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Agrip
Markmid: Meginmarkmid ritgerdarinnar var ad proa islenskt maelitaeki sem
metur hindranir pess ad leita sér hjalpar eftir afall. Nanar tiltekid ad pyda og

stadfaera Barriers to Help-Seeking for Trauma Scale (BHS-TR) og kanna

proffreedilega eiginleika islenskrar Utgafu BHS-TR.

Adferdir: Blandadar adferdir voru notadar i ferli sem fol i sér pydingu—
bakpydingu, ryni sérfraedihdps, forprofun med itarvidtolum (rannsokn 1),
areidanleika- og réttmaetisathugun (rannsékn Il) og sampaettingu eigindlegra
og megindlegra gagna (rannsékn ll1). batttakendur voru alls 154 islenskar konur
sem hofdu verid beittar ofbeldi i nanu sambandi, par af 17 i eigindlega

hlutanum og 137 i megindlega hlutanum.

Nidurstédur: BHS-TR var pytt Ur ensku yfir & islensku og syndu nidurstodur
rannsoknar | samhljém islensku dtgafunnar vid upprunalegu utgafuna.
Forpréfun & BHS-TR medal polenda syndi fram a mikilvaegi meelitaekisins og
veitti visbendingar um innihaldsréttmeeti pess. P6 voru nokkrar hindranir sem
batttakendum fannst vanta & maeliteekid. | rannsékn Il voru ny atridi préud
byggd a reynslu patttakenda; allt hindranir sem hofdu haft veruleg ahrif 4 ad
baer leitudu sér ekki hjalpar og tengdust pvi ad vilja ekki syna veikleika, hreedast
berskjdldun og vernda sig fra pvi ad endurupplifa afallid. Préffreedilegir
eiginleikar maelitaekisins héldust ad mestu i islenskri pydingu. Innri areidanleiki
var gédur (a = 0.87) og veittu nidurstodurnar sterkar visbendingar um gott
hugsmidaréttmaeti, samleitniréttmaeti og adgreinandi réttmaeti. Sampaetting

eigindlegra og megindlegra gagna i rannsokn Ill leiddi i 1jés mikid samraemi milli



nidurstadna sem gaf fyllri mynd af réttmaeti islenska BHS-TR. Osamraemi milli
eigindlegra og megindlegra nidurstadna vardandi atridi @ meeliteekinu var
kannad i gagnrynni greiningu sem leiddi i ljé6s mogulegar umbaetur svo
maelitaekid geti ndd sem best utan um paer hindranir sem polendur 4 fslandi

maeta.

Alyktanir: Heildarnidurstédur rannséknanna benda til pess ad islenska BHS-TR
sé dreidanlegt, réttmaett og afallamidad maelitaeki. Nidurstodurnar syna fram
a gagnsemi notkunar blandadra adferda fyrir préun og stadfeerslu maelitaekja.
BHS-TR, sem er fyrsta sinnar tegundar & [slandi, er framlag til rannsdkna og
bjénustu vid polendur ofbeldis og afalla hér a landi. Pad getur veitt mikilveegar
upplysingar sem haegt er ad nyta til pess ad takmarka hindranir og audvelda

bolendum ad leita sér hjdlpar.

Lykilord: Hindranir ad hjalp; Afoll; Ofbeldi i ndnu sambandi; byding og

stadfaersla; Blandadar adferdir



Abstract

Aim: The overarching aim of this thesis was to create the first Icelandic trauma-
specific and survivor-centered help-seeking barriers instrument. More
specifically, to cross-culturally adapt, validate, and legitimate the Barriers to
Help-Seeking for Trauma Scale (BHS-TR) among intimate partner violence (IPV)

survivors in Iceland.

Methods: A combined etic—emic strategy using mixed methods was employed,
involving forward—backward translation, expert committee review, cognitive
interviews with 17 IPV survivors (study 1), psychometric examination in a
sample of 137 IPV survivors (study 1), and legitimation strategy of integration
(study Ill). Data were analyzed using qualitative content analysis, statistical

analysis, and joint display analysis.

Results: The translation and adaptation process of study I led to an Icelandic
version, which appears to be semantically and conceptually equivalent to the
original BHS-TR; additionally, the findings provided evidence of the relevance
and content-related validity. Still, the Icelandic survivors mentioned a few but
significant barriers missing from the scale. The new BHS-TR items developed
in study Il based on the participants’ lived experiences represented barriers
related to viewing help-seeking as a sign of weakness and safeguarding efforts.
The psychometric evaluation of the scale supported an eight-factor structure
which, when grouped, comprised two indices of Structural and Internal

Barriers. Further, the scale’s internal consistency was high (a = 0.87), and the



results provided evidence of convergent, discriminant, and known-groups
validity. The integration of the qualitative and quantitative data in study /Il
revealed mainly complementarity findings, strengthening the BHS-TR’s overall
legitimation evidence. Divergent findings involved items that were significant
help-seeking barriers in the survivors’ narratives, whereas factor analysis
indicated their removal. These items were critically evaluated in a spiraling
process that supported the barriers’ influence, illuminated core issues, and

guided potential refinements.

Conclusions: The overall findings indicate that the Icelandic BHS-TR is a
culturally sensitive, trustworthy, and valid instrument but deserves continuing
attention for refinements. This thesis contributes to the growing literature
supporting the advantages of applying mixed methods for instrument
development and cross-cultural adaptation. The BHS-TR can be used to
provide valuable information that may guide the development of evidence-
based interventions to break down barriers and help survivors find their way

to trauma recovery.

Keywords: Help-Seeking Barriers; Trauma Recovery; Intimate Partner Violence;

Cross-Cultural Adaptation and Validation; Mixed Methods Research
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1 Introduction

1.1 Gender-Based Violence

Gender-based violence (GBV) is a public health crisis of pandemic proportions
and one of the most prevalent human rights violations worldwide (European
Institute for Gender Equality [EIGE], 2017; World Health Organization, 2021).
GBYV refers to harmful acts directed against an individual because of their
biological sex or gender identity. It is deeply rooted in gender inequality and
cultural norms that uphold male domination and female subordination. While
people of all genders may experience GBV, it disproportionately impacts
women-identifying individuals (EIGE, 2017, UN Women, 2020). Historically,
violence against women has been accepted, ignored, and shrouded in a culture
of silence; thus, in many parts of the world, not addressed, uncounted, and
under-researched (Garcia-Moreno, Zimmerman, et al., 2015; United Nations

Population Fund, 2020).

Recent estimates from the World Health Organization (WHO), based on
analysis of prevalence data from studies across 161 countries and areas
conducted between 2000 and 2018, found that worldwide, nearly one in three
women have experienced GBV in their lifetime (WHO, 2021b). A landmark
multi-country study led by the WHO (2005) showed that women are more at
risk of being subjected to violence in intimate relationships than anywhere
else. To date, intimate partner violence (IPV) remains the most widespread
form of violence against women, making it the most common form of GBV

globally (UN Women, 2020; WHO, 2021b).



Intimate Partner Violence against Women

IPV has been defined as any behavior by a current or former intimate partner
that causes physical, sexual, psychological, or economic harm, including
physical and psychological aggression, sexual coercion, emotional abuse, and
other controlling actions (EIGE, 2017, WHO, 2012). The most widely used
approach for understanding the occurrence of IPV against women (IPVAW) is
an ecological framework. It proposes that violence against women is a
multifaceted phenomenon grounded in an interplay among factors at the
individual, relationship, community, and societal levels operating in a mutually

reinforcing way (Heise, 1998; UN Women, 2015; WHO, 2012).

Most IPVAW prevention interventions today utilize this framework,
acknowledging the importance of taking into considerations factors at each of
the ecological levels. These interventions seek to promote early education and
challenge gender-inequitable attitudes; improve interpersonal
communication skills and address gender-stereotypical roles within families;
promote women’s empowerment and strengthen their rights; reform
discriminatory laws and policies, eliminate gender discrimination in
institutions, and transform social norms that foster and perpetuate violence
against women. In implementing such interventions, it is urgent to work
simultaneously to prevent IPV from happening and ensure that those suffering
from it have access to comprehensive survivor-centered services and receive

the support they need (UN Women, 2015; WHO 2019; WHO, 2021b).

Prevalence of IPVAW

Estimates from WHO indicate that the lifetime prevalence of IPVAW ranges
from 16% to 37%, depending on the region, with the global average at 27%;
indicating that up to 753 million ever married or partnered women had been

subjected to physical or sexual violence, or both, at the hands of an intimate



partner. Due to a lack of agreement on conceptualizing psychological IPV and
limited standardized measures, estimates on that form, including emotional
abuse and coercive control, could not be reported (WHO, 2021b). One of the
most extensive studies in this regard in Europe, among 42,000 women across
the 28 European Union (EU) Member States, found that the average lifetime
prevalence of physical and/or sexual IPV across the countries was 22%, ranging
from 13% to 32%. Furthermore, the average lifetime prevalence of
psychological IPV was 43%, ranging from 31% to 60% (EU Agency for
Fundamental Rights [FRA], 2014).

This literature review will focus on IPVAW in the Nordic countries in
general and Iceland in particular. Thus, when available, evidence on the Nordic
context will be highlighted. In the EU study mentioned above, the prevalence
of physical and/or sexual IPV and psychological IPV, respectively, was in
Denmark (32%/60%), Finland (30%/53%), and Sweden (28%/51%). Hence,
among the highest of the EU countries (FRA, 2014). In Iceland (a non-EU
member), a national survey on violence against women showed that of the
2,050 women participating, 22.4% had at some point in their lives experienced
physical and/or sexual IPV (Karlsdéttir & Arnalds, 2010). Unfortunately, other
types of IPV were not measured in that study. Similar results were found in a
recent Icelandic study amongst nearly a third of the country’s entire adult
female population, where about 22% of the women who had been subjected
to violence in their lifetime reported that it was at the hands of an intimate

partner (Gudmundsdottir, 2022).

Consequences on Health and Well-Being
According to the Diagnostic and Statistical Manual of Mental Disorders (DSM-
5), a traumatic event is defined as exposure to actual or threatened death,

serious injury, or sexual violence (American Psychiatric Association, 2013). IPV



is a form of interpersonal trauma, i.e., the direct result of actions by another
person, and often includes a series of traumatic events that repeatedly occur
over an extended period of time (Pill et al., 2017). A review of the WHO world
mental health surveys in 24 countries (n = 68,894) showed that of the 29
trauma types assessed, interpersonal traumas carried the highest post-
traumatic stress disorder (PTSD) risk, and IPV had the highest PTSD burden
(Kessler et al., 2017). One reason for this may be related to the devastating
betrayal within IPV (Lutwak, 2018; Platt et al., 2009; Tirone, 2021). Betrayal
trauma refers to a trauma perpetrated by someone with whom the survivor is
close to, reliant upon, and supposed to trust (Freyd et al., 2007). Betrayal
trauma theory (Freyd, 1996; Freyd et al., 2007) is an approach to
conceptualizing trauma that emphasizes the role of social relationships in
understanding post-traumatic outcomes. Freyd (1999, 2001) hypothesized
that separate clusters of post-traumatic symptoms arise from two
independent dimensions of harm (life threat/terror and social betrayal) and
that the most severe traumas involve high levels of both, which later studies
have supported (Kelly et al., 2012; Marriott et al., 2016; Martin et al., 2013;
Tang & Freyd, 2012; Wills et al., 2022).

In addition to PTSD, the high prevalence of various adverse health
outcomes associated with IPV is well documented. These include physical
injuries, somatic symptoms, depression, anxiety disorders, substance abuse,
eating disorders, and suicide ideation (Bacchus et al., 2018; Dutton et al., 2006;
Garcia-Moreno et al.,, 2013; Sigurdardottir & Halldorsdottir, 2021). This
suffering is associated with functional impairment, difficulties forming new
healthy intimate relationships, social isolation, a low sense of coherence (SOC),

and substantially reduced quality of life (Alsaker et al., 2018; Daneshvar, 2020;



Hisasue et al., 2020; St. Vil et al., 2021), even years after leaving the abusive

relationship (Bonomi et al., 2006; Saint Arnault & O’Halloran, 2016).

The Nordic Gender (In)Equality Context

The Nordic countries are often considered the most gender-equal countries in
the world (EIGE, 2021; United Nations, 2020). According to the Global Gender
Gap Index, Iceland had in 2021 closed 89.2% of its overall gender gap, holding
the top spot for 12 yearsin a row (World Economic Forum, 2021). While critical
domains are used to measure gender equality (e.g., health and survival,
educational access and attainment, economic participation, political power,
and time allocation), these indices do not take GBV into account (EIGE, 2021;
United Nations, 2020; World Economic Forum, 2021). As noted, previous
research has reported a high prevalence of IPVAW in Iceland and other Nordic
countries. The coexistence of high country-level gender equality and high rates
of violence against women is a surprising finding to many (Gracia & Merlo,
2016; Hardesty & Ogolsky, 2020; Wemrell et al., 2019). Further, at odds with
earlier population-based surveys at the global level, suggesting that when
societal norms become more gender-egalitarian, IPVAW decreases (Heise &

Kotsadam, 2015).

The complex relationship between gender equality and violence against
women is widely recognized, and more research is needed for better
understanding (Humbert et al., 2021; Ivert et al., 2020; Kearns et al., 2020;
Wemrell et al., 2019). Still, several possible explanations for high IPVAW rates
in the Nordic countries have been proposed, including greater awareness of
violence in the society, backlash effects, high prevalence of union formation
and dissolution, different alcohol consumption patterns, measurement issues,
and reporting biases (Gracia & Merlo, 2016; Gracia et al., 2019; Humbert et al.,

2021; Permanyer & Gomez-Casillas, 2020; Wemrell et al., 2019). A commonly



mentioned explanation is that Nordic survivors might be more empowered
and willing to talk about and report the violence as IPVAW is less normalized
or tolerated in Nordic societies than in many other countries (EIGE, 2017; FRA,
2014). Regardless, this ‘higher disclosure’ explanation has been challenged
(Gracia & Merlo, 2016; Wemrell et al., 2021), and for example, Gracia and
Merlo (2016) pointed out evidence of lower levels of IPV disclosure to the
police among women in Nordic countries compared to other EU countries.
Other studies support this claim, indicating that only a fraction of Nordic
women who have been victimized by an intimate partner seek help from the
police (Andersson et al., 2014; Bergsdottir et al., 2020; Grgvdal, 2019). Help-
seeking after IPV is however more than reporting the violence and getting help

leaving the abusive situation.

1.2 Seeking Help after IPV

The majority of the IPVAW help-seeking literature to date focuses on escaping
the violence and attending to the immediate harm caused, primarily on
seeking formal help, e.g., women’s shelters, the police, or medical services
(Cho et al., 2021; Lelaurain et al., 2017; Wolf et al., 2003). While these studies
are critical, it is essential to move beyond the often first steps of the help-
seeking journey to an increased focus on survivors’ pathways for trauma
recovery (Heywood et al., 2019; Lelaurain et al., 2017; Sinko, Goldner, et al,,
2021). Help-seeking after IPV is a complex journey involving a series of
meaning-making judgments, socially engaged and culturally informed actions
(Liang et al., 2005; Saint Arnault, 2018; Schreiber et al., 2009), and the road to
recovery is often challenging (Bryngeirsdottir & Halldorsdottir, 2022; Flasch et
al., 2017; Melgar Alcantud et al., 2021).

Help-seeking behavior has been defined as a process prompted by the

perception of need or problem and is characterized by problem-focused



intentional action that involves interpersonal interaction (Cornally &
McCarthy, 2011). However, others have argued that help-seeking is broader
and may also involve intrapersonal, lifestyle, and spiritual actions, defining it
as any attempt to mitigate or eliminate distress and maximize wellness (Saint
Arnault, 2009; Saint Arnault, 2018; Sinko, Goldner, et al., 2021). Because help-
seeking occurs in a social and cultural context and involves culturally based
meaning-making (Sinko, Burns, et al., 2021), examination of cultural
differences and similarities in help-seeking can be useful in understanding

Icelandic IPV survivors’ recovery journey.

Cultural Influences on Help-Seeking

Across the literature, culture has been defined in numerous different ways.
Seventy years ago, Kroeber and Kluckhohn (1952) famously found 164
definitions of culture, and more recent reviews indicate that the number
continues to increase (Braithwaite et al., 2017; Napier et al., 2014; Tarasa et
al., 2009). In Tarasa and colleagues’ (2009) review, they found that while the
existing definitions at that time varied considerably, it was generally agreed
that culture is a complex multi-level construct; is shared among people
belonging to a group or society; is formed over a relatively long period of time;
and is relatively stable. In 2014, the Lancet Commission on Culture and Health,
which brought together experts from different fields, including
anthropologists, social scientists, and medical professionals, defined culture
as: “the shared, overt and covert understandings that constitute conventions
and practices, and the ideas, symbols, and concrete artifacts that sustain
conventions and practices, and make them meaningful” (Napier et al., 2014,

p. 1610).

Cultures are systems of knowledge and practice that give people’s lives

purpose, meaning, and identity influence every aspect of the human



experience (Kirmayer et al., 2014). Culture internalized as a set of perspectives,
proclivities, and motivations underlies human behavior (Saint Arnault & Sinko,
2021; Williams, 1995), including help-seeking. There is a large body of
evidence on the impact of culture on health and illness; the perception of it,
the explanations for it, and the behavioral options to optimize health or
ameliorate suffering (Hernandez & Gibb, 2020; Kirmayer et al., 2014; Kleinman
et al., 2006; Saint Arnault, 2018). Notably, there is far less research on how
cultural influences affect trauma recovery, especially how culture silences the

sufferer (Sinko, Burns, et al., 2021).

Seeking Help for Trauma Recovery

In her influential work, Herman (1997) theorizes that there are three stages of
trauma recovery: establishing safety, remembrance and mourning, and
reconnection. Building on Herman’s work, focusing on the final stage, Sinko
and Saint Arnault’s (2020) analysis of the nature of recovery among GBV
survivors revealed three main objectives: reconnecting with the self, others,
and the world. Similarly, a recent review that synthesized the qualitative
literature to date found that healing after GBV was composed of trauma
processing and reexamining, managing negative states, rebuilding the self,
connecting with others, and regaining hope and power. Moreover, a key
finding was that the recovery journey among survivors is a nonlinear, iterative
experience that requires courage, patience, and active engagement (Sinko,

James, et al., 2021).

Help-seeking for trauma recovery can include a wide range of informal
and formal sources of help, including seeking advice, social and emotional
support from friends and family, traditional healing, spiritual guidance, and
seeking treatment from medical or mental health providers (Liang et al., 2005;

Melgar Alcantud et al.,, 2021; Saint Arnault & Zonp, 2022). In addition to



engaging in diverse self-care, lifestyle, and social actions that survivors hope
can increase meaning and life satisfaction, strengthen their relationships, and
improve overall health and well-being (Sinko, Goldner, et al., 2021; Sinko,

James, et al. 2021).

Rates of Help-Seeking

Despite the high rates of adverse outcomes related to IPV, previous research
has shown that help-seeking among survivors is low. Many survivors never
disclose the violence to anyone and those who do mainly choose informal
sources and are substantially less likely to seek professional help from formal
sources, even despite their perceived need for such support (Cho et al., 2020;
Goodson & Hayes, 2021; Lovestad et al., 2021; WHO, 2005). These findings
may reflect the limited availability or accessibility of services for abused
women in some countries. However, low rates of formal help-seeking are also
common in countries that are relatively well supplied with resources for
survivors (Barrett et al.,, 2020; Fanslow & Robinson, 2010; FRA, 2014). The
Nordic countries included (Andersson, 2014; Lévestad et al., 2021; Ministry of
Welfare, 2012), renowned for their universal welfare-state model with a broad
scope of public social and healthcare services emphasizing equal accessibility

(Nordic Council of Ministers, 2020).

The earlier mentioned extensive EU study showed that the prevalence of
IPV women survivors seeking help after the most severe physical violence
incident was: health centers or other healthcare institutions (15%), police
(14%), hospitals (11%), legal services (10%), social services (5%), victim support
organizations (4%), and women’s shelters (3%). While help-seeking was low in
all the 28 countries, the rates varied widely across the countries. The authors
of that study concluded that socioeconomic status or gender equality

indicators did not adequately explain these differences, surmising culture to



play a key role (FRA, 2014). Studies on help-seeking among IPV survivors in
Iceland are scant. Nonetheless, one survey found that almost 80% of the
women who had been subjected to IPV did not seek help from agencies or
services available for survivors. Half of them had either told a friend or a close
family member about the violence, and around 18% of the women did not seek

help from any formal or informal source (Karlsdottir & Arnalds, 2010).

It should be pointed out that a significant body of international literature
suggests that women with a history of IPV use healthcare services more than
non-abused women, especially primary care and emergency departments
(Bonomi et al., 2009; Daoud et al., 2020; Garcia-Moreno, Zimmerman, et al.,
2015). Still, these women rarely disclose the violence and often do not receive
the support and appropriate care they need (Heron & Eisma, 2021; McCloskey
et al., 2006; Palmieri & Valentine, 2021). A study in Iceland showed that the
number of new hospital visits due to IPV at the National University Hospital
between 2005—-2014 was in total 1454, and the prevalence was 1.69 visits per
1000 women in the capital area. Yet, as Jonasdéttir and colleagues
acknowledge, these numbers only represent the visits where women disclosed
that their injuries were caused by an intimate partner and, therefore, most

likely display only the tip of the iceberg (Jénasddttir et al., 2021).

Screening for IPV in the Health Sector

One important space where one might expect disclosure to occur is indeed
within the healthcare system, and the health sector has a vital role in a
multisectoral response to IPVAW (Alvarez et al.,, 2017; Garcia-Moreno,
Hegarty, et al., 2015; WHO, 2013). While identifying survivors is essential,
there has long been debate about the effectiveness of screening for IPV in
healthcare settings (Gucek et al., 2016; Feder et al., 2006; Svavarsdottir et al.,

2015; Taket et al., 2004). In many countries, governments and health
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professional organizations have published clinician guidelines on identifying
abused women, e.g., by performing universal screening, selective screening,
routine inquiry, or case finding. Moreover, health professionals are
increasingly instructed to undertake such screening per national health
policies (Garcia-Moreno, Hegarty, et al., 2015; O’Doherty et al., 2014). Yet,
evidence on the effectiveness of IPV screening is insufficient (Klevens et al.,
2012; Miller et al., 2021; O’Doherty et al., 2014), and clear that even with
screening, many survivors experience hindrances that influence their capacity
to disclose the violence (Heron & Eisma, 2021; O’Doherty et al., 2014).
However, previous studies have found that disclosure is more likely if survivors
are asked in a compassionate, nonjudgmental, and nondirective manner; and
they feel safe and trust that confidentiality will be maintained (Feder et al.,

2006; Garcia-Moreno, Hegarty, et al., 2015).

It is important to note that detecting IPV is only the first step, and
screening cannot be effective or safe unless followed by an appropriate
response. The healthcare system needs to enable providers to address IPV and
provide trauma-informed care. Regular training on how to ask and respond to
IPV, standardized protocols and procedures, and referral networks must be in
place (Alvarez et al., 2017; Garcia-Moreno, Hegarty, et al., 2015; Palmieri &
Valentine, 2021; Substance Abuse and Mental Health Services Administration
[SAMHSA], 2014). Furthermore, there remains an urgent need for studies
assessing the effectiveness of screening to focus on other outcomes than
identification, e.g., by examining if screening leads to appropriate care,
increased referral to support agencies, additional help-seeking, and services
utilization, a decreased likelihood of further violence, and improved survivors’
long-term health and well-being (Miller et al., 2021; O’Doherty et al., 2014;
Wathen & MacMillan, 2012).
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Barriers to Seeking Help

As we have seen, literature on low help-seeking rates indicates that IPV
survivors experience hindrances to seeking help. That is consistent with other
studies reporting that survivors are faced with a wide range of barriers on
sociocultural, structural, interpersonal, and individual levels, e.g,
normalization of violence, access challenges, fearing the consequences of
disclosure, beliefs that IPV is a private matter, and self-blame (Heron & Eisma,

2021; Overstreet & Quinn, 2013; Robinson et al., 2021; Rodelli et al., 2022).

Furthermore, studies have indicated that survivors with depression, PTSD,
and low SOC face even more significant barriers as symptom burden and
seeing the world as unpredictable and meaningless can make it more
challenging to take action (Fleming & Resick, 2017; Hien & Ruglass, 2009; Saint
Arnault & O’Halloran, 2016). The burden of mental illness stigma, e.g.,
concerns for negative stereotyping, status loss, and discrimination, is also a
significant deterrent to help-seeking and service utilization (Clement et al.,
2015; Dockery et al., 2015; Schreiber et al., 2009). Much of this literature is
qualitative, and both quantitative and mixed methods studies examining help-
seeking barriers among survivors are a needed addition. However, it appears
there is a dearth of trauma or GBV-specific measures that assess barriers to

seeking help.

