupt, hurried attitude
when facedwith acute occupational stressors [44–46]. The results reported
that BIP was an essential and helpful part of the intervention and contrib-
uted new insight that helps to create a more contextualized and nuanced
understanding of intervention processes and impacts. Adopting research
approaches capable of evaluating differential effects, processes, and group
differences in outcomes is essential for conducting rigorous evaluations of
complex interventions [39,42].

Women, in particular, reported that the intervention provided them
with the time and space provided by the healthcare providers to think
through their risks and strengthen their self-confidence (aspects of positive
mental health) to deal with the violence in the best possible ways [47]. As a
result, they were very compliant. Women's narratives suggest that an
intervention comprising aspects of therapy, education, behaviourmodifica-
tion, and emotional support helped them cope with the emotional and
psychological effects of DV and had the potential for long-term improve-
ment. Studies reported elsewhere corroborate these findings [39,48].
Therefore, hearing the voices of DV survivors is essential in designing and
implementing interventions and services.

This study is the first of its kind in an Indian hospital setting to deter-
mine the levels of adherence and compliance. Strengths of the study include
repeat interviews conducted with each participant over a seven-month pe-
riod, which provided insights into short-term and long-term outcomes. The
study establishes the critical elements of BIP as individualized, women-
centered, and respectful care and provides added value to address WEDV
during pregnancy.
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The limitation of the study is that the healthcare professionals were not
part of the study design and that it, therefore, lacks holistic, contextual
factors, which may be considered in future studies. These intervention
effects have been applied only to the low socio-economic group of
women attending ANC at a public hospital. Testing this intervention in
other socio-demographic groups would be essential to show whether the
results can be generalized.

7. Conclusion

The implementation of this study demonstrates a strong need for inter-
ventions to convert impeding factors into facilitating factors for appropriate
adherence and compliance. Women experiencing DVwho attended ANC at
a hospital and were exposed to BIP as a facilitating factor have enhanced
mental health and their ability to attend the follow-up. In order to improve
adherence and compliance with healthcare services, healthcare practi-
tioners must be made more aware of the impact of the quality of human
connections. Human connection in the client-centered approach takes no
additional time; instead, it benefits the patient and the medical team by
minimizing time and burnout and maximizing trust. Thus, BIP interven-
tions create co-benefits for women, medical professionals, and the govern-
ment at large. Therefore, intervention should be embedded in the health
system to provide support and continuity of provisions to women
experiencing domestic violence.

Research in context

Evidence before this study

A few observational and cross-sectional studies were conducted in India
on the incidence, prevalence, and health consequences of domestic violence
(DV). Also, these studies have highlighted the level of awareness among
healthcare providers about DV and how to deal with women facing
violence. Since there is a high number of patients, this results in non-
disclosure of the problem. These studies are insufficient to conclude the fac-
tors that might be associated with better or worse outcomes for women
experiencing domestic violence (WEDV) in a hospital setting in the cultural
context of India.

Added value of this study

This study was part of a larger randomized controlled trial (RCT) study.
It is the first RCT of its kind among pregnant women who were facing DV
and attending antenatal care (ANC) at a tertiary care hospital in India.
The strength of the study lies in the fact that it accounts for the first-hand
observations and evidence experienced by the researchers and participants
in the hospital setting. The particular objectives in this study were explored
with the help of qualitative analysis methods. The women coming to the
public hospital for ANC check-ups are diverse religious and socio-cultural
background. We found that the behavioural intervention package (BIP)
developed in the Indian cultural setting was tested onWEDV for adherence,
resulting in a 97% follow-up rate and a significant associationwith counsel-
ling, empathetic listening, and yoga, among other things. We can ascertain
that the quality and extent of interaction by the healthcare providers give
overall health benefits and other possible clinical benefits to the patients.

Implications of all the available evidence

This study helps identify the impeding and facilitating factors that influ-
ence the quality and extent of human interaction centred on the implemen-
tation and adherence to an intervention package by the women seeking
ANC at the public hospitals in India. The study emphasizes the need for re-
forms and arrangements in healthcare service provision for pregnant
WEDV-seeking ANC and guides policies for healthcare practitioners. We
identified several contextual factors associated with an increased adher-
ence rate to the intervention in patients. These findings have implications
7

for patients and healthcare providers who will face difficult decisions dur-
ing the ANC and in dealing with DV. The current policy may be influenced
by this standardised BIP adopted by integrating it with the ANC to address
pregnancy-related health outcomes.
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