1.3 Measuring Help-Seeking Barriers

Measurement has been defined as assigning numbers to observations in an
effort to quantify phenomena (Kimberlin & Winterstein, 2008). In health,
social, and behavioral sciences, these phenomena are often abstract concepts
known as theoretical constructs. These constructs need to be operationalized

in defined variables for the development of measurement instruments to
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guantify these variables. Instruments are typically used to capture constructs,
such as attitude, feeling, or behavior that cannot be captured in a single
variable or item (Boateng et al., 2018; Kimberlin & Winterstein, 2008). The use
of self-report instruments is widespread across various fields of empirical
research. It refers to obtaining data using instruments, e.g., in surveys where
participants are asked to report something about themselves and complete it

themselves (Chan, 2008).

As the findings from the studies previously introduced demonstrate, help-
seeking after trauma is a complex process influenced by an array of
sociocultural, interpersonal, and individual factors. Help-seeking-related
constructs can therefore be challenging to measure. Despite the rapidly
growing research and intervention interest in help-seeking in the field of
mental health, there appears to be no consensus on its definition or

measurement (Divin et al., 2018; Rickwood & Thomas, 2012; Wei et al., 2015).

Existing Measures

A systematic review (Rickwood & Thomas, 2012) on how help-seeking for
mental health problems has been conceptualized and measured in the field
showed that of the 316 help-seeking studies included, overwhelming was
descriptive, applied no conceptual framework (81%), and no psychometrically
sound measures were routinely used. The most commonly applied conceptual
framework was the Theory of Reasoned Action/Planned Behavior (Ajzen &
Fishbein, 1980; Ajzen & Madden, 1986). Thereafter came the Behavioral
Model of Health Services Utilization (Aday and Andersen, 1974; Andersen,
1995), the Stages of Help-Seeking Model (Rickwood et al., 2005), and the
Network Episode Model (Pescosolido, 1992; Pescosolido & Boyer, 2010). A
minority of the studies (31%) used a standardized measure, and the Attitudes

Toward Seeking Professional Psychological Help Scale (ATSPPHS; Fischer &
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Turner, 1970) was the most widely used standardized measure. In a scoping
review on mental health related-measures, Wei and colleagues (2015)
identified 35 help-seeking measures, of which only ten were validated. Most
of the identified measures focused on attitudes towards help-seeking or
intentions to seek help, and very few assessed actual help-seeking behaviors.
The ATSPPHS was again the most used measure, and no reports on the

psychometric properties of the help-seeking behaviors measures were found.

Most health behavior theories predict that attitudinal and intention
variables are among the most proximal influences on behavior (Noar, 2004;
Sheeran et al., 2017). However, empirical evidence is somewhat mixed. While
there is support, many studies have also found the strength of associations
between attitudes, intentions, and health behavior to be weak (Armitage &
Conner, 2001; McDermott & Sharma, 2017; Sheeran et al., 2017; Steinmetz et
al., 2016), and clear that attitudes and intentions do not necessarily translate
into help-seeking actions (see Gulliver et al., 2012 for review). Still, self-report
instruments measuring help-seeking attitudes and intentions are important,
and for example, negative attitudes toward seeking help can serve as
significant barriers to help-seeking (Fischer & Farina, 1995; Mackenzie et al.,
2014; Agisdottir & Gerstein, 2009). It has been argued that the strength of
barrier-based measures is that they are more tied to behavior than attitudinal
measures (Clement et al.,, 2012). In a more recent review, help-seeking
measures were classified into the common attitudes and intentions categories
but added a specific barriers category that included five measures (Divin et al.,
2018). Nevertheless, most of these measures solely focus on barriers to
seeking formal help, primarily mental health treatment, and none are trauma-

specific.
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Barriers to Help-Seeking for Trauma Scale

The Barriers to Help-Seeking for Trauma Scale (BHS-TR) was developed from
an existing self-report barriers measure, the Barriers to Seeking Care Scale
used in the mental health supplement of the Ontario epidemiology study
(Boyle et al., 1996). The original scale included barriers to service use for
mental disorders. Besides Canada, these barriers have been examined in large
population-based studies in the United States and the Netherlands and found
relevant, despite differing healthcare systems in these countries (Sareen et al,,
2007). Based on an international literature review about barriers to seeking
help after trauma and findings from focus groups and individual interviews
with American and Irish GBV survivors, the original scale was adapted for GBV
survivorship and trauma recovery. Moreover, new items about shame, feeling
frozen and confused, mistrust, perceived rejection, being afraid of the
consequences of disclosure, and normalization were added, creating the BHS-

TR (Saint Arnault & O’Halloran, 2016; Saint Arnault & Zonp, 2022).

While there has been qualitative research examining why GBV survivors
do not seek help, Saint Arnault and colleagues’ (2016, 2022) studies are among
the first to propose a survivor-specific quantitative instrument to examine this
phenomenon. The framework that guided the development of the BHS-TR was
the Cultural Determinants of Help-Seeking (CDHS) theory, where help-seeking
is defined as “the experiences, expectations, and interpretations that interact
with structural variables, as well as context, to influence behavior aimed at
reducing suffering and promoting health” (Saint Arnault, 2018, p. 163). The
aim was to create a measure allowing for a wider variety of help needed than
in most existing measures, prompting survivors to consider the possible types
of help-seeking they wanted to try. Of course, professional psychological help

is one of their options (Saint Arnault & Zonp, 2022). However, as noted, there
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are many other help-seeking choices a person can try to ameliorate their
distress and gain well-being, such as informal social support, self-care, and
spiritual activities (Sinko, Goldner, et al., 2021). The BHS-TR scale has been
found to be reliable, valid, and helpful in understanding some aspects of the
GBV survivor’s help-seeking journey (Saint Arnault & Zonp, 2022). BHS-TR s,
to the best of the author’s knowledge, the first trauma-specific and survivor-

centered instrument that assesses barriers to help-seeking.

1.4 Translation and Cross-Cultural Adaptation

With the cross-cultural and international research expansion over the past
years, researchers are increasingly turning their attention to best practices for
instrument translation and adaptation (Beaton et al., 2000; International Test
Commission, 2017). When researchers decide to translate and use a pre-
existing measure developed in another country, they need to ensure that the
target culture is relatively similar to the source one and that the construct
being measured is functionally equivalent across the cultures. Still, when
choosing this approach, researchers run the risk of incomplete coverage of the
construct in the target culture (Lonner, 1985; Van de Vijver, 2015). Thus, to
limit construct bias, a rigorous translation and cross-cultural adaptation
methodology must be followed (Beaton et al.,, 2000; International Test

Commission, 2017; Agisdéttir et al., 2008).

Best Practices for Instrument Cultural Adaptation

Several principles, standards, and guidelines for translation and adaptation of
instruments have been developed (e.g., Beaton et al., 2000; International Test
Commission, 2017; Squires et al., 2013; Wild et al., 2005). There is a broad
agreement that a multistep process employing qualitative and quantitative

methods involving individuals with diverse expertise and experiences is
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needed to produce a high-quality and valid translation target version that is
equivalent to the source version. It is recognized that if measures are to be
used in different countries, the items must not merely be translated well
linguistically but also adapted culturally to maintain the content validity at a
conceptual level across different cultures. Moreover, the new measure needs
to be pretested with the target population, and researchers should ensure that
it has demonstrated the measurement properties required for the intended
use (Beaton et al., 2000; International Test Commission, 2017; Squires et al.,

2013; Wild et al., 2005).

Emic and Etic Approaches

Traditionally, when investigating cultural influences on behavior, researchers
have approached their topic from three different angles using indigenous,
cultural, or cross-cultural approaches. The emics or factors unique to a culture
are examined in the former two. Scholars using these approaches usually
reject claims that constructs are universal, focusing on the local context and
the meaning of constructs in the particular culture under study. In contrast,
the etics or factors common across cultures are examined in the cross-cultural
approach. Scholars using this approach assume the constructs exist in all the
cultures studied, and the focus is on understanding similarities and differences
across cultures (Brislin et al., 1973; Tanaka-Matsumi, 2019; Triandis, 2000;

Agisdottir et al., 2008).

These approaches are often applied when translating and adapting pre-
existing measures. In an etic strategy, when the cultures are relatively similar,
and the construct is deemed functionally equivalent, the measure goes
through mainly a literal translation, and the item content is not changed to a
new context. However, if there is a concern with construct bias, an emic

strategy might be required to make the measures more appropriate and
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meaningful to the new culture. Then items are modified for wording and
content, and even new items might be needed to be added to the measure

(Brislin, 1986; Van de Vijver, 2015; £gisdéttir et al., 2008).

Both strategies have strengths and weaknesses; the etic one may offer
high levels of equivalence between the language versions allowing for a direct
cross-cultural comparison. Still, researchers may fail to capture the culturally
specific nuances of the construct, and highly likely that some aspects may be
lost or not captured by the measure. The emic one offers a more culturally
sensitive approach, but then cross-cultural comparison becomes more
challenging and not as direct (Berry, 1989; Brislin, 1976; /Agisddttir et al.,
2008). Therefore, a combined etic—emic strategy has been recommended to
counteract the weaknesses of both approaches. Then some items can be
literally translated (potentially etic items), some required adaptation to the
new context, and additional items unique to the target culture (emic) possibly
developed. The adapted and potential new items may enhance cross-cultural
validity, and for comparison, only shared items would be used (Brislin, 1983;

Van de Vijver & Leung, 2021; Agisdottir et al., 2008).

Cross-Cultural Cognitive Interviewing

Cognitive interviewing, a psychologically oriented method for empirically
studying how respondents mentally process and respond to survey questions
(Willis, 2008), has emerged as an essential qualitative method for the
pretesting and evaluation of self-report instruments. Its primary value is
providing information to uncover potential issues with questions or items and
offer recommendations for improvements (Beatty et al., 2020; Miller et al.,
2014; Willis & Miller, 2011). However, since cognitive interviewing was derived
from the cognitive aspects of the survey methodology movement

(Tourangeau, 1984; Willis, 2005), the method has been criticized in the context
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of cross-cultural research for lack of focus on sociocultural factors that can
influence the survey response process, consistent with the understanding that
cognitive processes do not operate within a black box but are shaped by
persons’ lived experiences (Ridolfo & Schoua-Glusberg, 2011; Willis & Miller,
2011).

Cross-cultural cognitive interviewing is a variant of standard cognitive
testing that has increasingly been carried out in an effort to detect issues
related to the translation of instruments and establish cultural equivalence
(Willis, 2015). This extension of cognitive interviewing, an already
interdisciplinary paradigm, has incorporated perspectives from sociology and
anthropology (Gerber, 1999; Miller et al., 2014), with an increased emphasis
on how members of different cultural groups interpret specific questions and
instruments as a whole in the context of their unique viewpoints (Willis, 2015;
Willis & Miller, 2011). Conducting such interviews has been shown to be a
crucial step in the development of culturally sensitive instruments (Boer et al.,

2018; Ingersoll-Dayton, 2011; Van de Vijver, 2015).

1.5 Instrument Validation

According to the widely used and well-established Standards for Educational
and Psychological Testing, produced by the American Educational Research
Association (AERA), the American Psychological Association (APA), and the
National Council on Measurement in Education (NCME), validity is the most
fundamental consideration in developing and evaluating measures. Moreover,
validation is defined as a process that “involves accumulating relevant
evidence to provide a sound scientific basis for the proposed score

interpretations” (AERA/APA/NCME, 2014, p. 11).
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Establishing Evidence of Validity

The conceptualization and treatment of validity in the measurement field has
shifted multiple times over the last decades (Campbell & Fiske, 1959; Cronbach
& Meehl, 1955; Kane, 2001; Messick, 1988; Shepard, 1993). Today, it is widely
accepted that validity is a unitary concept, and various sources of evidence are
needed to evaluate it (AERA/APA/NCME, 2014). The term validity is often
referred to as the extent to which an instrument measures what it claims to
measure (Kimberlin & Winterstein, 2008), and according to the previously
mentioned Standards, it is defined as “the degree to which evidence and
theory support the interpretations of test scores for proposed uses of tests”
(AERA/APA/NCME, 2014, p. 11). Validity requires that an instrument is reliable,
and the validation process is in large part focused on minimizing measurement
error. Moreover, validity evidence of an instrument is built over time, with

validations taking place in various populations (Kimberlin & Winterstein, 2008).

In the validation process, the sources of evidence may illuminate different
aspects of validity, but they do not represent distinct types of validity
(AERA/APA/NCME, 2014). The “trinity” view of content—criterion—construct
validity and further categorization or breakdown of validity has been
challenged. Therefore, the use of historical nomenclature has been criticized
by some researchers (AERA/APA/NCME, 2014; Goodwin & Leech, 2003). While
respecting the unified nature of validity, others continue to use these terms or
category labels for convenience and clarity (Boateng et al., 2018; Kimberlin &
Winterstein, 2008; Onwuegbuzie et al.,, 2009; Streiner et al., 2015). For
example, in the Meta-Validation Model (Onwuegbuzie et al.,, 2009), the
developers combined the traditional notion of validity with Messick’s (1989,
1995) conceptualization, thereby generating a re-conceptualization of validity.

Although treated as a unitary concept, the model indicates that validity can be
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subdivided into several areas of evidence: Content-related validity consists of
face validity, item validity, and sampling validity. Criterion-related validity
consists of concurrent validity and predictive validity. Construct-related validity
consists of substantive validity, structural validity, comparative validity,

outcome validity, and generalizability (Onwuegbuzie et al., 2009).

While most of these validity areas lend themselves to quantitative
methods, Onwuegbuzie and colleagues showed that they could also be
addressed with qualitative methods, creating the Meta-Framework for
Instrument Development/Fidelity and Construct Validation (Onwuegbuzie et
al., 2010). That continues to be used in the growing field of mixed methods
validation (Daigneault & Jacob, 2014; Durham et al., 2011; Koskey et al., 2018).
Another mixed methods approach, or the Transformativist Measurement
Development Methodology (Sankofa, 2021), includes ‘Trustworthiness
Validation” as a crucial stage. The approach applies Whittemore’s and
colleagues (2001) widely used primary criteria for qualitative validity, also
termed trustworthiness: authenticity, credibility, criticality, and integrity.
Sankofa (2021) describes techniques to address the criteria, including data
triangulation, expert panel, member checking, audit trail, and ethical

considerations, in the context of scale construction.

Use of Mixed Methods for Validation

In a widely used definition based on a review of definitions, mixed methods
research is defined as “type of research in which a researcher or team of
researchers combines elements of qualitative and quantitative research
approaches (e.g., use of qualitative and quantitative viewpoints, data
collection, analysis, inference techniques) for the broad purposes of breadth
and depth of understanding and corroboration” (Johnson et al., 2007, p. 123).

In the mixed methods research field, meta-inferences refer to inferences
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stemming from both qualitative and quantitative findings integrated into a

coherent whole (Onwuegbuzie & Johnson, 2006; Tashakkori & Teddlie, 2003).

One of the earliest examples of using multiple research methods for
validation dates to the 1950s, with Campbell and Fiske’s (1959) framework
giving rise to methodological triangulation and arguing that the convergence
of findings derived from more than one method would strengthen the
evidence of validity. However, as innovative and valuable their framework has
been, it is first and foremost quantitative. To date, in the instrument
development and validation literature, construct validation is often conceived
as mainly a quantitative endeavor (Daigneault & Jacob, 2014; Johnson et al.,
2007; Luyt, 2012; Onwuegbuzie et al., 2010; Sankofa, 2021). When qualitative
data are used, it is usually only granted a supplementary role to quantitative
data, and often the methods are utilized in isolation rather than fully
integrated (Daigneault & Jacob, 2014; Koskey et al., 2018; Luyt, 2012). Still,
there is a growing literature on mixed methods validation. A few frameworks
have been developed that place equal value on quantitative and qualitative
methods, focusing on validity and trustworthiness, and emphasizing the
integration or “mixing” of findings from both databases to inform validation
evidence for a measure (Dellinger & Leech, 2007; Luyt, 2012; Onwuegbuzie et

al., 2010; Sankofa, 2021).

The “fit” of data integration refers to the coherence of quantitative and
qualitative findings (Fetters et al., 2013). Such assessment is likely to lead to
four possible outcomes: Confirmation is when the findings are consistent with
each other, supporting drawing the same conclusion from each.
Complementarity is when the findings tell different but nonconflicting stories
(reflecting different sides of the same coin). Expansion is when the findings

diverge to a certain degree but, when combined, can expand insights.
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Discordance is when the findings are inconsistent, contradictory, or disagree

with each other (Fetters et al., 2013; Fetters & Molina-Azorin, 2017).

Legitimation

Mixed methods scholars have proposed that the concept legitimation should
be used to refer to validity and quality in mixed methods studies because it
takes into account both quantitative and qualitative research paradigms
(Fetters & Molina-Azorin, 2017; Johnson & Christensen, 2017; Onwuegbuzie
etal., 2011). It was coined by Onwuegbuzie and Johnson (2006), which further
developed a legitimation typology to serve as a guide for those conducting
mixed methods research—identifying possible legitimation threats and
encouraging researchers to address them (when applicable) in order to ensure
design quality and interpretive rigor yielding high-quality meta-inferences. The
typology builds the Integrative Model of Quality (Tashakkori & Teddlie, 2006;
Teddlie & Tashakkori, 2003) and is grounded on the notion that legitimation is
not only an outcome but a continuous iterative, interactive, and dynamic
process occurring throughout all stages of the research (Onwuegbuzie et al,,
2011; Onwuegbuzie & Johnson, 2006). It includes different legitimation
strategy types that have expanded over the years, currently counting 11 types:
sample integration, inside-outside (emic—etic), weakness minimization,
sequential, conversion, paradigmatic mixing, commensurability
approximation, multiple validities, multiple stakeholders, integration, and
pragmatic legitimation (Johnson & Christensen, 2017; Onwuegbuzie et al,,

2011).

Recently a new type of legitimation was proposed to be added to the
typology, ‘Divergent Findings Legitimation’ (Perez et al., 2022), stemming from
the challenge researchers face when quantitative and qualitative findings

diverge (Bustamante, 2019; Fetters et al., 2013; Pluye et al., 2009). Failure to
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follow up on divergence can threaten legitimation, and this new type is about
the extent to which researchers explore and learn from such findings (Perez et

al.,, 2022).

1.6 Rationale for Thesis

Research on seeking help after IPV and other forms of GBV in Iceland is scant,
notably the specific focus on trauma-related help-seeking and recovery
trajectory. Furthermore, the unique aspects of culture that impact these
processes among survivors in Iceland appear to be entirely missing. The
international literature reviewed above demonstrates that despite the high
prevalence of adverse health and trauma-related outcomes associated with
IPV, help-seeking and service utilization among survivors is low in most
countries. The existing Icelandic research indicates that Iceland is there no
exception. Further exploration of the barriers that IPV survivors face is
essential to better understand the gap between needing help and seeking

help.

Currently, there is no self-report measure on barriers to seeking help after
trauma available in Iceland. Therefore, this doctoral thesis aimed to create the
first Icelandic trauma-specific and survivor-centered help-seeking barriers
instrument. The following section lays out the thesis’ specific aims. The
rationale for choosing the BHS-TR was the scale’s GBV survivorship and trauma
recovery focus. The availability of such an instrument for research and practice
in Iceland has value by providing information that can guide the development
of evidence-based interventions to break down barriers and facilitate help-

seeking among survivors.

This thesis is part of a larger international research project on help-seeking

and recovery among GBV survivors, the Multicultural Study of Trauma
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Recovery (MiStory). The MiStory network (https://mistory-

traumarecovery.org/) is a research collaborative currently working in 15

countries around the world to better understand and use safe and trauma-
informed methods that illuminate the interactions among cultural context, the
self, gender, and trauma recovery. The vision of MiStory is a world where GBV
is not tolerated, and survivors are empowered and supported. The mission is
to expose, challenge, and eliminate the sociocultural underpinnings that
support GBV and inhibit help-seeking and healing by its survivors. Research
with this group has recently turned to the measurement arena because there
is a dearth of culturally sensitive measures that can capture aspects of trauma

recovery, including help-seeking.
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2 Aims

The overarching aim of the doctoral thesis was to create the first Icelandic
survivor-centered and trauma-specific help-seeking barriers instrument. More
specifically, to use mixed methods to discover culturally specific barriers to
help-seeking for IPV survivors in Iceland and to adapt, validate, and legitimate
the BHS-TR scale. This work resulted in three independent, but interrelated
studies presented in three original articles. The specific objectives of each

study were to:
Study |

1. Translate the original BHS-TR from the English language version into
the Icelandic language and cross-culturally adapt it for use in the

Icelandic context
2. Pretest the Icelandic BHS-TR with IPV survivors in Iceland:

a. Evaluate the scale’s relevance and content-related validity

evidence

b. Discover culturally specific barriers to help-seeking missing

from the scale
Study Il

1. Develop new BHS-TR items based on the culturally specific barriers

identified in study |

2. Evaluate the construct-related validity evidence of the Icelandic BHS-

TR in a sample of IPV survivors by examining its:

27



a. Factor structure and dimensionality
b. Convergent and discriminant validity
c. Known-groups validity

3. Evaluate the reliability of the scale by examining its internal

consistency
Study llI

1. Use a mixed methods legitimation strategy of integration to evaluate
the validation evidence for the Icelandic BHS-TR by merging the

qualitative and quantitative findings of studies | and Il:

a. Discover convergent (confirmation or complementarity) and
divergent (expansion or discordance) evidence about the BHS-

TR structure from this integration
b. Critically evaluate divergent items by examining the following:
—influence of the barriers on the survivors’ help-seeking
—factor cross-loadings for the most strongly endorsed items
— mean score differences for survivors’ subsamples

c. Make recommendations about the benefits of this integration

to BHS-TR refinements
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3 Materials and Methods

The doctoral thesis consists of three studies using qualitative, quantitative, and
mixed methods (see Table 1) that together represent a survivor-centered and
mixed methods validation study on the Icelandic BHS-TR. Study I describes the
translation and initial cross-cultural adaptation of the scale (article I). Study II
describes the development of culturally specific barrier items and
psychometric evaluation of the scale (article Il). Study /Il describes the
integration of qualitative and quantitative findings to inform the Icelandic BHS-
TR validation evidence (article Ill). This section summarizes the materials and
methods used in the thesis. For detailed descriptions, see the previously

mentioned articles.

Table 1: Overview of the studies in this thesis

Study Design Participants Data collection Analysis

| Translation and Women IPV  Forward translations, Review,
cross-cultural survivors back translation, and reconciliation, and
adaptation/ (n=17) expert committee synthesis
Qualitative review
exploratory Deductive and
study design Two rounds of in- inductive qualitative

person cognitive content analysis
interviews (purposive
sampling)

Il Exploratory Women IPV  Data from studly | Deductive and
sequential survivors used inductive qualitative
mixed methods (n=17) content analysis
study design (n=137) Additional round of

in-person cognitive

Descriptive statistics,
Principal component

29



interviews (purposive
sampling)

Online survey that
included demographic
guestions and self-
report instruments

analysis,
multidimensional
scaling, Cronbach’s
alpha coefficient,
Pearson’s correlation
coefficient,
independent sample

(voluntary response t-tests
sampling)

1 Integrated Women IPV  Data from studies | Fit of data integration,
spiraling mixed survivors and Il used joint display analysis,
methods study (n=17) descriptive statistics,
design (n=137) influence analysis,

cross-loadings
analysis, independent
sample t-tests

3.1 Design

This thesis was conducted following well-established guidelines and best
practices for culturally adapting and validating instruments (Beaton et al,,
2000; Boateng et al., 2018; Wild et al., 2005). A combined etic (universal) and
emic (culture-specific) strategy using mixed methods was employed as
recommended to enhance the construct validity of instruments for use outside
their culture of origin (Brislin, 1983; Van de Vijver, 2015; Agisddttir et al.,
2008).

The overall design guiding the thesis was an integrated mixed methods
instrument development design (Creswell & Plano Clark, 2018; Mendlinger &
Cwikel, 2008; Onwuegbuzie et al., 2010). The specific study designs for each of
the three studies are listed in Table 1. The data collection was conducted in
two sequential phases (qualitative — quantitative), and data analysis included

gualitative, quantitative, and mixed analyses conducted at different points in
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the research process. Integration occurred at the design, methods, and
interpretation/reporting levels (Fetters et al., 2013). See Figure 1 for a diagram
of the research process and linkages of the three studies; in the boxes are data

sources and in the circles are integration types.

Study Il
Merging
e
Study | Study Il
Building T
Qualitative Qualitative | Quantitative Quantitative
data i data | me—— data —_ data Interpretation
collection analysis collection analysis

Figure 1: The thesis’ research process.

Nine types of legitimation strategies (see Table 2) were implemented to
ensure design quality and interpretive rigor to generate high-quality meta-

inferences (Johnson & Christensen, 2017; Onwuegbuzie et al., 2011; Perez et

al., 2022).

Table 2: Legitimation strategies implemented

Legitimation type  Description Implementation in the thesis
Sample The extent to which the A sequential parallel mixed
integration relationship between the methods sampling design was

guantitative and qualitative
sampling designs is appropriate
and can yield quality meta-
inferences made from both
samples.

used. The qualitative and
guantitative samples were
drawn from the same
underlying population, and the
inclusion criteria were the
same. The reasons why using
identical or nested samples was
unfeasible were stated.

Inside—outside
(emic—etic)

The extent to which
researchers accurately present
and appropriately utilize the

A well-informed and balanced
insiders’ (e.g., qualitative and
guantitative data from IPV
survivors, member checking)
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insider’s (emic) and outsider’s
(etic) perspectives.

and outsiders’ (e.g.,
multidisciplinary researchers,
expert committee review)
perspectives were strived for.

Weakness
minimization

The extent to which
weaknesses of one method are
compensated by the strengths
of another method.

Qualitative and quantitative
methods were used in this
thesis, drawing upon the
strengths of both, which
provided in-depth and breadth
information on the research
topic.

Sequential

The extent to which
researchers have minimized
the potential issues (e.g.,
priming effects) of the order of
the phases in a sequential
design and ensured that the
later phase is appropriately
built on the earlier phase.

The need for a sequential
design starting with the
qualitative phase was made
explicit, as well as how the
qualitative findings informed
the data collection (building) in
the subsequent quantitative
phase.

Commensurability
approximation

The extent to which
researchers can cognitively
switch from quantitative and
qualitative lenses (“Gestalt
switching”) and the meta-
inferences made reflect a
mixed worldview.

In the research process of this
thesis, the author made
switches from a qualitative lens
to a quantitative lens and vice
versa, multiple times, yielding
the mixed view presented and
meta-inferences drawn.

Multiple validities

The extent to which the validity
of the quantitative, qualitative,
and mixed components of the
study are addressed using the
pertinent quantitative,
qualitative, and mixed
methods “validities.”

Multiple strategies were
implemented to enhance the
legitimation of the whole thesis
and each of its components,
emphasizing trustworthiness,
validity, and legitimation
depending on the part.

Integration

The extent to which
researchers successfully
integrate quantitative and
qualitative data, analysis, and
inferences.

Integration in this thesis
occurred at the design,
methods, interpretation, and
reporting levels, and the
procedures and outcomes
described in detail.

32



Divergent findings

The extent to which
researchers explore and learn
from inconsistent, disagreeing,
or contradictory findings.

An essential final part of the
thesis was systematically
identifying, exploring, and
gaining new insights from
divergent findings.

Pragmatic

The extent to which the
purpose of the study was met,
the research questions
answered, the research
problem solved, and the
results provided have
pragmatic utility or usefulness.

The overarching aim of the
thesis was met, filling the need
for a reliable and valid trauma-
specific help-seeking barriers
instrument that can be used in
research and practice with
survivors in Iceland.

Note: The description of the legitimation types is based on Johnson & Christensen (2017),
Onwuegbuzie et al. (2011), and Perez et al. (2022).

3.2 Data Collection

Translation and Cross-Cultural Adaptation

The BHS-TR was translated and culturally adapted (study 1) following
international guidelines and principles of good practice (Beaton et al., 2000;
Wild et al., 2005), providing a rigorous process designed to maximize the
attainment of semantic and conceptual equivalence between the source and
target instruments. It entailed gathering data from various sources
(translators!, back translator?, expert reviewers?, and survivors) at multiple
points; see Figure 2 for a flowchart of the process. While the translation,
pretesting with survivors (study 1), and further development and evaluation

(studies Il and Ill) of the scale are all part of the overall cross-cultural

adaptation process, it is described separately in this thesis.

1 The translators were two native Icelandic speakers fluent in English; one a professional
translator and the other a psychologist, both experienced researchers in their field.

2 The back translator was a native English speaker who was fluent in Icelandic and an
experienced researcher in the field of health sciences.

3 The expert committee consisted of a methodologist and two health professionals (nurse and
psychologist) experienced working with GBV survivors.
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Source version
BHS-TR

Forward Forward
translation 1 translation 2
(English to (English to
Icelandic) Icelandic)

N <

Reconciliation

v

Back
translation
(Icelandic to

English)

v

Back translation
review

Y

Expert committee
review

Y

Pretesting
with
survivors

Review of pretest
results

v

Finalization and
proofreading

Target version
BHS-TR

Figure 2: The translation and initial adaptation process.
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Validation with Survivors

A sequential parallel sampling design (Collins et al., 2007) was used for the
gualitative and quantitative phases. The inclusion criteria for both phases were
to self-identify as a woman, be 18 years old or older, live in Iceland, speak
Icelandic, and have experienced IPV. Since what constitutes IPV can vary from
person to person, participants self-identified as survivors based on the
definition and examples of types of IPV provided in the introduction material,
including physical, sexual, emotional, financial, and cyber Vviolence.
Additionally, for ethical reasons and the women'’s safety, they had to have

been out of the abusive relationship for at least a year.

Qualitative Phase. The qualitative data were gathered in three iterative
rounds of cognitive interviews with Icelandic IPV survivors. Participants were
recruited from centers and service providers for survivors of violence in North
and South Iceland, using purposive sampling. During recruitment, attempts
were made to select diverse individuals within the target population. The first
two rounds (study |) consisted of 17 in-person interviews conducted between
August and October 2019 that were part of the initial cross-cultural adaptation
and testing of the scale. Based on this data, new items for the Icelandic BHS-
TR were developed, and those pretested in the third round (study Il) between
December 2019 and January 2020. This final round (member checking)
involved a second in-person interview with eight of the 17 women who

participated in the earlier rounds.

The interview procedures were guided by standard (Tourangeau, 1984)
and cross-cultural (Willis, 2015) cognitive interviewing recommendations.
Think-aloud technique and verbal probing were used in conjunction to elicit
participants’ interpretive process, and the interviews were all audio-recorded

with permission. The data collection continued until data saturation was
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achieved. All 25 interviews took place in safe locations chosen by participants

and were conducted by the author.

Quantitative Phase. The quantitative data were gathered using an
anonymous online survey (study Il) advertised through social media posts and
flyers distributed at various services for survivors of violence in Iceland, located
all over the country. Participants accessed the survey by following a link hosted
on the Icelandic Directorate of Equality’s website, and a voluntary response
sampling was applied. Qualtrics, a secure online platform, was used to build
the survey that included the measure under study, demographic and help-
seeking history questions, and self-report instruments measuring mental
health symptoms, stigma beliefs, and SOC (detailed below). The data were
collected between February and October 2020, and in total, 168 IPV survivors
in Iceland answered the survey. However, the data presented in this thesis

include only the 137 participants who completed the entire BHS-TR scale.

3.3 Participants

Qualitative Sample

The qualitative sample included 17 women IPV survivors, ages 18 to 64 years
(M =37.4,SD =12.2). Most of the women were employed (70.6%), with about
half having received a university degree (52.9%), and most had children
(70.6%). All had been in a heterosexual relationship when their partner abused
them. The majority self-reported a current mental or physical diagnosis
(64.7%), and all had been faced with physical, emotional, and social health
effects because of their traumatic experiences. About half had received mental
healthcare at some point in their life (52.9%), but when asked explicitly about

seeking help for trauma recovery, only a few (35.3%) said they had done so.
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Further information on the characteristics of the qualitative sample can be

found in Table 3.

Quantitative Sample

The quantitative sample included 137 women IPV survivors, ages 19 to 76
years (M =40.7, SD = 11.7). Most of the women were employed (64.2%), with
over half having received a university degree (59.9%), and most had children
(76.7%). The majority self-reported a current mental or physical diagnosis
(67.9%), and the vast majority had received mental healthcare at some point
in their life (81.8%). When asked about needing help for trauma recovery in
the last 12 months, 75.9% said they had needed help in general, and 70.1%
said they had especially required mental health treatment. Nonetheless,
almost half of the women (45.3%) reported not seeking the professional help
they needed in the last 12 months. Further information on the characteristics

of the quantitative sample can be found in Table 3.

Table 3: Overview of the participants” demographic characteristics

Characteristics Qualitative (n = 17) Quantitative (n = 137)

Age

18-29 4 (23.5%) 24 (17.5%)
30-39 7 (41.2%) 34 (24.8%)
40-49 4 (23.5%) 38 (27.7%)
50-59 1(5.9%) 18 (13.1%)
60+ 1(5.9%) 6 (4.4%)
Not stated - 17 (12.4%)
Racial and ethnic background

Caucasian 17 (100%) -
Iceland-born 16 (94.1%) -
Foreign-born 1(5.9%) -
Level of education

High school or less 3(17.6%) 11 (8.0%)
Technical or junior college degree 5(29.4%) 29 (21.2%)
University degree 9 (52.9%) 82 (59.9%)

Not stated
Employment status (not mutually
exclusive)

15 (10.9%)
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Working 12 (70.6%) 388 (64.2%)
Unemployed or looking for work 2 (11.8%) 7 (5.1%)
Student 5 (29.4%) 26 (19.0%)
Homemaker 1(5.9%) 3(2.2%)
Unable to work due to

sickness/disability 3 (17.6%) 20 (14.6%)
Other - 24 (17.5%)
Number of children

None 5 (29.4%) 24 (17.5%)
One or two 9 (52.9%) 59 (43.1%)
Three or more 3(17.6%) 46 (33.6%)
Not stated - 8 (5.8%)
Years in the abusive relationship

1-5 4 (23.5%) -
6-10 9 (52.9%) -
11-15 2 (11.8%) -

15+ 2 (11.8%) -
Years out of the abusive relationship

1-5 10 (58.8%) -
6-10 6 (35.3%) -
11-15 1(5.9%) -
Current medical diagnosis (mental

and/or physical)

No 6 (35.3%) 44 (32.1%)
Yes 11 (64.7%) 93 (67.9%)
History of receiving mental healthcare

No 8 (47.1%) 24 (17.5%)
Yes 9 (52.9%) 112 (81.8%)
Not stated - 1(0.7%)

3.4 Instruments

Measure under Study

The BHS-TR focuses on barriers to seeking help for trauma recovery and asks
how much the barriers on the scale influenced respondents not to seek help.
Respondents answer on a 4-point Likert scale anchored at 1 (“Did not influence
me”) to 4 (“Strongly influenced me”), with a higher total score indicating more

help-seeking barriers (Saint Arnault & Zonp, 2022).
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As noted in the introduction, the BHS-TR was developed from an existing
mental health barriers measure and adapted for use with GBV survivors. The
BHS-TR initially included the 25 items from the original measure plus an
additional nine trauma-specific and survivor-centered items (34-item version).
The early work on the scale indicated that the barriers could be grouped into
structural and internal dimensions (Saint Arnault & O’Halloran, 2016), which
was later confirmed in a psychometric study among American GBV survivors.
Moreover, a seven-factor structure (Unavailable/Not Helpful; Financial
Concerns; Discrimination; External Constraints; Shame; Frozen/Confused; and
Problem Management Beliefs) was revealed, creating a 24-item version of the
English language BHS-TR, which was found to be reliable and valid (Saint
Arnault & Zonp, 2022). In order to capture all possible nuances, the full 34-

item version was used in the effort to develop the Icelandic BHS-TR.

Other Measures

The Patient Health Questionnaire-8 (PHQ-8; Kroenke et al., 2009) is a widely
used and validated measure consisting of eight items based on the DSM-IV
diagnostic criteria for depression. PHQ-8 is identical to the PHQ-9 without the
suicidal thoughts item, making it more suitable for general survey use.
Respondents are asked to assess the frequency of symptoms in the past two
weeks on a 4-point response scale, with a total score range from 0 to 24. A
clinical cut-off score of 210 has been recommended to indicate probable
current depression (Kroenke et al.,, 2009; Wu et al., 2020). The Icelandic
version of the measure (or the PHQ-9) has been shown to have sound
psychometric properties (Bjornsson et al., 2018). Cronbach’s alpha for PHQ-8

in this thesis was 0.87.

The PTSD Checklist for DSM-5 (PCL-5; Blevins et al., 2015) is a widely used

and validated measure consisting of 20 items corresponding to the DSM-5
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symptom criteria for PTSD. Respondents are asked to rate how bothered they
have been by the symptoms in the past month on a 5-point response scale,
with a total score range from 0 to 80. A clinical cut-off score of 231 has been
recommended to indicate probable current PTSD (Blevins et al., 2015; Bovin
et al,, 2016). Validation studies on the Icelandic version of the PCL-5 have not
been published. The measure is however commonly used in research and
clinical work in Iceland and has been shown to have good internal consistency
reliability (Asgeirsdottir, 2019; Danielsdéttir et al., 2022). Cronbach’s alpha for
PCL-5 in this thesis was 0.96.

The Beliefs Toward Mental lllness Scale (BTMI; Hirai & Clum, 2000) is a
mental illness stigma measure that consists of 21 items assessing negative
stereotypical views of psychological disorders and includes four subscales:
Dangerousness, Social Dysfunction, Incurability, and Embarrassment.
Respondents are asked to rate their level of agreement with the belief
statements on a 6-point Likert scale, and higher scores reflect more stigma
towards mental illness. The BTMI has been demonstrated to be reliable and
valid across cultures (Hirai & Clum, 2000; Hirai et al., 2018; Saint Arnault et al.,
2017), but validation studies on the Icelandic version have not been published.
Cronbach’s alpha for the full BTMI in this thesis was 0.89, with the alpha values

for the subscales ranging from 0.71 to 0.81.

The shortened version of the Sense of Coherence Scale (SOC-13;
Antonovsky, 1993) comprises 13 items about how people view their lives,
measuring SOC’s three main dimensions: Comprehensibility, Manageability,
and Meaningfulness. Respondents are asked to rate their level of agreement
or disagreement on a 7-point semantic differential scale. The total score range
is from 13 to 91, with a higher score indicating a stronger SOC (low: 13-57,

medium: 58—74, and high: 75-91). The measure has been shown to be reliable
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and valid in multiple studies conducted across many cultures (Antonovsky,
1993; Eriksson & Lindstrom, 2005; Holmefur et al.,, 2015), but validation
studies on the Icelandic version have not been published. Both the original full
29-item and the shortened versions have been used in research in Iceland and
shown to have good internal consistency reliability (Gudmundsdottir et al.,
2011; Svavarsdottir & Rayens, 2005). Cronbach’s alpha for SOC-13 in this thesis
was 0.85.

3.5 Data Analysis

Qualitative Analyses

The data generated in the translation process (study |) were analyzed in a
multistep process (Beaton et al., 2000; Wild et al., 2005), involving reviewing
all translation versions of the scale, identifying ambiguities and discrepancies,
reconciling, and synthesizing the translations to create the pre-final version for
the pretesting with the target population. Each step was thoroughly

documented during the process, allowing tracking of all the decisions made.

The qualitative data from the cognitive interviews (transcribed verbatim)
were all analyzed using qualitative content analysis (QCA), based on the
procedures as described by Elo and Kyngas (2008). See Figure 3 for an
overview of the QCA processes in this thesis. The first two rounds of interviews
(study 1) were analyzed with the combined deductive and inductive QCA
approach using an unconstrained matrix to code the data. The aim was to gain
insight into survivors’ perspectives and interpretations of the BHS-TR, uncover
potential issues and inform needed modifications. The matrix was mainly
based on categories frequently reported in the literature (general design,

language/wording, and cultural relevance). Still, as it was unconstrained, there
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was a possibility of creating a new category (trauma sensitivity) using steps of

the inductive approach, including grouping, categorization, and abstraction.

The data from the first two rounds (17 interviews) were also used for the
item generation of culturally specific barriers (study II). Yet, the unit of analysis
was solely the parts of the interviews where the participants spoke about help-
seeking barriers they thought were missing from the instrument. The same
framework that guided the development of the original BHS-TR, the CDHS
theory (Saint Arnault, 2018), was applied. This theory is not trauma-specific
but could encompass barriers to any actions taken by survivors to decrease
suffering and improve health and well-being. The data were analyzed using the
inductive QCA approach, including making sense of the data to gain a
comprehensive understanding of the content, open coding, creating
categories, and abstraction. For the third round of interviews (study IlI), the
pretesting of these new items, the combined deductive and inductive QCA
approach was utilized again using the categorization matrix developed in the

first study to code the data.
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Selecting the unit of
analysis

Inductive approach Preparation phase Deductive approach
Making sense of the

data as a whole

Organising phase
Open coding
Coding sheets

Categorization

Developing analysis
matrix (unconstrained)

Data coding by
content

Abstraction

Reporting phase

Categories

Figure 3: The QCA processes, modified and used with permission (Elo & Kyngas, 2008).

Quantitative Analyses

First, the survey data were examined to ascertain that the variables’

distribution and relationships did not violate the statistical assumptions of the

following analyses. There were no missing data for the BHS-TR scale as the
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criteria preclude it, and missing data did not exceed 5% on any of the other
measures. All statistical analyses were performed using the SPSS Statistics
software package (Version 27.0; IBM Corp., Armonk, NY, USA, 2020), and the

significance level was set at p < 0.05.

Descriptive statistics were used to examine the participants’ demographic
characteristics, health status, need for help, and help-seeking utilization (study
[land I11). Also, to examine the barriers’ level of influence on participants’ help-
seeking and rank-order the items (study Ill). The factor structure and
dimensionality (study IlI) of the BHS-TR were explored using principal
component analysis (PCA)* with direct oblimin rotation and multidimensional
scaling (MDS) following rigorous criteria (Cattell, 1966; Costello & Osborne,
2005; Fabrigar et al., 1999; Kaiser, 1974; Yong & Pearce, 2013). The main
reason for using PCA instead of a ‘true’ exploratory factor analysis technique
(e.g., Principal Axis Factoring or Maximum Likelihood) was to use the same
method as used in the initial testing of the structure of source BHS-TR,

strengthening the assessment of cross-cultural construct validity.

The convergent and discriminant validity evidence (study IlI) was assessed
by examining the associations between help-seeking barriers and mental
iliness stigma beliefs on the one hand and SOC on the other using Pearson’s
correlation coefficient (>0.10 = weak; >0.30 = moderate; >0.50 = strong;
Cohen, 1988). The known-groups validity evidence (study Il and IlI) was
assessed by examining whether the BHS-TR could differentiate between
groups (depression, PTSD, and low SOC) known to differ on help-seeking

barriers using independent sample t-tests. The multiple comparisons were

4 Although PCA is not technically a factor analysis method, it is a psychometrically sound and
widely used technique for data extraction and exploring the underlying structure of measures
(Field, 2018; Yong & Pearce, 2013). Moreover, to be consistent with the terminology used for
the source version of BHS-TR, the term factor instead of component is used in this thesis.
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corrected using the Bonferroni method (Bland & Altman, 1995) for the main
known-groups validity testing (of the total scale); thus, the level of significance

was set at p £ 0.025 for that assessment.

The reliability (study II) was assessed by examining the internal
consistency of the BHS-TR using Cronbach’s alpha coefficient. As
recommended (Streiner, 2003; Tavakol & Dennick, 2011), values above 0.70

but not higher than 0.90 were preferred.

Mixed Analyses

The mixed methods analysis (study lll) occurred in two stages, each with
several steps employed in an iterative spiraling process (Fetters & Molina-
Azorin, 2017; Mendlinger & Cwikel, 2008; Onwuegbuzie et al., 2010). First,
previous qualitative and quantitative findings were merged using joint display
analysis (Guetterman et al., 2015; Haynes-Brown & Fetters, 2021) to assess
the coherence of the scale structure. As has been noted, there are four main
possible outcomes of comparing data and drawing conclusions about the fit:
confirmation, complementarity, expansion, and discordance (Fetters et al.,

2013; Fetters & Molina-Azorin, 2017).

Based on the findings in the former stage, the second analytic stage
focused on divergent (expansion and discordance) findings on dropped BHS-
TR items. The examination was guided by reconciliation and additional
validation strategies (Perez et al., 2022; Pluye et al., 2009), where existing data
were re-analyzed with a new perspective and the items evaluated. This
analysis was driven by a critical examination of quantitative data based on
qualitative findings, focusing on the level of influence (mean score of >2.00),
cross-loadings (conceptually similar or distinct), and additional validity (known-

groups differences) evidence.
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3.6 Ethical Considerations

This thesis was performed in line with the ethical principles of the Declaration
of Helsinki (World Medical Association, 2013). Furthermore, the National
Bioethics Committee in Iceland approved all procedures and materials for the
three studies, which were as well reported to the Icelandic Data Protection

Authority. Reference numbers are listed below.

All participants received detailed information about the pertinent study
during recruitment, including the aim of the study, procedures, confidentiality,
and potential risks and benefits from participating. Participants were informed
that participation was voluntary and that they could withdraw at any time
without explanation or consequences. All participants voluntarily gave their
informed consent before participation. Written consent was obtained from
the interview participants, while the survey participants provided their
consent by answering the survey. All participants received a list of local referral
resources with the introduction and after participation. They were also offered
support from a psychologist if difficult emotional reactions emerged during or

after participation.

The data collected was processed and stored in compliance with national
and international data protection regulations, and all necessary measures to
protect participants’ privacy, confidentiality, and safety were taken. As soon as
the interviews had been transcribed, the audio recordings were deleted, and
all information that could identify participants was removed from the
transcripts. The written consents for participation and the transcribed
interviews were safely stored in a locked space to which only the author had
access. All survey data were anonymous and secured in password-protected

servers at the University of Akureyri and the University of Michigan.
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Study |

Ethical permission was obtained from the National Bioethics Committee in
Iceland (ref. no. VSNb2019060009/03.01), and the study was reported to the

Icelandic Data Protection Authority (ref. no. 19-119).
Study Il

Ethical permission was obtained from the National Bioethics Committee in
Iceland (ref. no. VSNb2019090016/03.01), and the study was reported to the

Icelandic Data Protection Authority (ref. no. 19-166).
Study llI

Ethical permission was obtained from the National Bioethics Committee in
Iceland (ref. no. VSNb2019060009/03.01 and VSNb2019090016/03.01), and
the study was reported to the Icelandic Data Protection Authority (ref. no. 19—

119 and 19-166).
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4 Results

This section summarizes the main findings of the three studies comprising this
thesis. See the respective individual articles for a complete description of the

results.

4.1 Study |

Translation and Initial Adaptation

The two forward translations were concordant on most items and considered
linguistically equivalent in terms of their meaning. Minor differences were in
wording, and for the reconciliation version, preference was given to less
complicated and semantically equivalent words. A review of the back
translation suggested semantic and conceptual equivalence with the source
version, as most items were nearly identical. A translation discrepancy was
identified for an item about distance or transportation problems which
became broader in the Icelandic language than intended and was addressed

accordingly.

The expert committee provided remarks on several items, mainly minor
grammatical changes, and suggestions for different wording. Special attention
was given to producing a translation that the target population would easily
understand. Other challenges reported by the committee involved items
concerning health coverage, race, and ethnicity, which the committee
recommended further adaptation to the Icelandic context. These items were

kept unchanged for additional assessment in the pretesting.
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Pretesting with Survivors

The Icelandic BHS-TR was generally well-received by the participants, and the
findings provided evidence of the relevance and content-related validity of the
scale. Still, few issues were uncovered, classified into four categories related
to general design, translation, cultural aspects, and post-trauma context.
Moreover, most of the survivors mentioned barriers missing from the scale
that had strongly influenced them from seeking help. Therefore, revisions
were of great importance, which in this study involved making adaptations to
the existing items based on the survivors’ input while maintaining cross-
cultural comparability—resulting in an improved and more trauma-informed

Icelandic version of BHS-TR.

4.2 Study Il

ltem Generation

The help-seeking barriers identified as missing from the scale (all recognized
as internal barriers) were conceptually divided into two categories. The first
category was “Reveals Weakness,” composed of four sub-categories, and the
second category was “Safeguard Yourself,” composed of three sub-categories
(see Figure 4). Based on each sub-category, a new item was developed for the
Icelandic BHS-TR. No issues regarding the general design, language, relevance,
or lack of trauma sensitivity were identified in the pretesting, and the women
confirmed that the items accurately described their experiences. These seven
new (emic) items, along with the 34 (etic) items originally on BHS-TR, created
the 41-item version of the Icelandic BHS-TR, which was further explored in the

subsequent quantitative phase of this study.
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Main category

Internal help-seeking

barriers

Categories Sub-categories

Strong women shouldn't need help

Didn't want to be seen as weak

Reveals weakness Being vulnerable would weaken me

Meant that | had failed

In protective mode

Safeguard yourself

] Fear of re-traumatization

Not ready face it

Figure 4: Conceptual diagram of the identified emic barriers.

Construct-Related Validity Evidence

Factor Structure. Exploratory factor analysis using PCA among the 137

survivors revealed eight BHS-TR factors (see Table 4). The initial runs of PCA

resulted in 15 items needing to be dropped (see Table 5) due to loading values

below 0.35, cross-loadings, or communality values below 0.40. After

eliminating these items, the final PCA that revealed the eight-factor structure

included 26 items that met the set criteria. These eight factors combined

explained 72.14% of the total variance, and the factor loadings after rotation

are shown in Table 4. The following analyses further assessed this initial eight-

factor solution of the Icelandic BHS-TR, and the factors were labeled and

evaluated as potential subscales.

Table 4: The eight-factor solution of the Icelandic BHS-TR scale

Factors
Items (Communalities)

1

2 3 4 5 6 7 8

Weakness/Vulnerability (Cumulative % of Variance: 26.47; Eigenvalue: 6.88)

40. | thought that st le should
oug at strong people should .

not need help (0.84)
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39. Getting help would mean that | had
failed or had been defeated (0.81)

35. | was scared of being seen as weak

0.72 0.22
(0.79)
41. Seeking help would require
acknowledging things | did not wantto 0.69 0.34
face (0.68)
24. | thought my situation was too
personal or wanted to keep it private  0.40 0.27 0.27

(0.50)

Financial Concerns (Cumulative % of Variance: 37.96; Eigenvalue: 2.99)

2. 1 was concerned that the help |

) 0.87
needed would be too expensive (0.80)
19. The available health insurance
would not cover the type of treatment 0.85 0.28
| needed (0.78)
18. 1 did not have adequate financial
0.82

resources (0.81)

Unavailable/Not Helpful (Cumulative % of Variance: 45.98; Eigenvalue: 2.07)

15. | was not satisfied with the

available services (0.75) 087
16. | felt that the help available would
not provide the type of treatment or 0.85
help that was best for the problem
(0.72)
17. 1 had sought help before, but it did
0.61 0.32 -0.24

not help (0.60)

External Constraints (Cumulative % of Variance: 53.06; Eigenvalue: 1.84)

14. | was worried that if others
discovered my health problems or

situation, | could lose my children, 0.8

security, or housing (0.74)

34. Others were preventing me from 0.78

getting the help | needed (0.71)

25. | was afraid of the consequences

for myself, my children, or my family 0.72 0.32

(0.71)
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Problem Management Beliefs (Cumulative % of Variance: 58.38; Eigenvalue: 1.38)

1. I thought the problem would

0.77
probably get better by itself (0.59)

11. | thought the situation was normal
0.21 0.62 -0.34
or was not severe (0.69)

10. | wanted to or thought | should

0.58 0.31
solve the problems on my own (0.64)

Frozen/Confused (Cumulative % of Variance: 63.54; Eigenvalue: 1.34)

29. | could not seem to clarify my 0.91
feelings or know what | needed (0.83) '

30. I was afraid | could not clearly
0.22 -0.61
express what | needed (0.67)

26. | was confused or unable to plan

i 0.24 -0.20 -0.56 0.31
out all the details or steps (0.69)

27. | felt paralyzed or frozen and

0.26 0.30 -0.43 0.25
unable to get started (0.70)

Inconvenience (Cumulative % of Variance: 68.08; Eigenvalue: 1.18)

5. | had distance or transportation

-0.83
problems (0.78)

8. | thought getting help would take
too much time or was inconvenient 0.27 0.22 -0.60
(0.64)

Shame (Cumulative % of Variance: 72.14; Eigenvalue: 1.06)

6. | was concerned about what others

0.86
might think (0.80)

7.1 was ashamed (0.72) 0.79

28. | believed that people would judge
me (0.75)

0.75

Note: The Kaiser—Meyer—Olkin value = 0.79; Bartlett’s test of sphericity x2(325) = 1705.503, p <
0.001; rotation method: oblimin with Kaiser normalization; all loadings below 0.2 were
suppressed for readability.

Table 5: Items removed in the quantitative phase

Dropped BHS-TR Items

From the original mental healthcare scale

3.1 was unsure about where to go for help or how to access help
4. | thought help probably would not do any good
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9. | could not get time away from work or my family

12. 1 was concerned that | would not be able to get help soon enough
13. 1 was scared about being put into a hospital against my will

20. | felt that my culture, background, or specific situation would not be
understood

21. Suitable professionals were not available to me

22. The kind of help | needed was not available

23. | felt that there would be prejudice or discrimination against me

From the trauma-specific additions

31. I was afraid | would explain what | needed, and no one would help me
anyway

32. | felt that | could not trust people to help me

33. | felt no one could understand or help me

From the culturally specific additions

36. | was afraid that seeking help would be too emotionally difficult or hurt me
even more

37. 1 did not seek help in an effort to protect or safeguard myself

38. | felt like opening up to my feelings would weaken me

Dimensionality. The results from the MDS showed that the Financial
Concerns, Unavailable/Not Helpful, External Constraints, and Inconvenience
subscales were a dimension of barriers that, when grouped, comprised the
“Structural Barriers Index.” The Weakness/Vulnerability, Problem
Management Beliefs, Frozen/Confused, and Shame subscales were a separate
dimension and, when grouped, comprised the “Internal Barriers Index” (see
Figure 5). These two indices were computed to use along with specific barrier

subscales sum scores for further validation analyses.
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FinincialConcerns
°

Frozen_Confused
o

025

Dimension two

Structural Barriers Index Internal Barriers Index

Unavilable_NotHelpful
ExternalConstraints ProblemManagement

@ 2
025 Inconvenience v Shame Weakness_Vulnerabilty
2 ~ -

-2 -1 0 1 2 3

Dimension one

Figure 5: The BHS-TR structural and internal barriers indices.

Convergent and Discriminant Validity. There were no significant
correlations between the scores on the BTMI stigma scale and the scores on
the Structural or Internal Barriers indices. However, there were weak and
moderate significant positive correlations between the scores on the
Embarrassment BTMI subscale and the scores for the BHS-TR subscales of
Problem Management Beliefs (r = 0.22, p = 0.02), Shame (r = 0.38, p = 0.00),
and Weakness/Vulnerability (r = 0.41, p = 0.00). There was no significant
correlation between the scores on the SOC-13 scale and the scores on the
Structural Barriers Index. However, there was a weak significant negative
correlation with the scores on the Internal Barriers Index (r = -0.21, p = 0.02).
The SOC-13 scores were unrelated to most of the BHS-TR subscales. Still, there
were weak significant negative correlations for SOC-13 and the
Unavailable/Not Helpful (r = =0.17, p = 0.04), Weakness/Vulnerability (r =
-0.18, p = 0.04), and Frozen/Confused (r=-0.22, p = 0.01) subscales.
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Known-Groups Validity. The total mean score of the BHS-TR scale and
mean scores of the Structural and Internal Barriers indices were all significantly
higher for the probable depression and probable PTSD groups. In addition,

most of the subscales” mean scores were significantly higher for either the

probable depression or probable PTSD groups or both (see Table 6).

Table 6: Known-groups validity results (n = 137)

BHS-TR Depression PTSD
Indices and Subscales No Probable o No Probable o
(n=80) (n=57) (n=75) (n=62)

Structural Barriers 20.4 (5.4) 23.7(7.7) 0.00 20.5(5.5) 23.3(7.5) 0.01
Financial Concerns 7.0(3.2) 7.3 (3.4) - 6.9 (3.3) 7.4 (3.2) -
Unavailable/Not Helpful 4.4 (2.0) 5.5(2.7) 0.01 46(2.2) 5.1(2.6) -
External Constraints 5.2 (2.5) 6.7 (3.2) 0.00 5.2(2.6) 6.6 (3.1) 0.00
Inconvenience 3.8(1.8) 4.4(1.9) 0.05 3.7(1.7) 45(2.0) 0.02
Internal Barriers 39.9(10.5) 43.8(9.9) 0.03 39.8(10.9 43.6(9.5) 0.04
Weakness/Vulnerability — 12.6 (4.8) 13.9 (4.7) - 12.6 (4.9) 13.7 (4.7) -
Problem Management oo 5 o0 9004) - 8627 9101 -
Beliefs
Frozen/Confused 10.5 (3.4) 12.3(3.0) 0.00 10.7(3.6) 12.0(3.2) 0.03
Shame 8.0(2.9) 8.6 (3.0) - 7.8(3.0 8.8(2.8) 0.5

Total 60.3(13.2) 67.5(15.0) 0.00* 60.3(13.7) 66.9(14.3) 0.00*

Note: Independent sample t-tests; mean score (standard deviation); significance level at p <
0.05; *Bonferroni corrected p-value (for the total scale assessment) was 0.025; PHQ-8 cut-off
score of 210 for probable depression; PCL-5 cut-off score of 231 for probable PTSD.

Internal Consistency Reliability

The full 26-item BHS-TR showed good internal consistency with Cronbach’s
alpha (a) of 0.87, and the values for the Structural and Internal Barriers indices
were 0.75 and 0.88, respectively. Moreover, all except two of the subscales
had Cronbach’s alpha exceeding 0.70 (see Figure 6). By examining the
Cronbach’s alpha if an item was deleted, all 26 items appeared worthy of

retention. Therefore, no items were dropped based on the reliability analysis,
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and the items in the subscales with alpha values below 0.70 were retained for

continuing research and further evaluation.

Financial Concerns
(a=0.82)

Unavailable/
Not Helpful
Structural Barriers | (2=0.71)
(a0 =0.75)
External Constraints
(a=0.77)

Inconvenience
(a=0.52)
BHS-TR scale

(a=0.87)

Weakness/
Vulnerability
(a=0.86)

Problem
Management Beliefs

Internal Barriers (a=0.62)
i Frozen/

Confused

Figure 6: Cronbach’s alpha values for the Icelandic BHS-TR scale.

4.3 Study Il
Merging of Qualitative and Quantitative Findings

The joint display analysis linking the qualitative and quantitative findings to
access the coherence revealed evidence of complementarity, expansion, and

discordance. The items referred to below can be found in Table 4.

Complementarity Evidence. Most of the qualitative and quantitative

findings were congruent, reinforced one another, were deemed
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complementary, and strengthened the overall validation evidence of the BHS-
TR. This complementarity applied to the BHS-TR Structural and Internal
Barriers indices, as well as for the following specific factors (subscales) of
barriers: Financial Concerns, Unavailable/Not Helpful, External Constraints,

Problem Management Beliefs, Frozen/Confused, and Shame.

Expansion Evidence. Two factors (Inconvenience and Discrimination) and
one category (Reveals Weakness) were found to need expansion. First, the
Inconvenience factor revealed in the quantitative phase was missing a key
inconvenience item (#9) identified in the qualitative phase. Secondly, while a
few issues with the Discrimination factor were identified in the qualitative
phase, these items were recognized as essential. Still, all these items (#20, 21,
and 23) need to be dropped in the quantitative phase. Thirdly, the Reveals
Weakness category from the qualitative phase expanded into the
Weakness/Vulnerability factor with additional safeguard and shame items in
the quantitative phase. Yet, it was missing a vulnerability barrier (#38) that had

been central in the survivors’ narratives.

Discordance Evidence. One factor (Mistrust/Rejection) and one category
(Safeguard Yourself) were revealed to be discordant. First, despite the
gualitative evidence of the relevance and content-related validity, the
guantitative phase showed that all the items (#31, 32, and 33) on the
Mistrust/Rejection factor should be dropped. Secondly, despite the support
for three new items from the qualitative phase in the Safeguard Yourself

category, two of them (#36 and 37) were dropped in the quantitative phase.
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Examination of Divergent Findings
The ten expansion and discordance dropped items identified in the coherence
assessment were focused on in this analytic stage. Most of these items had

initially been dropped due to cross-loadings with different BHS-TR factors.

Level of Influence. The rank order analysis of BHS-TR items (26 retained
and 10 dropped) revealed that of the ten expansion and discordance items,
seven were above the threshold (mean score of >2.00) and are shown in Table
7. Of these items, one was in the top 10, and five were in the top 20. For most
of these items, more than 50% of survivors reported the barrier as somewhat

or strongly influencing them in not seeking help (range 35.8% to 62.8%).

Table 7: The identified influential dropped items (n = 137)

Ranking Dropped Items (Cross-Loadings) M SD n (%)"

38. | felt like opening up to my feelings would
8 weaken me (Weakness/Vulnerability 0.44 and 278 1.11 86(62.8%)
Shame 0.43)

33. | felt no one could understand or help me
16 (Frozen/Confused -0.41 and Unavailable/Not 2.58 1.13 76(55.5%)
Helpful 0.37)

32. | felt that | could not trust people to help me
18 (Unavailable/Not Helpful 0.43 and Frozen/Confused  2.46 1.04 73 (53.8%)
0.39)

36. | was afraid that seeking help would be too
emotionally difficult or hurt me even more

19 (Weakness/Vulnerability 0.56 and Inconvenience 242 115 72(52.6%)
0.50)
37. 1 did not seek help in an effort to protect or

20 safeguard myself (Inconvenience 0.53 and 240 1.08 70(51.1%)

Weakness/Vulnerability 0.52)

31. I was afraid | would explain what | needed, and
25 no one would help me anyway (Frozen/Confused 223 113 57(41.6%)
0.40 and External Constraints 0.36)

23. | felt that there would be prejudice or
27 discrimination against me (Shame 0.59 and 2.07 1.15 49(35.8%)
Discrimination 0.46)

Note: M = mean; SD = standard deviation; *frequency and percent endorsed as somewhat or
strongly influenced me.
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Cross-Loadings. The cross-loadings onto BHS-TR factors for the seven
influential dropped items are shown in Table 7. The examination of these
cross-loadings revealed that the concepts of feeling mistrustful and
frozen/confused overlap. Similarly, there was an overlap between the feeling
of showing weakness and shame. The analysis further revealed issues with the
wording of the safeguard and discrimination items. Nevertheless, none of

these items were identified as conceptually covered by retained BHS-TR items.

Known-Groups Validity on Item Level. The known-groups validity results
for the seven influential and conceptually distinct dropped items are reported
in Table 8. The mean scores for the mistrust and safeguard items were all
significantly higher for the probable depression, probable PTSD, and low SOC
groups. However, there were no significant differences in the mean scores for
the weakness item, and the mean score for the discrimination item was

significantly higher for the depression group only.

Table 8: Known-groups validity results for dropped items (n = 137)

BHS-TR Depression PTSD SOC
Dropoed ltems No Probable No Probable M/High  Low
PP (n=80) (n=57) P (n=75 (n=62) P (n=51) (n=81) P

Mistrust/Rejection
33. I felt no one

2.35 2.88 2.36 2.82 2.29 2.75
EZTFI)dmu:derstand or (1.15)  (1.03) 0.01 (111)  (1.10) 0.02 (112)  (112) 0.02
31. 1 was afraid |
would explain what |

2.00 2.54 2.04 2.45 2.00 2.39
needed, and no one 0.00 0.03 0.05
would help me (1.13)  (1.05) (1.12)  (1.09) (1.09) (1.11)
anyway
iit l‘tiils,ttths:) | I(;Otuolc| 2:21 2.80 0.00 2:20 2.75 0.00 2.08 2.70 0.00

peop (1.14)  (1.03) 70 (112) (1.08) 7 (1.10) (1.10)

help me
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Safeguard Yourself

37.1did not seek

help in an effort to 2.14 2.68 2.03 2.76 2.02 2.58
protect or safeguard (1.00) (1.10) 0.00 (0.97) (1.07) 0.00 (1.02) (1.08) 0.00
myself
36. | was afraid that
seeking help would

2.26 2.65 2.16 2.74 2.16 2.60
be too emotionally 0.05 0.00 0.03
difficult o hurt me (1.16)  (1.11) (1.13)  (1.10) (1.19)  (1.11)
even more
Reveals Weakness
38.Ifeltlike opening ) o) 5 g 266  2.95 262 2.95
up to my feelings ' ' - ' ' - ' ' -
would weaken me (1.08) (1.14) (1.11)  (1.09) (1.07)  (1.11)
Discrimination
23. | felt that there
would be prejudice 1.86 2.36 0.01 1.92 2.25 _ 1.96 214
or discrimination (1.09) (1.18) (1.17) (1.12) (1.13) (1.19)

against me

Note: Independent sample t-tests; mean score (standard deviation); significance level at p <
0.05; PHQ-8 cut-off score of 210 for probable depression; PCL-5 cut-off score of 231 for probable
PTSD; SOC-13 scores of 13-57 for low SOC and scores of 58-91 for medium (M) to high SOC.
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5 Discussion

This mixed methods doctoral thesis described the cross-cultural adaptation,
validation, and legitimation of the BHS-TR scale in samples of IPV survivors in
Iceland, creating the first Icelandic trauma-specific and survivor-centered

instrument on help-seeking barriers.

The translation and adaptation process of study I led to an Icelandic
version, which appears to be semantically and conceptually equivalent to the
original BHS-TR; additionally, the findings provided evidence of the relevance
and content-related validity of the scale. Still, few issues were uncovered,
classified into four categories related to general design, translation, cultural
aspects, and post-trauma context. Moreover, the Icelandic survivors
mentioned few but significant barriers missing from the scale. Adaptations to
address these issues improved the Icelandic BHS-TR, making it more culturally

attuned and trauma-informed.

The new BHS-TR items developed in study Il based on the lived
experiences of Icelandic survivors represented barriers related to viewing
help-seeking as a sign of weakness and their desire to safeguard themselves
from re-traumatization and further harm. The psychometric evaluation of the
scale supported an eight-factor structure (Financial Concerns; Unavailable/Not
Helpful; External Constraints; Inconvenience; Weakness/Vulnerability;
Problem Management Beliefs; Frozen/Confused; and Shame) which, when
grouped, comprised two indices of Structural and Internal Barriers. Further,
the scale’s internal consistency was high (a= 0.87), and the results provided

evidence of convergent, discriminant, and known-groups validity.
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The merging of the qualitative and quantitative data through a joint
display analysis in study Ill revealed mainly complementarity findings,
strengthening the scale’s overall legitimation evidence. Divergent findings
involved items about mistrust, perceived rejection, stigmatization, fearing
vulnerability, and safeguarding efforts that were significant help-seeking
barriers in the survivors’ narratives, whereas factor analysis indicated their
removal. These BHS-TR items were critically evaluated in an iterative spiraling
process that supported the barriers’ influence, illuminated core issues, and

guided potential refinements.

Taken together, the thesis’ findings indicate that while the Icelandic BHS-
TR deserves continuing attention for improvement, it is a culturally sensitive,
trustworthy, and valid instrument that can be accurately and safely used

among IPV survivors in Iceland.

5.1 Translation and Adaptation of BHS-TR

The BHS-TR scale was successfully translated and adapted into the Icelandic
language and context. This process followed a series of well-established and
rigorous steps, including forward-backward translation, multidisciplinary
expert committee review, and pretesting through cognitive interviews with
participants drawn from the target population. It was iterative in nature,
allowing for testing, making modifications, and retesting multiple times,

enhancing the Icelandic version of the scale at each round.

The first steps of the translation went without significant problems, which
might have been facilitated due to English and Icelandic both being Germanic
languages. Interestingly, only one problematic translation issue emerged
during the back translation step. However, few translation issues were

independently identified with the expert committee review and the pretesting,
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raising the question that the back translation step could have been forgone
and potentially adding to the growing body of research indicating the
shortcomings of back translation as a quality testing tool (Behr, 2017; Epstein
et al., 2015). Still, it could be that the efficacy of the back translation was
limited by the nature of this thesis, as back translations can be particularly
useful in cases where multiple target languages (Bullinger et al., 1998; Rodelli
et al., 2022; Squires et al., 2013) are being developed simultaneously and can
therefore be analyzed as a group, and less so when only one target language
is being developed. The expert committee provided important remarks
strengthening the quality of the translation, which is consistent with other
studies demonstrating the value of experts review in the cross-cultural
adaptation process, especially for ensuring accurate content (Epstein et al.,

2015; Sha & Immerwahr, 2018; Valdez et al., 2021).

5.2 Cognitive Interviewing with Survivors

In line with the survivor-centered approach, much emphasis was placed on
testing the BHS-TR with survivors. The pretesting through cognitive
interviewing was a particularly valuable step, allowing for gaining insight into
their perspectives and interpretations of the scale—which resulted in
identifying various types of issues as well as uncovering significant barriers to
Icelandic survivors missing from the scale. Cognitive interviews have been
successfully used in many areas of health, social, and behavioral research to
develop and culturally adapt measures (Boateng et al., 2018; Drennan, 2003;

Morris et al., 2017; Rodelli et al., 2022; Wexler et al., 2020).

The theoretical perspective underlying the interviews was from traditional
cognitive interviewing (Tourangeau, 1984) with influences from cross-cultural
practices (Willis, 2015). Hence, not only focused on what is presumably

happening in the “black box” of the mind (Boeije & Willis, 2013) but also on
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how these cognitive processes are tied to the sociocultural context, which was
necessary to successfully adapt the instrument to the lived reality of Icelandic
survivors. During the interviews, the women found it difficult to “think out
loud,” which is in tune with other studies where difficulties with this technique
across diverse linguistic and cultural groups have been reported (Martin et al.,
2015; Pasick et al., 2001; Zeldenryk et al., 2013). On the other hand, the
concurrent probing functioned well and helped the women elicit their

interpretive and meaning processes.

Importance was given to the analysis process of the interviews in the
thesis. It has been identified as the most undeveloped area of cognitive
interviewing methodology; researchers rarely describe how they moved from
data collection to the production of results and revisions (Boeije & Willis,
2013). QCA was believed to be the most suitable method as it represents a
systematic way to examine both manifest and latent content to describe a
phenomenon and its meaning by classifying it into smaller content categories
(Elo & Kyngas, 2008; Schreier, 2012). This method has been used effectively in
other cognitive interviewing studies (Crawford et al., 2017; Fitzgerald et al.,

2011).

One challenge in using a deductive approach, however, is deciding how to
treat meaningful left-over data (Graneheim et al, 2017). Using an
unconstrained matrix gave the flexibility to create the new trauma sensitivity
issues category and develop the new BHS-TR items following the principles of
an inductive approach (Elo & Kyngas, 2008), making the left-over data an
essential contribution. Such movement back and forth between deductive and
inductive approaches, as done in this thesis, has been employed by
researchers over the years under many different names, e.g., retroductive

(Sayer, 1992), fuzzy logic (Rolfe, 1997), combined (Elo & Kyngas, 2008),
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complementary (Blackstone, 2012), and abductive (Graneheim et al., 2017).
While often underused strategy, it is recommended for a more comprehensive

understanding (Elo & Kyngas, 2008; Graneheim et al., 2017).

The findings from the interviews showed that the women found the
Icelandic version of the BHS-TR in general appropriate and understandable,
and the cognitive interviews confirmed that they grasped the intended
meaning. Moreover, all the women talked about the importance of this
measure concerning their own struggles while trying to seek help. A relatively
few general design and translation issues were identified, which might have
resulted from the rigorous steps in the adaptation process taken before the
pretesting. However, several cultural relevance issues were detected in the
interviews, mainly about the same items of concern by the expert committee.
These observed distinctions were related to Iceland being less ethnically and
culturally diverse than Canada and the U.S., where the scale was originally
developed. It also concerned different welfare states, including healthcare
costs and individual health coverage, critical factors in the formal help-seeking
context. Similar cultural issues have been reported in studies adapting
measures developed in English speaking countries for use in Nordic countries
(Andersson et al., 2022; Fischer-Gronlund & Brannstrom, 2021; Husebg et al.,

2018; Nilsson-Kajermo et al., 2013).

The trauma sensitivity issues included when participants had trouble
responding, were sensitive to the wording or were triggered by items due to
their lived experiences of trauma. Although not many, these issues were of
great importance to address. This category, unlike the others, was not built on
common issues identified in previous research. These were nevertheless the
ones most associated with participants not wanting to answer and ultimately

skipping items, which is noteworthy since one of the aims of cognitive
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interviewing is to ensure high response rates from a sample of the target
population in the field testing (Drennan, 2003; Miller et al., 2014). More
importantly, this category is a valuable finding for those undertaking studies
with GBV survivors or other vulnerable populations and highlights the
significance of making research instruments trauma-informed. Reference to
trauma-informed approaches in research design and procedures is emerging,
empathizing protections to avoid re-traumatization and to ensure participants’
physical and emotional safety (Isobel, 2021; Voith et al., 2020). Researchers
may need to go above and beyond ethical review boards’ requirements to
develop procedures and materials that fully support survivors’ control, choice,

and empowerment (Campbell et al., 2019).

Most of the identified issues were resolved by making revisions based on
the survivors’” and experts’ input. In a few instances, adaptations were not
possible in order to maintain equivalence between the source and target
versions of BHS-TR, allowing for cross-cultural comparison. Revisions included
adding a specific time frame, clarifying, and rewording items—improving the
Icelandic version and making the instrument more trauma-informed, which is
believed to reduce the likelihood of re-traumatizing and triggering negative
feelings for respondents. Moreover, to minimize recall and social desirability
biases, well-known threats to the validity of self-reported data (Althubaiti,

2016; Johnson & Fendrich, 2005; Nederhof, 1985).

To enhance the trustworthiness of the thesis qualitative component, a
joint collaborative analytic process was undertaken, along with maintaining a
transparent audit trail, showing the analytical steps, and linking all revisions
made to the data as recommended when using QCA (Elo et al., 2014; Elo &
Kyngés, 2008). Representative quotations from the participants were used,

further supporting the trustworthiness as well as conformability (Elo et al.,,
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2014), illuminating the lived experiences of the barriers and showing that the

findings reflect the participants’ voices.

5.3 Development of new Barrier Items

The combined etic—emic strategy, allowing for the development and adding of
the new barrier items, was valuable to enhancing the Icelandic BHS-TR’s cross-
cultural validity. This approach has been used with good results in other
studies adapting measures developed in other countries to the Icelandic
context (Einarsdottir et al., 2015; £gisdottir & Einarsdéttir, 2012). The same
framework (Saint Arnault, 2018) that guided the development of the original
BHS-TR was used, and the new items were generated in collaboration with the
BHS-TR developer, strengthening the process. These items were conceptually
divided into two barriers categories and possible new BHS-TR factors, the
Reveals Weakness and Safeguard Yourself. That represented the commonly
mentioned barriers among the participants related to viewing help-seeking as
a sign of weakness and wanting to safeguard oneself from re-traumatization

and further harm.

It is noteworthy that while these items are labeled culturally specific
(emic) as they were developed based on Icelandic survivors’ experiences, the
author recognizes that these help-seeking barriers are most likely not specific
to Iceland. Fearing vulnerability and not wanting to appear weak to others has
been reported as a significant challenge for trauma recovery amongst GBV
survivors in other countries (Melgar-Alcantud et al., 2021; Sinko, Burns, et al.,
2021). Furthermore, barriers similar to the safeguard barriers were identified
in a recent systematic review on mental health service use among trauma
survivors, where concerns about re-experiencing the traumatic events and
avoiding reminders were prominent (Kantor et al., 2017). Nonetheless, it

remains an empirical question whether any of the new items have value for
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use in other cultures. The author is currently working with the BHS-TR
developer to evaluate these items in American GBV samples as possible
additions to the English language version. Besides, these items have been
translated into Finnish, Greek, Italian, Swedish, and Turkish, as our colleagues
in the MiStory research group are testing them on the BHS-TR for use in their

countries.

5.4 Construct-Related Validity of BHS-TR

The examination of the Icelandic BHS-TR structure was exploratory following
the emic approach, as ‘imposed etics’ or, in this case, a measure’s structure,
may obscure culture-specific results (Berry, 1989; Boer et al., 2018; Agisdottir
et al., 2008). Using PCA, the factor analysis revealed eight underlying factors
(possible subscales) of the BHS-TR, explaining 72% of the total variance. This
process reduced the number of items to 26, and 20 of those are shared with
the 24-item English language version of the scale (Saint Arnault & Zonp, 2022).
Six of the eight factors (Financial Concerns, Unavailable/Not Helpful, External
Constraints, Problem Management Beliefs, Frozen/Confused, and Shame)
were generally identical to the seven-factor model of the English language
BHS-TR. Moreover, further supporting the construct validity of the measure,

the results also showed two indices of Structural and Internal Barriers.

Interestingly, the Reveals Weakness category became an emic factor but
not the Safeguard Yourself category. However, besides the three weakness
items, this new Weakness/Vulnerability factor included one safeguard item
about acknowledging things one does not want to face and one privacy item
that belonged to the Shame factor on the English language BHS-TR.
Surprisingly, the weakness item that got dropped was a vulnerability barrier on
how opening up to your feelings would weaken you, which was central in the

survivors’ narratives. Other items that were surprisingly dropped based on the
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exploratory factor analysis criteria were the trauma-specific additions about
the notion that other people would not understand or could not be trusted to
help, even though perceived rejection and mistrust of people or systems are
commonly cited barriers in the literature (Fugate et al., 2005; Heron & Eisma,

2021; Robinson et al., 2021; Saint Arnault & O’Halloran, 2016).

Another result from the quantitative phase raising concerns was that the
entire Discrimination factor from the English language BHS-TR (Saint Arnault &
Zonp, 2022), including items about culture, background, and prejudice,
needed to be dropped. The relevance of these items had been questioned in
the pretesting, and it is possible that the factor performed poorly because of
this Icelandic sample’s ethnic and socioeconomic homogeneity. Future studies
can examine this by carrying out a sampling of people with more diverse

backgrounds and immigrant status, both in Iceland and other countries.

The structural items about distance or transportation problems and
seeking help taking too much time hung together as a potential Inconvenience
subscale yet were missing a key inconvenience item identified in the
gualitative phase about not getting time away from work or family. This factor
is not consistent with the structure of the English language BHS-TR scale (Saint
Arnault & Zonp, 2022). Nonetheless, it was decided to include it for the
Icelandic BHS-TR and continue the research on this concept, as the findings
from the cognitive interviews indicated that these barriers are important in the
Icelandic help-seeking context. In this regard, it is worth mentioning that the
rate of women’s labor-force participation in Iceland is among the highest in
the world (Organisation for Economic Co-operation and Development, 2022;
The Economist, 2022). According to the criteria used, most of the dropped
items discussed here were removed from the scale due to cross-loadings with

different BHS-TR factors.
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The full 26-item Icelandic BHS-TR, the two indices, and most subscales
showed good reliability as measured with Cronbach’s alpha coefficient. The
two subscales (Problem Management Beliefs and Inconvenience) with alpha
values below the recommended 0.70 are short subscales with only three and
two items, respectively. Cronbach’s alpha reliability scores are sensitive to the
number of items. It is expected to find relatively low values with short scales,
and some researchers claim that the coefficient is inappropriate and even
meaningless for two-item scales (Eisinga et al., 2013; Rammstedt & Beierlein,
2014). Still, these results further indicated the need to continue working with
the subscales, especially the inconvenience one, as stable factors usually need
to include at least three items (Costello & Osborne, 2005; Yong & Pearce,

2013).

The results demonstrated support for the Icelandic BHS-TR convergent
and discriminant validity by showing the hypothesized relationships between
help-seeking barriers and mental illness stigma beliefs on the one hand and
SOC on the other. These relationships have been indicated in the relevant
literature (Antonovsky, 1987; Clement et al., 2015; Saint Arnault, 2018; Super
et al.,, 2016) and shown in a recent evaluation of the BHS-TR (Saint Arnault &
Zonp, 2022). However, in this thesis, the correlations between the barriers and
stigma beliefs were only weak to moderate. It may be desirable in future work
evaluating the convergent validity evidence of BHS-TR in samples of IPV
survivors to use other instruments along with or instead of BTMI (Hirai & Clum,
2000; Hirai et al., 2018), for example, the newly developed IPV Stigma Scale
(Crowe et al., 2021). Besides, instruments of other related constructs because
while stigmatization is crucial, barriers to help-seeking include much more
than stigma. The thesis results furthermore provided evidence of known-

groups validity, as the BHS-TR could differentiate between subsamples of 1PV
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survivors based on the severity of depression and PTSD symptoms, groups
known to differ on help-seeking barriers (Fleming & Resick, 2017; Hien &
Ruglass, 2009; Saint Arnault & O’Halloran, 2016; Saint Arnault & Zonp, 2022).

Although these quantitative results together provided compelling
evidence that the 26-item version of Icelandic BHS-TR (see Appendix) is a
reliable and valid instrument, the mismatch between the participants’
narratives and the factor analysis results for several items pointed to a
legitimation issue—demonstrating the need for further systematic assessment

of the coherence of the thesis” qualitative and quantitative findings.

5.5 Legitimation Strategy of Integration

The mixed methods approach applied in this thesis provided a rigorous
process, capitalizing on the strengths of both qualitative and quantitative
methods while minimizing the weaknesses, which is recognized as one of the
many advantages of mixed methods research (Almalki, 2016; Creswell & Plano
Clark, 2018; Regnault et al., 2018). The use of mixed methods in instrument
development and validation studies has been increasing. It can promote more
rigor in the process, optimizing the development of quality, psychometrically
sound, and culturally sensitive instruments (Daigneault & Jacob, 2014;
Onwuegbuzie et al., 2010; Sankofa, 2021). This thesis focused equally on the
credibility/trustworthiness and reliability/validity of the BHS-TR and
emphasized the integration of findings from both datasets. Traditionally, and
to a large extent still today, instrument development designs place more
emphasis on quantitative data and results (Creswell & Plano Clark, 2018; Luyt,

2012; Onwuegbuzie et al., 2010; Sankofa, 2021).

The merging of the qualitative and quantitative findings provided more

complete insights into the validation evidence than could be gained by either
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alone. A majority of the findings were complementarity, telling different but
congruent stories, strengthening the overall legitimation evidence of the
Icelandic BHS-TR. The added value of this integration also involved identifying
the expansion and discordant findings. Few mixed methods studies examine
details of divergence (Perez et al., 2022; Pluye et al., 2009), and in the past,
conflicting evidence has often led researchers to ignore or dismiss qualitative
findings (Patton, 2002). It is essential to acknowledge and respect the value of

divergence as a possible generative of unanticipated insights (Greene, 2007).

The legitimation strategy applying an iterative spiraling process developed
and used in this thesis to examine the coherence of the findings and
divergence helped illuminate the core issues and inform potential
refinements. Spiraling was selected because each revision informed the next
step (Mendlinger & Cwikel, 2008; Onwuegbuzie et al., 2010). At the end of this
analysis, seven dropped BHS-TR items were identified deserving further
attention, representing barriers that had strongly influenced the survivors
from seeking help yet are not covered by the scale. These items belonged to
four critical factors/categories of barriers (Mistrust/Rejection, Safeguard
Yourself, Reveals Weakness, and Discrimination) that still require work to

capture these concepts more fully and become BHS-TR subscales.

The findings revealed that the mistrust and perceived rejection items
were conceptually overlapping with items related to feeling frozen and
confused, indicating the need to rewrite these critical items. This thesis and
the results of other studies (Crowe & Murray, 2015; Heron & Eisma, 2021;
Saint Arnault & O’Halloran, 2016) show that such barriers are often impacted
by past encounters and are therefore central to the survivors’ help-seeking
experience. Harmful responses (e.g., disbelieving, dismissing, pathologizing, or

blaming survivors) from the helpers and helping services are likely to prevent
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additional help-seeking (Crowe & Murray, 2015; Liang et al., 2005; Robinson
et al., 2021; Wilson et al., 2015). Further, the need to expand the
discrimination factor to capture the stigma and prejudice associated with GBV
were discovered in this thesis, consistent with previous studies demonstrating
that fear of stigmatization is a major barrier among survivors (Heron & Eisma,
2021; Lelaurain et al., 2017). For example, the IPV Stigmatization Model
(Overstreet & Quinn, 2013) describes how three components of stigma,
cultural, internalized, and anticipated, hinder help-seeking behaviors among

Survivors.

The perception of harmful responses from helpers was also related to the
findings on the safeguarding items, highlighting the importance of
nonjudgmental responses and trauma-informed services to avoid
unintentionally derailing survivors’ trauma recovery processes. In recent years,
the emphasis on professional responses has been the focus of IPVAW policies
by the WHO, aiming to provide evidence-based guidance for an appropriate
health-sector response to violence against women (WHO, 2013; WHO, 2021a).
Additionally, there is a rapidly growing literature on the implementation of a
trauma-informed approach to survivors’ services (Anyikwa, 2016; Drexler et
al., 2022; Kulkarni, 2019; Palmieri & Valentine, 2021; Taft et al., 2016), where
the SAMHSA’s (2014) four trauma-informed assumptions (the 4 R’s) of
realizing, recognizing, responding, and resisting re-traumatization, play a key
role. Still, potential issues involving the safeguarding items being either written
too broadly or too specific were detected. Additional analysis will reveal if the
reworded items load, along with the third safeguard item currently belonging
to the Weakness/Vulnerability subscale, onto a new Safeguarding Efforts

subscale.
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The weakness item ranked in the top 10 influence rank order for all BHS-
TR items and was the most hindering barrier of the dropped items. No
significant problems with the wording were detected. Yet, this item loaded
onto the Weakness/Vulnerability and Shame factors, which are related but still
conceptually distinct, at about the same strength. The author speculates that
this may be caused by its relationship to feeling weakness by opening up
emotionally, while the other items focus on being seen as weak by others.
Interestingly, this item performed worst in the final validity testing step, as it
could not differentiate between any of the groups. On average, all the
survivors scored high regardless of distress symptoms or their SOC. That might
be related to how intertwined beliefs about staying strong and not revealing
weakness are in Icelandic culture. As with many other individualistic countries,
value is placed on independence and self-reliance (Andrade et al., 2014; Kantor

et al., 2017; Olafsson, 2003).

5.6 Limitations

While the results of this thesis are important, and legitimation strategies to
minimize threats to trustworthiness and validity were implemented (see Table
2), they need to be considered alongside several limitations. Such as the
relatively small samples selected using non-probability sampling methods,
thereby increasing the risk of selection bias. Probability sampling was
unfeasible, as is true for many other studies among hidden and vulnerable
populations (Ellard-Gray et al., 2015; Shaghaghi et al., 2011). Additionally,
using identical or nested samples (Collins et al., 2007) was not possible as the
qualitative data collection, with fewer participants, occurred before the
guantitative one. That can be a legitimation threat (Onwuegbuzie et al., 2011)

to the meta-inferences generated and limits the generalizability.

76



Cognitive interview studies typically include few participants but strive to
conduct interviews with a variety of individuals (Miller et al., 2014; Willis,
1999). The target population in this thesis was Icelandic women IPV survivors.
While the qualitative sample contained various important characteristics of
that population, the women were all white, predominantly born in Iceland, and
in heterosexual relationships, which is a limitation, particularly regarding their
view on the discrimination items. The qualitative data collection was stopped
after three rounds of interviews when saturation was reached. In one sense,
aninstrument can be tested forever and still have problems (Miller et al., 2014;
Willis, 1999). The BHS-TR was tested until several major issues had been
detected and adequately addressed. Source-language cognitive interviews
with American survivors were not included in this thesis as the focus at this
point was on the Icelandic context. An emerging consensus within the cross-
cultural cognitive interviewing literature is that source-language testing should
be done parallel with the translation assessment to establish whether the
problems identified are general or specific to the target version (Crawford et
al., 2017; Levin et al., 2009; Willis, 2015). Presumably, this approach would
have provided valuable data, allowing for decentering, which has been defined
as the process of modifying the source instrument, when necessary, along with
the translated version (Brislin, 1976). As noted, while not part of this thesis,
the author is working alongside the instrument developer on modifying the

English language version of BHS-TR.

The quantitative sample was drawn from the same underlying population
as the qualitative one, and the samples were comparable, although less
demographic information was gathered from the quantitative sample, e.g.,
regarding the time in and out of the abusive relationship, sexual orientation,

race, and foreign origin, which is a weakness of this thesis. Since the
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participants needed to be able to read and understand Icelandic to take the
survey, similar racial and ethnic characteristics as the qualitative sample might
be the case for the quantitative sample, which could explain why the
Discrimination subscale did not remain a factor. This is noteworthy because
women of foreign origin are increasingly making Iceland their home, and it is
well-established that immigrants may be particularly at risk for violence in
intimate relationships and might have even more difficulties seeking help than
their Icelandic-born counterparts (Ministry of Welfare, 2016; Tietgen et al.,
2021). Using an online survey also limited the ability to reach individuals
without access to a computer or with limited technological literacy. A
noticeable difference between the samples was concerning the age and
prevalence of receiving mental healthcare. In addition, the qualitative data
collection was conducted before the COVID-19 pandemic, while the
guantitative data collection occurred in the first months of the pandemic in
Iceland. Further, even though participants in both samples had experienced
many barriers, most of these women had at some point sought help and care.
Considering the literature reviewed in the introduction, demonstrating that
many survivors never seek help, despite the perceived need for it, the scale
must capture the barriers experienced by an increasingly diverse group of

Survivors.

Of the 168 survivors that answered the survey, 31 had missing values on
the BHS-TR scale. As the primary quantitative analyses for evaluating the scale
required no missing data, it was decided to use only data from the 137
survivors who completed the entire BHS-TR. Data imputation via, e.g.,
expectation-maximization algorithm as recommended when performing
factor analysis or PCA (Graham, 2009; Malan et al., 2020; Weaver & Maxwell,

2014) was deemed unacceptable as all 31 had missing values above 50%.
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Missing data among the 137 participants in this thesis did not exceed 5% on
any of the other measures used. While a larger quantitative sample, especially
for examining the BHS-TR structure, would have been preferred, testing the
sampling adequacy showed that the sample size was sufficient. Furthermore,
previous studies have revealed that exploratory factor analysis techniques can
be applied to sample sizes far below what traditional recommendations

suggest and still yield reliable results (de Winter et al., 2009; McNeish, 2017).

The strengths of the etic—emic strategy have been pointed out, but it
needs to be acknowledged that using this approach for translation and
adaptation purposes can limit the equivalence between language versions of
a measure, thus making cross-cultural comparisons challenging. One
recommendation to address this is to use only shared (etic) items for
comparison and the nonshared (emic) items used for a culture-specific
understanding of the construct (Van de Vijver & Leung, 2021; Agisdéttir et al,,
2008). For now, the shared BHS-TR items can be used for comparisons, and
soon results from the earlier mentioned studies currently testing the new

items for use outside of Iceland will reveal if those can be used as well.

Some limitations to the convergent, discriminant, and known-groups
validity assessment of the Icelandic BHS-TR must be acknowledged. While the
PHQ-8, PCL-5, BTMI, and SOC-13 used for this testing are widely utilized
instruments in research across cultures and validated in multiple countries,
there is a lack of published studies on the psychometric properties of the
Icelandic versions—which is a potential threat to the validity of the
assessment. However, it should be noted that these instruments were adapted
to the Icelandic language and context by groups of experienced Icelandic
researchers and clinicians and are frequently used in research and practice in

Iceland. The use of multiple independent t-tests (increasing the chance of a
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Type | error) without adjusting the p-value for each test performed is also a
limitation. The Bonferroni correction was limited to the main comparison of
the depression and PTSD groups for the total scale score because the other t-
tests conducted on the subscales and individual items were (at this point)
purely exploratory. Thus, not deemed necessary to limit statistical power
(increasing the chance of a Type Il error) with a rigorous correction for that
purpose. Future assessment of the known-groups validity of BHS-TR and its
subscales should, nonetheless, control for the family-wise error rate. Ideally,
using a somewhat less conservative method than the Bonferroni correction,
e.g., the Holm—Bonferroni variant, which is as robust but retains the statistical

power better (Field, 2018; Holm, 1979).

Finally, the largely quantitative approach to examining the divergent
findings is a potential weakness. Still, it should be mentioned that this analysis
was driven by a critical examination of quantitative data based on qualitative
findings. The aim was to understand the issues revealed in the smaller
gualitative dataset in the larger quantitative sample, allowing for potentially
generalizing those findings. What the mixing methods does, as demonstrated
in this thesis, is use the findings from each to validate or legitimate the findings
from the other. The former stages of this thesis and previous work on the BHS-
TR (Saint Arnault & O’Halloran, 2016; Saint Arnault & Zonp, 2022) had provided
strong qualitative evidence for the significance of these barriers and therefore
focused on the quantitative data at this stage. The level of influence step was
performed to gain information on the significance of the barriers from one
view of a quantitative lens. It must be noted that this quantitative data is cross-
sectional, providing a point-in-time estimate, and additional qualitative data
could give a story of a journey for deeper understanding. Furthermore, it

needs to be acknowledged that “mainstream” responses do not account for
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individual experiences, and the voices of those who have significantly different

experiences of life to most of the population may be lost.

5.7 Implications and Future Directions

Studies on help-seeking among IPV survivors in Iceland are scant, particularly
the specific focus on the recovery trajectory, and thus this doctoral thesis is a
valuable contribution. The research work resulted in the creation of the first
Icelandic trauma-specific instrument that assesses barriers to seeking help.
Moreover, the thesis gives insight into the help-seeking barriers that Icelandic
survivors face on their journey toward trauma recovery and the unique aspects
of culture impacting these processes. Hence, moving beyond solely focusing
on barriers to leaving an abusive relationship and attending to the immediate
harm caused, as much of the IPVAW help-seeking literature has focused on to

date.

The availability of BHS-TR, a culturally sensitive and psychometrically
sound instrument, for research and practice in Iceland has value by providing
information that can guide the development of evidence-based and culturally
meaningful interventions; targeted toward breaking down barriers, increasing
help-seeking, and reducing the duration of untreated illness and suffering.
Understanding these barriers can also guide trauma-informed practice that
integrates a better understanding of trauma responses and sociocultural
influencing factors into serveries where survivors might seek support and help.
The BHS-TR could then likewise be used to assess changes in barriers after the

introduction of such interventions.

The need for an Icelandic help-seeking barriers research instrument and
further studies in this area was demonstrated in the thesis. Even though all the

women in the qualitative sample had experienced adverse health effects
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because of the violence, only a few had sought help to work through their
trauma. They all talked about the importance of this measure concerning their
efforts in seeking help, strongly relating to most barriers on the BHS-TR.
Similarly, despite the high prevalence of psychological distress in the
guantitative sample and most of the women reporting needing help for trauma
recovery, almost half of them did not seek help. In addition, the quantitative
analyses showed high BHS-TR scores on average. Indicating that, like survivors
in other countries, as the literature reviewed above demonstrates, IPV
survivors in Iceland are faced with an array of barriers to seeking help.
Moreover, the mean scores for the subscales showed that the survivors in this
Icelandic sample generally experienced more internal barriers than structural,
and the level of influence analysis for the items revealed almost a clear-cut

ranking between those two groups of barriers.

Examining further the main factors hindering IPV survivors in Iceland from
seeking help and the pattern of internal versus structural barriers was beyond
the scope of this thesis. Yet, it needs to be explored in future studies, and many
research questions remain to be answered. To mention a few, to what extent
do these barriers predict non-help-seeking or delayed care-seeking? How do
sociocultural factors influence the internal barriers experienced by Icelandic
survivors? Is the universal welfare system in Iceland an important variable at
play in the pattern of internal and structural barriers? Would a similar pattern
be revealed in a sample of immigrants to Iceland? What help-seeking barriers
do men, transgender, and genderqueer survivors of IPV experience? How
much effect would it have if the national public health insurance covered
psychotherapy on the same grounds as other health services? What are the
experiences of survivors in Iceland who do seek help? Do their past encounters

increase or decrease further help-seeking and other trauma recovery actions?
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Are trauma-informed approaches to care applied in health and social services
in Iceland? Do IPV survivors in the other Nordic countries face similar help-

seeking barriers as survivors in Iceland?

While the BHS-TR can serve as a helpful tool for generating valuable
guantitative data, the IPV help-seeking literature in Iceland also needs
gualitative studies examining this phenomenon. Using qualitative methods can
give more in-depth information to increase knowledge and deepen the
understanding of the help-seeking pathways for trauma recovery among
survivors in Iceland. Future research would as well benefit from cross-cultural
comparison work to discover similarities and differences between Iceland and
other countries within and outside the Nordic region. Additionally, examining
the facilitators of help-seeking is required; understanding what helps survivors
seek help alongside what hinders them is crucial for finding meaningful ways

to facilitate help-seeking.

After the author gathered the data used in this thesis, Iceland experienced
a resurgence of the #MeToo movement that prompted many survivors,
including marginalized women of foreign origin and trans women, to come
forward with their experiences of GBV. Following, discussion on misogyny,
GBV, and other forms of gender inequality gained significant prominence in
Icelandic society. Despite some backlash, it appears that the discourse has
overwhelmingly been characterized by zero tolerance for any form of violence,
believing, and supporting survivors. That however needs to be scientifically
studied, and the potential effects of this ongoing movement on help-seeking
barriers among survivors in Iceland would be interesting to explore. Similarly,
the long-term effects of the COVID-19 pandemic on IPV and help-seeking
among its survivors should be monitored. Thus, longitudinal study designs are

necessary, which would also enhance the ability to determine causal
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relationships between survivors’ distress symptoms, SOC, help-seeking

barriers, and trauma recovery actions.

This thesis contributes to the growing field of mixed methods instrument
development and cross-cultural adaptation; that places equal status on
gualitative and quantitative methods and emphasizes integration to provide
more complete insights to inform validation evidence. It also adds to the
growing cross-cultural cognitive interviews literature by providing a detailed
description of the analysis process, identified as the least developed area of
cognitive interviewing methodology. The findings from the interviews
provided essential insights into the self-report response process of survivors,
highlighting the importance of making research instruments trauma-informed.
Further, the work presented here illustrates that the factor analysis of
requiring items to load only onto one factor to be considered “valid” may
sometimes be troubling, promoting an overly reductionist approach that can
oversimplify the complexities of social phenomena. A person’s view of the
world might not align with the way instruments are developed, and the author
believes that the use of mixed methods, especially the legitimation strategy of
integration illustrated in this thesis, can help move the field toward the critical
examination of including participants’ voices throughout the validation

process.

Future work on the Icelandic BHS-TR should further examine and develop
the crucial expansion and discordant items identified in this thesis. Additional
interviewing with survivors to gain in-depth insights into the conceptual
overlaps and cultural nuances of these barriers are required to inform BHS-TR
refinements further. In addition, assessing floor—and—ceiling effects for all
items, examining the BHS-TR structure using confirmatory factor analysis, and

evaluating response consistency via test—retest reliability measurement using
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larger and representative samples are needed. Finally, future studies with and
about the BHS-TR would be greatly enhanced by utilizing recruitment
procedures targeting diverse groups of survivors, including gender identity,
sexual orientation, ethnic background, socioeconomic status, forms of GBVY,

and help-seeking attempts or experiences.

5.8 Conclusions

The overall findings of this doctoral thesis indicate that the Icelandic BHS-TR
scale is trustworthy, valid, and helpful in understanding aspects of the help-
seeking barriers that IPV survivors in Iceland experience. The 26-item version
with two indices and eight subscales shows promise but deserves continuing
attention for refinement and maximum utility to populations not well-
represented in the present samples. Expanding the instrument based on the
lived experience of survivors can help BHS-TR better capture the significant
hindrances faced, and the immense amount of effort survivors often take to
seek help. Measuring the various barriers to seeking help for trauma recovery
among survivors can move the IPV help-seeking literature into a more holistic
and survivor-centered direction. It is hoped that BHS-TR, which is the first of
its kind in Iceland, can serve as a valuable tool in future help-seeking research
among Icelandic survivors. The instrument can be used with survivors of IPV
and other forms of GBV to provide essential information that may guide the
development of evidence-based interventions to break down barriers and help

survivors find their way to recovery and thriving.

The studies comprising this thesis contribute to the growing literature
supporting the advantages of using mixed methods for instrument
development and cross-cultural adaptation. The legitimation strategy of
integration illustrated here provided more complete insight into the validation

evidence than could be gained by either qualitative or quantitative methods
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alone. Moreover, the results highlight the significance of giving attention to
the voices of the target population throughout the validation process. At last,
the author hopes that this thesis can serve as an exemplar to encourage mixed
methods researchers faced with divergent findings to embrace the possibility
of expanding insights from additional analyses and developing innovative
follow-up strategies for a deeper, more nuanced understanding of complex

phenomena.
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Abstract

Background: Even though traumatization is linked to substantially reduced health-related quality of life, help-
seeking and service utilization among trauma survivors are very low. To date, there has not been available in
Iceland a culturally attuned, self-reported measure on help-seeking barriers after trauma. This study aimed to
translate and cross-culturally adapt the English version of Barriers to Help-Seeking for Trauma (BHS-TR) scale into
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Plain English summary

Trauma (being hurt a lot) can have big effects on
people’s health and how they feel about life. However,
very few people who are hurt by others look for help,
even at places that have been set up to help them
and others, like health clinics. Understanding how
hard it can be for people who have been hurt by
others to actually get the help they need can make it
easier for us to help them sooner and in better ways.
Before, in Iceland, there has been no easy way to
study what stops people from looking for help after
being hurt. In this study, we changed the English lan-
guage Barriers to Help-Seeking for Trauma (BHS-TR)
scale so it was a better fit for Icelandic people who
have had trauma in their lives. We talked to 17
Icelandic women who had lived through violence at
home. We wanted to know what they thought of the
BHS-TR scale and how to make it more useful in
Iceland. In general, they liked the scale but they had
several ideas about how to make it better and how to
make sure that taking the survey did not make the
women feel bad about their lives. We made changes
to the scale based on their ideas.

Background

Much of the global population is exposed to trau-
matic events in their lifetime [1, 2]. Such events are
defined as exposure to threatened death, serious
injury, or sexual violence [3]. While most individuals
exhibit resilience and the capacity to recover after-
ward [4-6], many survivors face lasting adverse
effects, leading to trauma identified as a public
health issue [7, 8]. Traumatization is linked to an in-
creased risk of suffering from an array of mental and
physical conditions associated with functional im-
pairment and substantially reduced health-related
quality of life (HRQoL) [9, 10], even years after ex-
posure [11]. This suffering is particularly evident in
cases of complex and interpersonal trauma [7, 12]. A
recent review of the WHO world mental health sur-
veys in 24 countries (n=68,894) showed that of the
29 trauma types assessed, interpersonal traumas car-
ried the highest posttraumatic stress disorder (PTSD)
risk, and intimate partner violence (IPV) had the
highest PTSD burden [5].

Despite these adverse effects of trauma on HRQoL,
the estimates of help-seeking among traumatized indi-
viduals are very low, especially for formal sources of
help, including the healthcare system [13-15]. Thus, a
significant proportion of trauma survivors are not receiv-
ing the care they need. This finding is consistent with
previous research that has shown that survivors are
facing a range of barriers to health service utilization,
including both system-level structural factors and
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individual attitudinal factors [16-18]. Further explor-
ation of the barriers that trauma survivors face is essen-
tial to better understand the gap between the perceived
need for help and service utilization, which can give us
the critical information needed to increase help-seeking
after traumatization. However, instruments measuring
help-seeking barriers have mainly been developed in the
specific context of physical or mental illness, and very
few are trauma-specific [19-21].

The Barriers to Help-Seeking for Trauma (BHS-TR)
scale was developed by Saint Arnault [17] based on the
Barriers to Seeking Care scale used in the mental health
supplement of the Ontario epidemiology study [22]. The
original scale included 25 barriers to mental health ser-
vice utilization. Besides Canada, these barriers have been
examined in large population-based studies in the
United States and the Netherlands and found to be rele-
vant, despite differing healthcare systems in these coun-
tries [23]. For the BHS-TR, Saint Arnault added items
related to help-seeking after traumatization, based on lit-
erature review and focus group interviews with gender-
based violence (GBV) survivors from the United States
and Ireland. The BHS-TR has been used to date in re-
search with women from both primary-care sites and
the general community [17, 24]. Moreover, the scale was
found to be reliable, valid, and useful in understanding
aspects of the barriers GBV trauma survivors experience
on their help-seeking journey (Saint Arnault, D. M., &
Ozaslan, Z. (under review). Understanding help-seeking
barriers after gender-based violence: Validation of the
barriers to help-seeking for trauma (BHS-TR) scale. Inter-
national Journal of Mental Health Nursing.). BHS-TR is,
to our knowledge, the first trauma-specific instrument
that assesses barriers to help-seeking. As has been noted,
the scale was developed from existing mental health bar-
riers measure but adapted for survivorship, which can be
related yet distinct. The rationale for choosing the BHS-
TR was the need for a trauma survivor-centered help-
seeking barriers instrument that can be used to identify
and develop interventions to mitigate them and help re-
vise services to address these barriers in Iceland.

Investigators are increasingly turning their attention to
best practices for instrument translation and cultural
adaption [25-27]. It is recognized that if measures are to
be used across cultures, the items must not merely be
translated well linguistically but also adapted culturally to
maintain the content validity at a conceptual level [28].
The most appropriate way to collect data to support con-
tent validity is by conducting qualitative research involving
communication with participants to capture their perspec-
tive on the measure [29]. Within the existing guidelines,
there is furthermore a broad agreement on the purpose
and necessity of pretesting the translated instrument with
the target population [27, 28, 30].
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Cognitive interviewing (CI), a psychologically oriented
method for empirically studying how respondents men-
tally process and respond to survey questions [31], has
emerged as an essential qualitative method for the pre-
testing and evaluation of self-report instruments. Its pri-
mary value is in providing information to uncover
potential issues with questions and offer recommenda-
tions for improvements [32, 33]. However, since CI was
derived from the cognitive aspects of survey method-
ology movement [34, 35], the method has been criticized
in the context of cross-cultural research for lack of focus
on sociocultural factors that can influence the survey re-
sponse process, consistent with the understanding that
cognitive processes do not operate within a black box
but are shaped by persons’ lived experiences [33, 36].

Cross-cultural cognitive interviewing (CCCI) is a vari-
ant of standard cognitive testing that has increasingly
been carried out in an effort to detect issues related to
the translation of instruments and establish cultural
equivalence [37]. This extension of CI, an already inter-
disciplinary paradigm, has incorporated perspectives
from sociology and anthropology (32, 38], with an in-
creased emphasis on how members of different cultural
groups interpret specific questions and instruments in
the context of their unique viewpoints [33, 37].

Currently, there is no self-reported measure on help-
seeking barriers after trauma available in Iceland. This
study was undertaken to translate the BHS-TR scale
from the English version into the Icelandic language and
to adapt it for use in the Icelandic context. Also, we
aimed to pretest and qualitatively evaluate the content
validity of the Icelandic version through cross-cultural
cognitive interviews. This study is part of a larger inter-
national research being carried out by the Multicultural
Study of Trauma Recovery (MiStory).!

Methods

Description of the instrument

The BHS-TR is a 34-item self-report instrument,
measuring barriers to seeking help for trauma recovery
[17]. Help-seeking is defined as “the experiences, ex-
pectations, and interpretations that interact with
structural variables, as well as context, to influence be-
havior aimed at reducing suffering and promoting
health ([24] , p. 163).” The scale includes structural
barriers (e.g., lack of information, financial problems,
and unavailability of care), intra- and interpersonal
barriers (e.g., normalization, feeling they must solve it
on their own, and shame), and trauma-specific barriers

'The MiStory network (https://mistory-traumarecovery.org/) is a
research collaborative currently working in 13 countries around the
world to use safe and trauma-informed methods that illuminate the in-
teractions among cultural context, the self, gender, and trauma
recovery.
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(e.g., feeling frozen, confused, or fearing the conse-
quences of disclosure). Respondents answer on a
Likert scale anchored at 1 (“Did not influence me”) to
4 (“Strongly influenced me”).

Forward Forward
translation 1 translation 2
(English to (English to
Icelandic) Icelandic)

Back
translation
(Icelandic to

English)

Back translation
review

Pretesting
\

Cognitive interviews Cognitive interviews
Round 1,n =10 Round 2,n=7

Review of pretest
results

Finalization and

proofreading

Fig. 1 A flowchart of the cross-cultural adaptation process
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Translation and adaptation process

The BHS-TR was translated and culturally adapted
following international guidelines and principles of good
practice [27, 28] (see Fig. 1). These guidelines have been
widely used for translation and adaption of self-reported
measures, providing a rigorous process designed to
maximize the attainment of semantic and conceptual
equivalence between the source and translated instru-
ments. Steps of the process are described in detail in
Table 1.

Ethical considerations

Permission from the instrument developer to use, trans-
late, and adapt the BHS-TR was obtained. The National
Bioethics Committee in Iceland provided the ethical
clearance to conduct the CI in the pretesting phase
(VSNb2019060009/03.01), and the study was reported to
the Data Protection Authority (19-119). Verbal and
written informed consent was obtained before participa-
tion, and all participants received a list of local referral
resources at the end of the interview. They were also of-
fered post-interview support from a psychologist if diffi-
cult emotional reactions emerged during or after
participation.
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Cognitive interviews

The Icelandic version of the BHS-TR was pretested
using cognitive interviews. The theoretical perspective
underlying this study was Tourangeau’s [34] four-stage
cognitive model of survey response: (1) comprehension
of the question, (2) retrieval from memory of relevant
information, (3) judgment of needed information, and
(4) responding to the question. Due to the cultural
aspect, the pretesting was furthermore conducted fol-
lowing recommendations for CCCI [37], with a focus as
well on sociocultural factors that can influence the
response process.

Interview participants

Seventeen women took part in the interviews. The inclu-
sion criteria were: Icelandic women (aged =18 years)
who self-identified as having experienced IPV. For
ethical reasons and the safety of the women, they had to
have been out of the abusive relationship for at least a
year. Participants were recruited from centers and ser-
vices for survivors of violence in North and South
Iceland, using purposive sampling. The years in the abu-
sive relationship ranged from one to eighteen, and most
had been in the relationship over six years. The years

Table 1 Overview of the cross-cultural adaptation process, based on [27, 28]

Steps

Description of how each step was performed

Step 1. Preparation
Step 2. Forward translations

Step 3. Reconciliation

Step 4. Back translation

Step 5. Back translation review

Step 6. Expert committee review

Step 7. Pretesting through
cognitive interviews

Step 8. Review of pretest results

Step 9. Finalization and
proofreading

Step 10. Final report

The instrument developer (last author) permitted the process and agreed to be involved.

Two separate forward translations were carried out individually by two native Icelandic speakers who were
fluent in English, one a professional translator and the other a health professional; both also experienced
researchers in their field. The focus was to avoid literal translation and capture the conceptual meaning of the
items.

The first author, a native Icelandic speaker, met with the translators to synthesize the results of the translations.
They compared and discussed the differences between the two translations. Ambiguities and discrepancies
were examined to create a single forward version.

Back translation of the reconciled translation was performed by a native English speaker who was fluent in
Icelandic. The back translator was an experienced researcher in the field of health sciences but had no prior
knowledge of the instrument and had not seen the two forward translations.

The first author reviewed the back translation against the source instrument to identify any discrepancies and
ensure the conceptual equivalence of the translation. Clarification and recommendations were sought from the
instrument developer (last author, a native English speaker and a skilled researcher).

A multidisciplinary committee reviewed all the versions of the instrument (steps 2, 3, and 4) and developed the
pre-final version of the translation. The committee consisted of a methodologist and two health professionals
(nurse and psychologist) experienced with working with survivors of violence. The committee’s role was to
make recommendations to achieve semantic, idiomatic, experiential, and conceptual equivalence between the
source and target instruments.

Two rounds of cognitive interviews were conducted with participants drawn from the target population. The
goal was to explore comprehensibility, interpretation, and cultural relevance of the pre-final version. The inter-
view data were analyzed using qualitative content analysis.

The results were reviewed, and desirable modifications identified. The pretesting, being of particular importance
for cultural adaptation, is described in more detail in the sections below.

Following agreement on adjustments, the translation was finalized. In this final quality control step, the
translation was proofread by one of the forward translators, which checked for any remaining spelling or
grammatical errors.

Each step was thoroughly documented during the process, allowing tracking of all the decisions made. This
article represents the final step of the process, where a report is written on the development of the Icelandic
version of the scale.
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out of the abusive relationship at the time of the inter-
views varied from two to twelve, on average, five years.
Most of the women (13) had sought help from informal
sources (family and friends) at the time of leaving the
abuse, but few (6) had done so at later stages in the
help-seeking journey when trying to recover from the
trauma. The women had all sought formal help for their
traumatic experience, hence the recruitment strategy.
Nevertheless, only nine of them had sought help from
the healthcare system, even though all had been faced
with adverse, emotional, physical, and social health ef-
fects of the violence. During recruitment, attempts were
made to select a diversity of individuals within the target
population, as recommended for CI [32]. Table 2 de-
scribes the participants’ socio-demographic
characteristics.

Procedures

Two iterative rounds of in-person CI were conducted, a
total of 17 interviews. The interviews took place between
August and October 2019, in a location chosen by par-
ticipants, either at their homes or in a secure meeting
room. The first author conducted all the interviews,
which lasted on average for an hour. Think-aloud tech-
nique and verbal probing were used in conjunction to
elicit participants’ interpretive process. The probing was
done concurrently, using a combination of scripted and
spontaneous probes (see Table 3). All interviews were

Table 2 Overview of the participants’ demographics

Characteristics N=17

Age
18-29
30-39
40-49
50+

Icelandic language proficiency

N A& N s

Native speaker 16
Fluent speaker 1

Education completed

Less than high school 3

Junior college 5

University degree 9
Employment status

Employed 12

Unemployed 5
Number of children

None 5

One or two 9

Three or more 3
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audio-recorded with participants’ permission, and writ-
ten notes were taken by the interviewer, documenting
non-verbal cues. Round one consisted of interviews with
10 participants. Items identified as problematic during
the analysis in the first round were revised and then
further tested in round two with seven additional partici-
pants. In both rounds, all items on the scale were exam-
ined, in addition to obtaining feedback on BHS-TR
relevance and cultural attunement in the Icelandic help-
seeking context.

Data analysis
After each interview, the audio recordings were reviewed
and transcribed. Next, detailed summaries were pre-
pared, using the transcripts and written notes from the
interviews. These interview summaries were used as the
main source for the analysis. The first author was the
primary analyst, responsible for preparing the interview
summaries, coding, and categorization, with a thorough
follow-up on the whole process from the second author.
A qualitative content analysis (QCA) was performed
based on the procedures described by Elo and Kyngis
[39], focusing both on manifest and latent content. The
main focus was to identify issues that participants had
with the scale and classify them into meaningful categor-
ies. The analysis utilized a combined deductive and in-
ductive approach, using an unconstrained matrix to
code the data (see Fig. 2). The matrix was mainly based
on categories frequently reported in the literature; gen-
eral design issues, translation issues, and cultural issues
[40-42], but since it was unconstrained, there was a pos-
sibility of creating different categories within its bounds
[39]. In addition to the more familiar categories identi-
fied using the deductive approach, trauma-specific issues
emerged as a unique category in this study, using steps
of the inductive approach (grouping, categorization, and
abstraction). The sub-categories within each of the four
categories were also created following those steps. The
analysis process was performed after each round, and
afterward, the results were examined together before
making final decisions about revisions. All authors were
involved in the dialogue and the careful determination
of revisions made. An audit trail was maintained for
scientific rigor.

Results

Translation and adaptation process

The two forward translations were concordant on most
items and considered linguistically equivalent in terms
of their meaning. Minor differences were in wording,
and for the reconciliation version, preference was given
to less complicated and semantically equivalent words.
Review of the back translation suggested semantic and
conceptual equivalence with the source version as most
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Table 3 Cognitive probes based on Tourangeau (34] and Willis [37]
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Category of probes

Example

Comprehension probe
Interpretation probe
Paraphrasing probe
Process probe

Recall probe
Elaborative probe
Sensitivity probe
Evaluative probe

What do you understand by ...?

What does the term ... mean to you?

Can you tell me in your own words what this item is asking?

How did you arrive at that answer?

How do you remember that you ...7

Tell me more, why do you say that?

Is it all right to ask about this, or do you think that this item is inappropriate?
Do you feel this item is easy or difficult to answer?

items were nearly identical. Translation discrepancy
identified in the review was regarding the item “I had
distance or transportation problems,” which was trans-
lated to “I had problems going there” and hence became
broader in the translation process than intended.

Therefore, the translation of the item was made more
specific, using the Icelandic words for “distance” and
“transportation.”

The expert committee provided remarks on several
items, mainly involving minor grammatical changes and

Fig. 2 Overview of the analysis process, modified from [39), used with permission
L
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suggestions for different wording, as special attention
was given to producing a translation that would be easily
understood by the target population. Other challenges
reported by the committee involved the cultural rele-
vance of items, for instance, concerning health coverage.
Due to different healthcare and insurance systems, the
committee recommended modifications. The same was
true for items regarding race and ethnicity, which the
committee thought might need to be adapted better to
the Icelandic context. These items were kept unchanged
for further assessment in the pretesting.

Cognitive interviews

The BHS-TR was well-received overall, and the women
stated that the items described their experience with
barriers to seeking help after trauma for the most part.
However, the participants questioned the relevance of a
few items, which were the same items of concern by the
expert committee. The women found the layout of the
scale to be clear, the response options appropriate, and
most items understandable, and the CI confirmed that
they grasped the intended meaning. Furthermore, the
women talked about the importance and value of this
measure concerning their own challenges while trying to
seek and seeking help. In the interviews, most of them
had a hard time or felt uncomfortable with the think-
aloud technique, whereas the probes were generally
adequate.

Several issues, primarily on item-level, were uncovered
in the interviews using the deductive and inductive QCA.
The issues were classified into the four following categor-
ies: (1) General design issues: Problems with the design or
layout of the original scale, (2) Translation issues: Prob-
lems where the wording of a translated item altered the

Table 4 Examples of general design issues identified
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intent of the source item, (3) Cultural issues: Problems
where differences in social structures, norms, or values
made it challenging to convey items to the Icelandic con-
text, and (4) Trauma-specific issues: Problems where par-
ticipants had trouble responding or were sensitive to the
wording of items due to their lived experiences of trauma.

More detailed examples of the identified issues are
presented in the following sections, as well as the re-
visions that were made as a result of both pretesting
rounds. Quotations from participants that best repre-
sent and support each identified issue were chosen
(see Tables 4, 5, 6, and 7). To allow for cross-cultural
comparison, we were partially restricted in making
some modifications to resolve these issues. Revisions
that were made, based on the first pretesting round,
reduced the number of issues identified in the later
round, nearly eliminating items with problematic
translations and enhancing equivalence between the
translated and source versions. In the second round,
similar insights were repeated, and no new significant
problems emerged. Thus, it was decided that no sub-
sequent rounds were required.

General design issues

The general design issues were divided into four sub-
categories, involving unclear scale instructions, forget-
ting response options, double-barreled items, and repeti-
tion of items (see Table 4). Overall, we detected
relatively few general design issues. However, these were
the issues that we were most restricted in making modi-
fications. The lack of clarity of the scale instructions, be-
ing of particular importance, and also related to the
post-trauma context issues (see Table 7) regarding the
women’s multistep help-seeking journey was addressed

Revisions

“Like what time are we talking about? And
what if | did seek help at some point,

“Halfway through, | forgot what the answer
possibilities stood for, you should maybe
have them visible at each item, so people
do not have to scroll up and down.”

“I do not like these statements with “or” in
them, you know asking about two things
... itis a little confusing to answer. Also, if |
have experienced only the other, how do

Issues Description Meaning unit
Unclear Many (13 of 17) participants thought the
scale scale instructions were unclear regarding
instructions  the time of being faced with these barriers ~ should | still answer the scale?
and how to answer if they had, at some
point, sought help after their traumatic
experience.
Response  Several (6 of 17) participants forgot what
options are  the response options stood for while
forgotten  answering the scale.
Double- Items with the conjunctions "or” and *and”
barreled were thought to be confusing and hard to
items answer by a few participants (3 of 17).
you know which one | meant?”
Repetition  Some participants (5 of 17) thought that

the scale included repetitive items.

“I just answered this ... | know you are
probably going to be looking at if |
answered these questions in the same
manner, but that is just really annoying."

The specific time frame of asking about the
last 12 months was added. Clearly stating
that if people felt that they needed help
during this specific time period but did not
seek it, they are asked to answer the scale,
even though they had sought or received
help in the past.

Description of the response options was
made to appear more frequently on the
scale.

None at this point, since fully addressing
the issue would require significant
modification to the scale.

No need to adjust, as the BHS-TR is a multi-
dimensional measure, and repetition in this
context (and for that purpose) is consistent
with good study design.
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Table 5 Examples of translation issues identified
Issues Description Meaning unit Revisions
Problematic  In the item I thought the problem would “Disappear is not really appropriate for this The translation was changed to °I
translation  probably go away by itself;” the phrasal verb  kind of problem. Sure, | thought things thought the problem would probably
"go away” was translated to “disappear” in would get better by itself, but never just poof get better by itself.”
Icelandic (9 of 17 participants). and gone.”
Problematic  In the item “l was ashamed or embarrassed,”  "Awkward? | was racked with shame not Since being ashamed and embarrassed
translation  the word “embarrassed” was translated as blushing ... using this word is not okay in have similar meanings in lcelandic, the
“awkward" in Icelandic, which was unsuitable my opinion.” adapted item became I was ashamed.”
in this context (12 of 17 participants).
Problematic  In the item “I couldn't get time away from “Is taking care of my family supposed to The word “responsibilities” was cut
translation  work or family responsibilities,” the Icelandic ~ sound so negative?” from the item, changing the translation
meaning of the word “responsibilities” is to *I couldn't get time away from work
more similar to the English word or my family.”
“obligations” (8 of 17 participants).
Problematic  In the item “I thought getting help would “I would put that this did not influence me  The Icelandic word *troublesome” was
translation  take too much time or was inconvenient,” because you don't think about if it is going  used instead.

the word “inconvenient” was translated to
“impractical,” which was missing the aspects
of causing trouble or discomfort (6 of 17
participants).

to be practical or not ... is this really the best

word to use?”

by adding the specific time frame of asking about the
last 12 months.

Translation issues

There was only one sub-category of the translation is-
sues identified, problematic translation, which was
when the Icelandic words did not convey intended
constructs or meaning (see Table 5). This category
had issues that were most easily resolved, and

modifications mainly involved choosing alternative
words. Very few problematic translations were identi-
fied in the second round of CL

Cultural issues

The cultural issues were divided into three sub-
categories, all related to the appropriateness of items in
the Icelandic help-seeking context (see Table 6). Firstly,
there were few issues regarding connotations, cultural

Table 6 Examples of cultural issues identified

Revisions

“What do you mean by my needs? You
know, | know what it literally means, but |
would never sit down with my doctor or
psychologist and say | need this and that."

“This sounds very American, we don't say
our or my health insurance, everybody is
insured ... the system here is so different,
and it covers a lot of care. Although not
all mental healthcare is government-
subsidized, so that affects trauma survivors

“Is this appropriate in Iceland? | don't think
that culture or ethnic background is a
problem for most Icelanders ... then
again, we are becoming more diverse ...
still, | feel like there is a lot in your
background besides ethnicity that you can
be scared of people not understanding, so

“This focus on race is not very Icelandic, so
yeah, | would answer that this did not

Issues Description Meaning unit
Connotations  In the item “| was afraid | couldn't clearly
and cultural express my needs,” the word “needs" was
idioms considered by many participants (11 of 17)
to be strange in this context. They thought
Icelanders would instead use sayings like
*how | felt” or *what was wrong."
Different All (17 of 17) participants commented on
healthcare the item, "My health coverage wouldnt
system cover the type of treatment | needed.”
Some thought the item was not
appropriate in the Icelandic context, while
others thought it was relevant regarding
some mental health services. in Iceland.”
Historically Some (8 of 17) participants wondered if
homogeneous  the following item, *| felt that my culture,
nation ethnic background or specific situation
would not be understood,” should be on
the Icelandic version of the scale. However,
they often stated that if immigrants were
to answer the scale, then this item might
be relevant. you don't seek help."
Historically In the item “I felt that there would be
homogeneous  prejudice, racism, or discrimination against
nation me," several (9 of 17) participants focused

only on the word *racism” and thought
that prejudice or discrimination had to be
related to their race.

affect me because you know of course |
thought there would be prejudice, but not
about my race or you know racism.”

Despite good suggestions from
participants, those changes would have
altered the literal meaning of the item.
The wording was nevertheless changed
from “my needs” to *what | needed.”

The adapted version of the item became
“The available health insurance wouldn't
cover the type of treatment | needed."

The item was adapted to the Icelandic
context by changing it to *| felt that my
culture, background or specific situation
would not be understood.”

The adapted version of the item became
“I felt that there would be prejudice or
discrimination against me," which could
include racism, among other things.
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Table 7 Examples of trauma-specific issues identified
Issues Description Meaning unit Revisions
Post- Difficulties deciding how to answer due to  *Some of these barriers are also really The scale was designed to measure barriers
trauma  the complex nature of the trauma and a descriptive when you are trying to leave an  to seeking help for trauma recovery, which
context  multistep help-seeking journey was a com-  abusive relationship, so my mind always was included in the scale instructions.
mon problem (14 of 17 participants). went there. When | think about seeking help However, this issue made it apparent that it
for my PTSD or you know everything after  needed to be more clearly defined. It
... there can be different barriers, so | would  furthermore supported the change of
answer differently.” adding the specific time frame of asking
about the last 12 months.
Post- Some (8 of 17) participants felt that the “1 do not relate and actually it doesn't matter The adapted version of the item became
trauma  following item “Professionals from my own  to me what their ethnicity is or culture, “Suitable professionals were not available,”
context  cultural or ethnic group were not available”  cultural ... uhm ... | don't even know what  which could include the cultural and ethnic
should rather be about the gender of my cultural group is, you know we don't talk  background as well as gender.
professionals than about their culture or like this, anyway ... what was really a barrier
ethnicity. Hence, this problem was also for me was being forced to have a health
classified as a cultural issue, but the primary  professional of the same gender as my
meaning was related to the post-IPV context perpetrator.”
(also relevant to other types of interpersonal
trauma).
Sensitive  The wording "your decisions not to seek “It is not this simple, 1 did not sit down and  The instructions were rephrased using the
1) help” in the scale instructions was thought  made this thought out decision to not get  word “reasons” instead of “decisions.”
wording  to be offensive by many (10 of 17) the help that | needed.”
participants.
Victim-  Several (7 of 17) participants thought some  *My problems, my situation, my my my ... Revisions involved changing the word “my”
blaming  of the items had victim-blaming wording. you are taking all of the responsibility from  to “the” in the problematic sentences that
wording the perpetrator and putting it all on the reflect negative aspects (such as problem
survivor like it is my fault” and situation) while maintaining “my"” in
those sentences that reflect respondent
autonomy (such as reasons, feelings, or
actions).
Sensitive  Few (S of 17) participants were sensitive to "l would never put housing and my security  The order was changed to “my children,
toword  the order of words in the following item *I  before my children ... so | would not want  security, or housing.”
order was worried that if others discover my to answer this."

health problems or my situation, | could lose
housing, security, or my children.”

idioms, or the use of phrases in the speech of Icelanders.
Secondly, while going through the scale, the women
talked about the difference between healthcare in
Iceland versus the United States. These cultural differ-
ences were especially regarding items about cost and in-
dividual health coverage, which they did not relate to
since Iceland has a universal healthcare system that is
primarily paid for by taxes and under which all legal res-
idents are covered. Thirdly, some of the women viewed
Iceland as being a relatively homogeneous country, and
therefore, found items about race and ethnic background
to be culturally inappropriate. Revisions mainly involved
making adaptations based on the women’s input, while
still maintaining cross-cultural comparability.

Trauma-specific issues

The trauma-specific issues were divided into four sub-
categories, where the underlying thread was the unique
post-trauma context and how it impacted the partici-
pants’ viewpoints (see Table 7). The women had diffi-
culty answering some items due to the complex and
interpersonal nature of their trauma; some described
general difficulties responding to the measure because

the specific barriers to seeking help for trauma recovery
reminded them of parallel barriers they had experienced
over time while seeking to live through and survive their
own traumatic experiences. Another aspect of these is-
sues was the participants’ vulnerability, where they were
sensitive to the wording of items, the choice of words,
and even the order of words. This category of issues
became apparent and most associated with participants
not wanting to answer, and ultimately skipping items. It
also became clear that few items on the scale were trig-
gering negative feelings for some women. Therefore,
modifications were of great importance, and these issues
were resolved with clarification or rewording items,
making the instrument more trauma-informed as a
result.

Discussion

This study described the translation and cultural adap-
tion process of the Icelandic version of the BHS-TR, in-
cluding cognitive interviews with survivors of IPV. To
the best of our knowledge, this is the first Icelandic
trauma-specific instrument that assesses barriers to
help-seeking. The process led to a version that is
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semantically and conceptually equivalent to the original
English version; additionally, the results provided evi-
dence of content validity.

The first steps of the translation went without signifi-
cant problems, which might have been facilitated due to
English and Icelandic both being Germanic | g
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being less ethnically and culturally diverse than those
two countries. Another observed distinction was related
to different types of welfare states, a critical factor in the
formal help-seeking context. A similar issue was re-
ported in a study adapting a U.S. developed healthcare-
related e for use in another Nordic country [46].

Interestingly, only one problematic translation issue
emerged during the back translation step. However, sev-
eral translation issues were independently identified with
both the expert committee and the CI, making us ques-
tion if we could have forgone the back translation step
and potentially adding to the growing body of research
indicating the shortcomings of back translation as a
quality testing tool [43, 44]. Still, it could be that the effi-
cacy of the back translation was limited by the nature of
our study, as back translations can be particularly valu-
able in cases where multiple target languages are being
developed simultaneously, and can therefore be analyzed
as a group, and less so when only one target language is
being developed.

The pretesting through CI was a valuable step, allow-
ing us to gain insight into participants’ perspectives and
interpretations of the scale that helped us to identify is-
sues and improve the Icelandic version before field test-
ing. CI has been used successfully in many areas of
healthcare research to develop and culturally adapt in-
struments [45, 46]. The theoretical perspective under-
lying the interviews in this study was from traditional CI
[34] with influences from CCCI [37]. Hence, we not only
focused on what is presumably happening in the “black
box” of the mind [47] but also how these cognitive pro-
cesses are tied to the sociocultural context, which was
essential to successfully adapt the instrument to the lived
reality of Icelandic trauma survivors. During the inter-
views, the women found it difficult to “think out loud,”
which is in line with other studies where difficulties with
this technique across diverse linguistic and cultural
groups have been reported [48-50]. On the other hand,
the concurrent probing functioned well and helped the
women elicit their interpretive and meaning process.

Results from the interviews showed that the women
found the Icelandic version of the BHS-TR in general
clear, understandable, and relevant. Moreover, we identi-
fied relatively few general design and translation issues,
which might have resulted from the rigorous steps in the
translation and adaptation process taken before the
pretesting.

Iceland, as a high-income Western country, shares nu-
merous cultural characteristics with Canada and the
United States, where the scale was developed, including
a strong sense of individualism and a great emphasis on
independence and self-help [51], which can influence
help-seeking and service utilization. Yet, we detected a
few cultural relevance issues, mainly involving Iceland

The trauma-specific issues category, unlike the others,
was not built on common categories identified in previ-
ous research. These were nevertheless the issues that
most resulted in participants skipping items, which is
noteworthy since one of the aims of CI is to ensure high
response rates from a sample of the target population in
the field testing [45]. This category is a valuable finding
for those undertaking studies with trauma survivors or
other vulnerable populations and highlights the import-
ance of making research instruments trauma-informed.

Importance was given to the analysis process of the in-
terviews as it has been identified as the most undevel-
oped area of CI methodology; researchers rarely describe
how they moved from data collection to the production
of results and revisions [47]. QCA was believed to be the
most suitable method since the aim was to identify any
issues participants had with the scale, displayed as mani-
fest or latent content, and to classify these issues into
smaller content categories. This method has been used
effectively in other CI studies [40, 42]. One challenge in
using a deductive approach, however, is deciding how to
treat meaningful left-over data [52]. The decision to use
an unconstrained matrix gave us the flexibility to create
the new category following the principles of an inductive
approach [39], making the left-over data become an es-
sential contribution. The combination of deductive and
inductive approaches within QCA has recently been de-
scribed as an abductive approach [52]. To enhance the
study’s trustworthiness, we undertook a joint collabora-
tive analytic process, along with maintaining a transpar-
ent audit trail, showing the analytic steps, and linking
the revisions to the data as recommended when using
QCA (39, 53].

The findings in this study are subject to some limita-
tions—including a relatively small sample size of 17 par-
ticipants. However, traditionally CI studies include few
participants but strive to conduct interviews with a var-
iety of individuals [32, 54]. The target population in this
study was Icelandic female IPV survivors, and we believe
that our sample contains important characteristics of
that population. We did not select participants according
to racial categorization. All the women would, neverthe-
less, be socially classified as “white,” and even though
that mirrors most Icelandic women, we are aware of this
limitation, particularly regarding the women’s view on
the relevance of items related to ethnic background and
race, and the likelihood that minority populations are
likely to experience unique barriers to help-seeking and
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care which is the primary focus of this scale. With
globalization and growing migration, the Icelandic
nation is becoming more diverse [55], and it may at
some future date be desirable to further culturally review
and adapt this Icelandic scale to be of maximum utility
to populations not well-represented in our sample.

The data collection was stopped after two rounds of
interviews when saturation was reached. According to
Willis [54], an instrument could, in one sense, be tested
forever and still have issues. The BHS-TR was tested
until several major issues had been detected and
adequately addressed. This study did not include source-
language interviews with English-speaking survivors. An
emerging consensus within the CCCI literature is that
source-language testing should be done in parallel with
the translation assessment, to establish whether the
problems identified are truly general, rather than specific
to the target version [37, 42]. Presumably, this approach
would have provided important data, especially for deal-
ing with general design issues as well as allowing for
decentering, which has been defined as the process of
modifying the source instrument when necessary along
with the translated version [56].

After an instrument has been translated and adapted,
additional testing of the psychometric properties is
highly recommended [28]. Although the interviews pro-
vided evidence of content validity and valuable insight
into the women’s interpretations of the scale, it does not
address the reliability, item response patterns, or con-
struct validity. Further testing of the Icelandic BHS-TR
is therefore needed. As mentioned earlier, the pretesting
in this study was limited to female IPV survivors seeking
formal sources of help to meet healthcare needs. Based
on the literature reviewed above, indicating low rates of
help-seeking from any source despite a diminished
HRQoL, it is crucial to test the scale with trauma survi-
vors not seeking help. Future research should as well in-
clude more diverse populations regarding gender, ethnic
origin, and the types of trauma experienced.

Conclusions

In this study, we translated and adapted the BHS-TR
into the Icelandic language and context. The process
followed a series of ten rigorous steps, where the expert
committee review and the cognitive interviews were par-
ticularly useful steps. The study adds to the growing CI
methodology literature, where the emphasis was put on
reporting of the analysis. The results provide essential
insights into the self-report response process of trauma
survivors, highlighting the significance of making health-
related research instruments trauma-informed. Revisions
made to the scale improved it, and the process resulted
in an Icelandic version, which appears to be semantically
and conceptually equivalent to the source version, as
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well as linguistically valid. Evaluations of the scale’s
psychometric properties are, however, recommended.
The availability of a valid and reliable trauma-informed
measure of help-seeking barriers has a value for health
research, practice, and policy—by providing information
that can guide the development of evidence-based inter-
ventions to break down barriers and facilitate help-
seeking after trauma.
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Abstract: Intimate partner violence (IPV) against women is a global human rights violation of vast
proportions and a severe public health problem. Despite high rates of adverse outcomes related
to IPV, help-seeking and service utilization among survivors is low. This exploratory sequential
mixed-methods study using a combined etic-emic approach describes the validation of the Icelandic
Barriers to Help-Seeking for Trauma (BHS-TR) scale. The qualitative phase involved developing new
items based on the experiences of 17 Icelandic IPV survivors, identifying barriers including beliefs
that help-seeking is a sign of weakness, and the desire to safeguard oneself from re-traumatization.
The quantitative phase examined the psychometrics of the BHS-TR in a sample of 137 IPV survivors
in Iceland. Results supported an eight-factor structure (Financial Concerns; Unavailable/Not Help-
ful; External Constraints; Inconvenience; Weakness /Vulnerability; Problem Management Beliefs;
Frozen/Confused; and Shame), which when grouped comprised two indices of Structural and Inter-
nal Barriers. The scale’s internal consistency was high (x = 0.87), and the results provided evidence
of convergent, discriminant, and known-group validity. This study adds to the growing literature
supporting the advantages of applying mixed methods for instrument development and validation,
and its results highlight the significance of giving rise to the voices of survivors. The BHS-TR is the
first trauma-specific and survivor-centered measure of help-seeking barriers available in Iceland. It
can be used to provide valuable information that may guide the development of evidence-based
interventions to break down barriers and help survivors find ways to trauma recovery.

Keywords: interpersonal trauma; intimate partner violence; help-seeking; barriers; mental health;
trauma recovery; survivor-centered; cross-cultural adaptation; validation; mixed-methods research

1. Introduction
1.1. Intimate Partner Violence against Women

Violence against women is a global human rights violation of vast proportions and
a severe public health problem [1,2]. A landmark multi-country study led by the World
Health Organization (WHO) showed that women are more at risk of experiencing violence
in intimate relationships than anywhere else [3]. While all genders may experience intimate
partner violence (IPV), most survivors self-identify as women. IPV is deeply rooted in
gender inequality and harmful cultural norms [2,3]. To date, it remains the most widespread
form of violence against women, making it the most common form of gender-based violence
(GBV) globally [2,4]. Estimates from WHO indicate that the lifetime prevalence of IPV
ranges from 16% to 37%, depending on the region [4].

IPV is generally a traumatic experience, and the high prevalence of acute and chronic
health problems are well documented, including physical injuries, somatic symptoms,
post-traumatic stress disorder (PTSD), depression, and suicide ideation [5-8]. Despite the
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high rates of adverse health outcomes, studies have shown that help-seeking among IPV
survivors is low. Many survivors never disclose the violence to anyone, and those who
do most often choose support from friends and family and are substantially less likely to
seek help from formal sources, such as healthcare and social services, even despite their
perceived need for such support [3,9-11]. These findings may reflect the limited availability
or accessibility of services for abused women in some countries. However, low rates of
formal help-seeking are also common in countries that are relatively well supplied with
resources for survivors [3,12,13], the Nordic Region included [14-16].

1.2. Barriers to Help-Seeking

The majority of the IPV help-seeking literature to date focuses on leaving an abusive
relationship. While these studies are critical, it is essential to move beyond the often first
steps of the help-seeking journey, to an increased focus on the trauma recovery trajec-
tory [17-19]. The existing research has shed light on several levels of help-seeking barriers
among IPV survivors, including sociocultural, structural, interpersonal, and individual
levels [20-23]. Furthermore, studies have indicated that survivors with depression, PTSD,
and low sense of coherence face even more significant barriers as symptom burden and
seeing the world as unpredictable and meaningless can make it more challenging to take
action [24-26]. The burden of mental illness stigma, e.g., concerns for negative stereotyping,
status loss, and discrimination, is also a significant deterrent to help-seeking and service
utilization [27,28].

1.3. Existing Measures

In a recent scoping review [29] on mental health related-measures, 35 help-seeking
measures were identified, of which only 10 were validated. Most of the measures focused
on attitudes towards help-seeking or intentions to seek help. The Attitudes Toward Seeking
Professional Psychological Help Scale (ATSPPH) [30] was the most widely used measure,
and few assessed actual help-seeking behaviors. In another review, help-seeking measures
were classified into similar attitudes and intentions categories but added a specific barriers
category that included five measures [31]. A strength of barrier-based measures is that
they are more tied to behavior than attitudinal measures [32]. Nonetheless, most of the
existing measures solely focus on barriers to formal sources of help, primarily mental health
treatment, and very few are trauma-specific.

1.4. The Barriers to Help-Seeking for Trauma Scale

The Barriers to Help-Seeking for Trauma (BHS-TR) scale was developed from an
existing mental health barriers measure, the Barriers to Seeking Care scale [33], and adapted
for use with GBV survivors. The BHS-TR included the 25 items from the original measure
plus an additional nine trauma-specific and survivor-centered items (34-item version).
The early work on the scale indicated that the barriers could be grouped into structural
and internal dimensions [26], which was later confirmed in a psychometric study among
American GBV survivors [34]. Moreover, a seven-factor structure was revealed, creating a
24-item version of the English BHS-TR, which was found to be reliable and valid.

The BHS-TR was translated and cross-culturally adapted into the Icelandic language
and context [35], creating the first Icelandic measure on help-seeking barriers after trauma.
In order to capture all possible nuances, the full 34-item version was used in the effort to
develop the Icelandic BHS-TR. The scale was pretested with Icelandic IPV survivors, which
provided preliminary evidence of relevance and content validity. However, most survivors
in that study also mentioned barriers that they thought were missing from the scale. This
finding demonstrated the need to further evaluate and adapt the Icelandic BHS-TR to better
capture the reality and experiences of survivors seeking help in Iceland.
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1.5. Study Aims

The aims of this mixed-methods validation study were to: (1) develop new barrier
items for the Icelandic BHS-TR scale based on the experiences of IPV survivors in Iceland
and pretest those items through cognitive interviewing, (2) evaluate the construct validity
of the Icelandic version of the scale by examining its factor structure, dimensionality,
convergent validity, discriminant validity, and known-group validity, and (3) evaluate the
reliability by examining the internal consistency of the scale.

2. Materials and Methods
2.1. Study Design

This study was conducted following well-established guidelines and best practices
for adapting and validating instruments [36,37]. A combined etic (universal) and emic
(culture-specific) strategy using mixed methods was employed as recommended to enhance
the construct validity of instruments for use outside their culture of origin [38,39]. We used
a mixed-method exploratory sequential design [40], conducted in two phases with equal
empbhasis given to both phases. In this design, the Qualitative (Qual) phase occurs first,
both the data collection and analysis, followed by the Quantitative (Quan) phase. This
type of integration at the methods level is called building. It occurs when the findings
from one data collection procedure inform the data collection approach of the subsequent
procedure [40,41]. We implemented four legitimation strategies to ensure the highest
design quality: sample integration, inside-outside, weakness minimization, and multiple
validities [42].

The Qual phase of this study included three rounds of iterative cognitive interviews
(CI) with IPV survivors in Iceland where we explored the phenomenon of interest (i.e., help-
seeking barriers) qualitatively, pretested and adapted the existing items, and developed
new (emic) items based on the survivors’ experiences. Using this data, we utilized building
to adapt the BHS-TR scale with the additional emic items and then used psychometric
testing in the Quan phase to evaluate the whole instrument with an Icelandic sample of
IPV survivors.

2.2. Sampling and Data Collection

We used a sequential mixed-methods sampling design with parallel samples [43] for
the Qual and Quan phases of the study. The inclusion criteria for both phases were to self-
identify as a woman, be 18 or older, live in Iceland, speak Icelandic, and have experienced
IPV. In addition, for ethical reasons and the women'’s safety, they had to have been out of
the abusive relationship for at least a year. Following its aim, a stricter criterion for the
participants’ Icelandic language proficiency was applied in the Qual phase; still, to answer
the survey, the participants needed to be able to read and understand Icelandic.

This study is part of ongoing international research on help-seeking and trauma
recovery carried out by the Multicultural Study of Trauma Recovery (MiStory). The
MiStory network (https:/ /mistory-traumarecovery.org/, accessed on 21 November 2021)
is a research collaborative currently working in 15 countries around the world to better
understand and use safe and trauma-informed methods that illuminate the interactions
among cultural context, the self, gender, and recovery.

2.2.1. Qualitative Phase

Three rounds of in-person CI with 17 Icelandic IPV survivors were conducted. The
interview procedures were guided by standard CI recommendations [44] and cross-cultural
cognitive interviewing [45]. Participants were recruited from centers and service providers
for survivors of violence in North and South Iceland. Purposive sampling attempts were
made to select diverse individuals within the target population. The years in the abusive
relationship ranged from 1 to 18, and most of the women had been in the relationship for
over 6 years. The years out of the relationship at the time of the interviews varied from 2 to
12, on average, 5 years. For further information on participants’ characteristics, see Table 1.
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The first two rounds consisted of 17 interviews between August and October 2019
and were part of the cross-cultural adaptation and initial testing of the BHT-TR [35]. Based
on these interviews, we developed new items for the Icelandic version of the scale and
pretested these items in the third round between December 2019 and January 2020. The
final round, which was part of member checking and pretesting the new items, involved a
second interview with eight of the 17 women who participated in the earlier rounds. The
eight women were chosen purposively based on their help-seeking history and experiences
with barriers. The Qual data collection continued until data saturation was achieved. All
25 interviews took place in a location chosen by participants and were conducted by the
first author. A think-aloud technique and concurrent verbal probing were used to elicit the
women’s interpretive process, and the interviews were all audio-recorded with permission.

Table 1. Overview of the participants” demographics characteristics.

Characteristics Qual Phase (1 =17) Quan Phase (n = 137)
Age

18-29 4(23.5%) 24 (17.5%)
30-39 7 (41.2%) 34 (24.8%)
4049 4(23.5%) 38 (27.7%)
50-59 1(5.9%) 18 (13.1%)
60+ 1(5.9%) 6 (4.4%)
Not stated - 17 (12.4%)
Racial and ethnic background

Caucasian 17 (100%) -
Iceland-born 16 (94.1%) -
Foreign-born 1(5.9%) -
Level of education

High school or less 3(17.6%) 11 (8.0%)
Technical or junior college degree 5(29.4%) 29 (21.2%)
University degree 9 (52.9%) 82 (59.9%)
Not stated - 15 (10.9%)
Employ t status (not mutually exclusive)

Working 12 (70.6%) 88 (64.2%)
Unemployed or looking for work 2(11.8%) 7 (5.1%)
Student 5(29.4%) 26 (19.0%)
Homemaker 1(5.9%) 3(2.2%)
Unable to work due to sickness/disability 3(17.6%) 20 (14.6%)
Other - 24 (17.5%)
Number of children

None 5(29.4%) 24 (17.5%)
One or two 9 (52.9%) 59 (43.1%)
Three or more 3 (17.6%) 46 (33.6%)
Not stated - 8 (5.8%)
Current medical diagnosis

(mental and/or physical)

No 6 (35.3%) 44 (32.1%)
Yes 11 (64.7%) 93 (67.9%)
History of receiving mental healthcare

No 8 (47.1%) 24 (17.5%)
Yes 9 (52.9%) 112 (81.8%)
Not stated - 1(0.7%)

2.2.2. Quantitative Phase

The Quan phase was advertised using social media posts and flyers posted on various
sites, such as centers and services for violence survivors in Iceland, located all over the
country. Participants accessed an online survey by following a link hosted on the Icelandic
Directorate of Equality’s website. The survey was built using Qualtrics, a secure online
platform, and included the measure under study, demographic questions and several other
instruments measuring mental and physical health symptoms, help-seeking history, and
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trauma-recovery related outcomes. A total of 168 women in Iceland who self-identified as
IPV survivors answered the survey anonymously collected between February and October
2020. However, the data presented here include only the 137 participants who completed
the entire BHS-TR scale (see Table 1).

2.3. Ethical Considerations

Permission was obtained from the National Bioethics Committee in Iceland (Qual
phase: VSNb2019060009/03.01; Quan phase: VSNb2019090016/03.01), and the study was
reported to the Data Protection Authority (Qual phase: 19-119; Quan phase: 19-166).
All participants received detailed information about the study and gave their voluntary
informed consent before participation. Written consent was obtained from the interview
participants, while the survey participants provided their consent by answering the survey.
At the end of the interview or the survey, all participants received a list of local referral re-
sources. They were also offered support from a psychologist if difficult emotional reactions
emerged during or after participation.

2.4. Measures
2.4.1. The Barriers to Help-Seeking for Trauma (BHS-TR) Scale

The BHS-TR asks about barriers to seeking help for trauma recovery in the past year.
The instrument’s directions are: “Think about your experiences and feelings that are a
result of gender-based violence. In the last 12 months, how much of the feelings or attitudes
listed below influenced your decisions not to seek help?” Respondents answer on a 4-point
Likert scale anchored at 1 (“Did not influence me”) to 4 (“Strongly influenced me”), with a
higher total score indicating more help-seeking barriers [26]. The English BHS-TR consists
of seven subscales that can be grouped along two indices. The “Structural Index” includes
subscales that represent perceived structural barriers, including the “Unavailable/Not
Helpful”, “Financial Concerns”, “Discrimination” and “External Constraints” subscales.
The “Internal Index” includes subscales that represent perceived internal barriers and
is comprised of the “Shame”, “Frozen/Confused” and “Problem Management Beliefs”
subscales. The entire scale was psychometrically sound in a sample of American GBV
survivors [34]. The initial CI testing of the Icelandic BHS-TR provided evidence of content
validity [35], but further psychometric testing was needed which was a primary aim of
this study.

2.4.2. Patient Health Questionnaire

The eight-item version of the Patient Health Questionnaire (PHQ-8) [46] is a valid
diagnostic tool that measures depressive symptoms in the general population. It consists of
eight of the nine criteria on which the DSM-IV diagnosis of depression is based, omitting
the last item on PHQ-9 about suicidal or self-injurious thoughts, making it suitable for
more general survey use. Respondents are asked to assess the frequency of symptoms in
the past two weeks on a 4-point response scale from 0 (“Not at all”) to 3 (“Nearly every
day”), resulting in a total score range from 0 to 24. A clinical cut-off score of >10 has been
recommended to indicate probable depression [46,47]. The Icelandic version of the measure
(or the PHQ-9) has been shown to have sound psychometric properties [48]. Cronbach’s
alpha in our sample was 0.87.

2.4.3. Post-Traumatic Stress Disorder (PTSD) Checklist for DSM-5

The PTSD Checklist for DSM-5 (PCL-5) [49] is a widely used and validated measure
that assesses the presence and severity of PTSD symptoms. The measure consists of
20 items that correspond with the DSM-5 criteria, and it can be used to screen for probable
PTSD. Respondents are asked to rate how bothered they have been by the symptoms in the
past month on a 5-point response scale from 0 (“Not at all”) to 4 (“Extremely”), resulting in
a total score range from 0 to 80. A clinical cut-off score of >31 has been recommended to
indicate probable PTSD [49-51]. Validation studies on the Icelandic version of the PCL-5
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have not been published, but the measure is used in research and clinical work in Iceland.
It has been shown to have good internal consistency [52]. Cronbach'’s alpha in our sample
was 0.96.

2.4.4. Beliefs toward Mental Illness Scale

Beliefs Toward Mental Illness Scale (BTMI) [53] is a mental illness stigma measure
that consists of 21 items assessing negative stereotypical views of psychological disorders,
including subscales for dangerousness, social dysfunction, incurability, and embarrassment.
The scale was designed to measure differences in such views and to predict treatment-
seeking behavior among different cultural groups. Participants rate their level of agreement
with the belief statements on a 6-point Likert scale ranging from 0 (“Completely disagree”)
to 5 (“Completely agree”). Higher scores reflect more stigma towards mental illness. The
BTMI has been demonstrated to be reliable and valid across cultures [53-55], but validation
studies on the Icelandic version have not been published. Cronbach’s alpha for the full
scale in our sample was 0.89, with the alpha values for the subscales ranging from 0.71
to 0.81.

2.4.5. Orientation to Life Questionnaire

The shortened version of the Orientation to Life Questionnaire (SOC-13) [56] is a
widely used measure that assesses sense of coherence, a concept at the heart of the salu-
togenic model of health and argued to be an important determinant of successful coping
with stressful life situations [57-59]. SOC-13 consists of 13 items about how people view
their life, measuring the three main components of sense of coherence: comprehensibility,
manageability, and meaningfulness. Participants rate their level of agreement or disagree-
ment on a 7-point semantic differential scale, with two anchoring responses adjusted to
each item. The total score range is from 13 to 91, and a higher score indicates a stronger
sense of coherence. The measure has been found to be reliable and valid in multiple studies
conducted in numerous countries [60,61], but validation studies on the Icelandic version
of the SOC-13 have not been published. The original full 29-item version in Icelandic has
been shown to have good internal consistency reliability [62], and Cronbach’s alpha for
SOC-13 in our sample was 0.85.

2.5. Data Analysis
2.5.1. Qualitative Phase

Qualitative content analysis (QCA) was chosen to analyze the Qual data as it represents
a systematic way to examine both manifest and latent content with the aim of describing a
phenomenon and its meaning [63,64].

Item Generation

The first 17 interviews had already been transcribed verbatim in former steps of the
cross-cultural adaptation process [35]. The domain for the item generation was any barriers
to help-seeking after trauma that were not already included in the scale. We used the same
framework that guided the development of the BHS-TR, where help-seeking is defined as
“the experiences, expectations, and interpretations that interact with structural variables, as
well as context, to influence behavior aimed at reducing suffering and promoting health [65]
(p- 163)".

The unit of analysis was the parts of the interviews where the women spoke about
help-seeking barriers they thought were missing from the instrument. The data were
analyzed using inductive QCA as described by Elo and Kyngis [63], including making
sense of the data to gain a comprehensive understanding of the content, open coding,
creating categories, and abstraction. The steps of the process are described in detail in
Table 2. After forming and defining the categories, a new item was developed based on
each of the sub-categories. Icelandic and English versions of the items were developed
simultaneously; however, only the Icelandic ones were tested in this study.
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Table 2. Overview of the content analysis process, based on Elo and Kyngis [63].

QCA Inductive Approach Description of How Each Step Was Performed

Preparation phase

In accordance with the aim of the study, it was
decided to analyze the parts of the interviews

Sel g the unit of analysis where the women spoke about help-seeking
barriers they thought were missing from the scale.
Making of the data and First, the transcribed material was read through

several times without coding to become immersed

obtaining a whole in the data.

Organizing phase

The transcribed material was read through again,
and this time paragraphs and phrases (meaning
units) directly related to the phenomenon under

Open coding study were highlighted, and headings written
down in the margins. Next, the headings were
collected onto coding sheets and categories freely
generated.

The initial categories were compared and grouped
Grouping and categorization based on similarities and differences into broader
higher-order categories.

Each category was defined and named according
to its content. Sub-categories with similar
meanings were then grouped to form categories,

fAbSeraction which were all classified under the main category.
The analysis process was continued until new
categories could no longer be formed.

Reporting phase

Each step was thoroughly documented during the
process, allowing tracking of all the decisions
made. This article represents the final step, where
the analysis and findings are reported.

Report on the process

Pretesting the New Items

The second interview data were analyzed using deductive QCA as described by Elo
and Kyngis [63]. After each interview, the audio recordings were reviewed, transcribed,
and detailed summaries were prepared. These interview summaries were used as the
primary source for the analysis, and the data were coded using an unconstrained catego-
rization matrix based on four categories identified in our previous work [35], focusing on
the general design, language and wording, cultural relevance, and trauma sensitivity of
the items.

In both strands of the Qual analysis, the first author was the primary analyst, responsi-
ble for performing each step, with a thorough follow-up and dialogue on the whole process
from the other authors. All authors were involved in the careful determination of finalizing
the new items, and an audit trail was maintained for scientific rigor.

2.5.2. Quantitative Phase

We began by examining the survey data to ascertain that the variables’ distribution
and relationships did not violate the statistical assumptions of the analyses. There were
no missing data for the BHS-TR scale as our criteria preclude it, and missing data did not
exceed 5% on any of the other measures. All statistical analyses were performed using the
SPSS Statistics software package (Version 27.0; IBM Corp., Armonk, NY, USA, 2020), and
the significance level was set at p < 0.05.
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Factor Structure and Dimensionality

For item reduction purposes and to explore the underlying factor structure of the
41-item (34 etic and 7 emic) version of the BHS-TR, we conducted a principal component
analysis (PCA) following best practices in exploratory factor analysis (EFA) [66-68]. Al-
though PCA is not technically a factor analysis method, it is a psychometrically sound
and widely used technique for data extraction [66]. To be consistent with the terminology
used for the source version of the BHS-TR, we use the term factor instead of component.
To determine if the data were suitable for PCA, the correlation matrix was inspected for
any variables that had either many items with low (» < 0.30) or high (r > 0.90) correlations.
In addition, Bartlett’s Test of Sphericity was performed. Furthermore, the Kaiser-Meyer—
Olkin (KMO) measure of sampling adequacy was calculated to test whether the sample
size was adequate (cut-off > 0.60).

PCA was performed using oblique direct oblimin rotation to allow for the expected
correlations between factors and what is recommended when measuring constructs related
to human behavior [67]. We retained factors based on three criteria: (1) examination of the
scree plot [69], (2) the eigenvalues were greater than 1.0 [70], and (3) the extracted factor
solution was deemed interpretable and theoretically sensible [71]. Items were included
in a factor if: (1) loading value > 0.35, (2) no cross-loading, and (3) communality value >
0.40 [67,68]. To further explore the measure’s structure, we used multidimensional scaling
(MDS) to test if the retained factors would group into the two indices of Structural and
Internal Barriers.

Convergent and Discriminant Validity

To assess the convergent and discriminant validity of the scale, we examined the associ-
ations between help-seeking barriers (using the BHS-TR subscales and indices) and mental
illness stigma beliefs (measured with the BTMI and its subscales) on the one hand and sense
of coherence (measured with the SOC-13) on the other. For the convergent validity, we
hypothesized that barriers to help-seeking, especially the internal barriers, would be related
to stigma beliefs and expected there to be moderate to high positive correlations. For the
discriminant validity, we hypothesized that barriers to help-seeking would not be highly
related to a sense of coherence and expected there to be no or weak negative correlations.
These relationships have been indicated in the relevant literature (e.g., [27,57,59,65]) and
shown in a prior evaluation of the BHS-TR [34]. We used Cohen'’s [72] suggestions for
correlation coefficients cut-off values of >0.10 = weak; >0.30 = moderate; >0.50 = strong.

Known-Groups Validity

We used independent sample t-tests to examine whether the BHS-TR could differen-
tiate between groups known to differ on help-seeking barriers. We created “probable de-
pression” and “probable PTSD” subgroups by using the PHQ-8 clinical cut-off score of >10
and the PCL-5 clinical cut-off score of >31. Based on the relevant literature (e.g., [24-26])
and results from a prior study on the BHS-TR [34], it was expected that survivors with
depression or PTSD would on average score higher on the scale than survivors without
depression or PTSD.

Reliability

The internal consistency of the BHS-TR, its subscales, and indices was assessed using
Cronbach’s alpha coefficient. As recommended [73,74], values above 0.70 but not higher
than 0.90 were preferred.
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3. Results
3.1. Qualitative Phase

Figure 1 shows the conceptual diagram of the help-seeking barriers identified from
the interviews. These barriers were all internal barriers and were conceptually divided
into two categories. The first category was “Reveals Weakness”, composed of four sub-
categories, and the second category was “Safeguard Yourself”, composed of three sub-
categories. The proposed new items developed based on each sub-category are presented in
Tables 3 and 4. Quotations from the women that best represent and support each identified
barrier were chosen.

Main category Categories Sub-categories

Strong women shouldn't need help

Didn't want to be seen as weak

Reveals weakness Being vulnerable would weaken me

Meant that | had failed
Internal help-seeking S

barriers
In protective mode

Fear of re-traumatization

t Not ready face it

yourself

Figure 1. Conceptual diagram of the newly identified help-seeking barriers.

3.1.1. Reveals Weakness

A common thread across all the interviews was beliefs related to viewing help-seeking
as a sign of weakness and how it had hindered the women in their help-seeking journey.
The Reveals Weakness category (see Table 3) included sub-categories reflecting aspects of
this possible factor of help-seeking barriers: (1) strong women should not need help, (2)
did not want to be seen as weak, (3) being vulnerable would weaken me, and (4) meant
that I had failed.

3.1.2. Safeguard Yourself

The coping of wanting to protect yourself but getting stuck there was commonly
mentioned in the interviews as a barrier to help-seeking. The Safeguard Yourself category
(see Table 4) included sub-categories reflecting aspects of this possible factor of help-seeking
barriers: (1) in protective mode, (2) fear of re-traumatization, and (3) not ready to face it.

3.1.3. Pretesting the New Items

The new items were well-received by the women, who confirmed that the items
accurately described their experiences. No issues regarding the general design, relevance,
or lack of trauma sensitivity were identified. A few women mentioned minor changes to
the wording of some items for clarity, which we changed according to their suggestions
before finalizing the items for further evaluation in the Quan phase.
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the reason I was so fucked up ... and like
still ... Icouldn’t bear it”
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Table 3. Reveals weakness category.
;:::;: Weakness Meaning Units Proposed New Items
“It was so strong within me the need to be
tough and keep going, needing help felt like
a sign of weakness”
Strong women “Iwanted to feel strong, show some strength, I thoui\:}f;k; Tl;t::;g
shouldn’t need help  we are supposed to be so hardy and resilient peo;:‘ 4 hel
... you know Vikings or whatever, and I ced help
guess that some part of me believed that
strong women shouldn’t need help”
“I didn’t want to be looked at as weak and
Didn’t want to be then to have people treat me differently ... I was scared of being
seen as weak you know, feel sorry for me” seen as weak
“I was scared of being seen as a weakling”
“It was like I would somehow become less
... I don't like being vulnerable, and
Being vulnerable vulnerability is to me at least a big part of I felt like opening up to
seeking help” my feelings would
would weaken me
“I felt like, if I would open up ... you know weaken me
about my feelings or whatever that it would
weaken me”
“It was like a defeat or something, like such a
personal failure, and that’s why it took me
such a long time to seek help, it wasn’t until I .
Meant that I had had nothing left” Get:‘ngt :‘;lpd"}'o.;lelg
failed “To seek help would mean that I had SRE et e mTec ot
had been defeated

3.2. Quantitative Phase

3.2.1. Participants’ Characteristics, Health Status, and Help-Seeking

A total of 137 Icelandic women with a history of IPV participated in the Quan phase
(see Table 1). Their ages ranged from 19 to 76 years (M = 40.7, SD = 11.7). Most of the women
had junior college or university degrees (81.1%), were employed or students (83.2%), and
were mothers (76.7%). The majority self-reported a current mental or physical diagnosis
(67.9%). Using the clinical cut-off scores, 41.6% of the participants had probable depression,
and 45.3% had probable PTSD. Most of the women (81.8%) had received mental healthcare
at some point in their life. When asked about needing help in the last 12 months because
of their trauma, 75.9% reported a perceived need for help in general, and 70.1% reported
specifically needing mental health treatment. However, almost half of the participants
(45.3%) said that they did not seek the professional help they believed they needed in the

last 12 months.
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Table 4. Safeguard Yourself category.

IS;:;:;\::: d Yourself Meaning Units Proposed New Items

“I wanted to protect myself, and I was in this

mode that I just could not deal with it and

needed to let myself be there ... but you

shouldn’t stay there for too long, you can 1did not seek help in
In protective mode get stuck” an effort to protect or

“I didn’t want to take the chance of regretting it. safeguard myself

You know if [ would seek help, and I wouldn't

be believed, or it wouldn’t be taken seriously, I

was dealing with enough”

“I'had made my world trigger-free, so yeah, I

was really isolated but it was easier that way,

and Ijust didn’t see the point ... to go there, Iwas afraid that

talking about it would only hurt me seeking help would be
Fear of h :
re-traumatization even more’ ) - 'to? emotionally

“I was afraid that it would be too difficult for difficult or hurt me

me because then I had to think about it, talk even more

about it, recall these painful memories, and
there was no way that I could do that”

“The desire to be whole was so strong, and if I
had to get help, that would mean that [ wasn't
whole anymore . .. of course, deep down, I

knew I was broken, but I wasn’t ready to See_ g help woul_d
. & s require acknowledging
Not ready to face it admit it i :
pe ) A things I did not want
Denial was a huge barrier for me, because you to face

know, staying in denial doesn’t hurt as much
... if you seek help, you need to face your
experience”

3.2.2. Construct Validity
Factor Structure

In the initial runs of PCA, following the procedure and criteria described above, we
eliminated 15 items that had loading values below 0.35, cross-loadings, or communality
values below 0.40. The items that were dropped from the scale are listed in Table 5. Of
these items, nine were from the original mental healthcare utilization scale, three were
from the trauma-specific additions, and three were from the emic additions we created for
this study. After eliminating the problematic items, mainly due to cross-loadings, the final
PCA for the remaining 26 items showed that all those items met our criteria. Examination
of the correlation matrix from the final run indicated a patterned relationship amongst
the variables, and no multicollinearity issues were identified. Bartlett’s test of sphericity
(x2(325) = 1705.503, p < 0.001) further indicated the patterned relationships and that the
correlations between items were sufficient for PCA as well as the use of an oblique rotation.
Moreover, the KMO value was 0.79, supporting the sampling adequacy for the analysis.

Eight factors had eigenvalues greater than 1.0. but the scree plot was somewhat
ambiguous, showing inflections that would justify retaining from six to eight factors. Since a
seven or eight-factor solution was deemed theoretically sensible and was consistent with the
factor structure of the English BHS-TR scale, but still allowing for an additional emic factor,
we retained eight factors. These factors combined explained 72.14% of the total variance,
and the factor loadings after rotation (pattern matrix) are shown in Table 6. The items
that clustered together suggest that factor 1 represents “Weakness/Vulnerability” barriers,
factor 2 represents “Financial Concerns” barriers, factor 3 represents “Unavailable/Not
Helpful” barriers, factor 4 represents “External Constraints” barriers, factor 5 represents
“Problem Management Beliefs” barriers, factor 6 represents “Frozen/Confused” barriers,
factor 7 represents “Inconvenience” barriers, and factor 8 represents “Shame” barriers. The
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following analyses further assessed this initial eight-factor solution of the Icelandic BHS-TR,
and the factors were labeled and evaluated as potential subscales.

Table 5. Items removed from the Barriers to Help-Seeking for Trauma (BHS-TR) scale in the Quan phase.

Dropped Items

From the original mental healthcare scale

3. I was unsure about where to go for help or how to access help

4. T thought help probably would not do any good

9. I could not get time away from work or my family

12. I was concerned that I would not be able to get help soon enough

13. I was scared about being put into a hospital against my will

20. I felt that my culture, background, or specific situation would not be understood
21. Suitable professionals were not available to me

22. The kind of help I needed was not available

23. I felt that there would be prejudice or discrimination against me

From the trauma-specific additions

31. I was afraid I would explain what I needed, and no one would help me anyway
32. I felt that I could not trust people to help me

33. I felt no one could understand or help me

From the cognitive interviews (emic) additions

36. [ was afraid that seeking help would be too emotionally difficult or hurt me even more
37. 1did not seek help in an effort to protect or safeguard myself

38. I felt like opening up to my feelings would weaken me

Table 6. The eight-factor solution of the Icelandic BHS-TR scale.

Factors
Items (Communalities)

Weakness / Vulnerability (Cumulative % of Variance: 26.47; Eigenvalue: 6.88)
40. I thought that strong people should not

1 2 3 4 5 6 7 8

need help (0.84) 0.93

39. Getting help would mean that I had 0.83

failed or had been defeated (0.81) B

35. I was scared of being seen as weak (0.79) 0.72 0.22

41. Seeking help would require

acknowledging things I did not want to face  0.69 0.34

(0.68)

24. I thought my situation was too personal 0.40 027 027

or wanted to keep it private (0.50)
Fi ial Concerns (Cu lative % of Variance: 37.96; Eigenvalue: 2.99)
2. I'was concerned that the help I needed

would be too expensive (0.80) 0.87

19. The available health insurance would not 085 028
cover the type of treatment I needed (0.78) g :
18. Idid not have adequate financial 082

resources (0.81)

Unavailable/Not Helpful (Cumulative % of Variance: 45.98; Eigenvalue: 2.07)

15. I was not satisfied with the available
services (0.75)

0.87
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Table 6. Cont.

Factors

Items (Communalities)

16. I felt that the help available would not

provide the type of treatment or help that 0.85
was best for the problem (0.72)

17. Thad sought help before, but it did not
help (0.60)

External Constraints (Cumulative % of Variance: 53.06; Eigenvalue: 1.84)

14. I was worried that if others discovered
my health problems or situation, I could lose 0.86
my children, security, or housing (0.74)

0.61 0.32 —0.24

34. Others were preventing me from getting
the help I needed (0.71)

25. I was afraid of the consequences for
myself, my children, or my family (0.71)

Problem Management Beliefs (Cumulative % of Variance: 58.38; Eigenvalue: 1.38)

1. I thought the problem would probably get
better by itself (0.59)

11. I thought the situation was normal or
was not severe (0.69)

10. I wanted to or thought I should solve the
problems on my own (0.64)

Frozen/Confused (Cumulative % of Variance: 63.54; Eigenvalue: 1.34)

29. I could not seem to clarify my feelings or
know what I needed (0.83)

30. I was afraid I could not clearly express
what I needed (0.67)

26. I was confused or unable to plan out all
the details or steps (0.69)

27. 1 felt paralyzed or frozen and unable to
get started (0.70)

Inconvenience (Cumulative % of Variance: 68.08; Eigenvalue: 1.18)

0.78

0.72 0.32

0.77

0.21 0.62 -0.34

0.58 0.31

—0.91

0.22 —0.61

0.24 -0.20 —0.56 0.31

0.26 0.30 —0.43 0.25

5. Thad distance or transportation problems
(0.78)

8. I thought getting help would take too
much time or was inconvenient (0.64)

Shame (Cumulative % of Variance: 72.14; Eigenvalue: 1.06)

6. I was concerned about what others might
think (0.80)

7. I was ashamed (0.72) 0.79

28. Ibelieved that people would judge me
(0.75)

—0.83

0.27 0.22 —0.60

0.86

0.75

Notes: Rotation method: oblimin with Kaiser normalization; all loadings below 0.2 were suppressed for readability.

Structural and Internal Barriers Indices

The results from the MDS showed that Financial Concerns, Unavailable/Not Helpful,
External Constraints, and Inconvenience were a dimension of barriers that, when grouped,
comprised the “Structural Barriers Index”. Weakness/Vulnerability, Problem Manage-
ment Beliefs, Frozen/Confused and Shame barriers were a separate dimension, and when
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grouped, comprised the “Internal Barriers Index” (see Figure 2). We computed these two
indices to use along with specific barrier subscales sum scores for further validation analyses.

P e
o
ors
Frozen_Contused
B

050
£
§ ox
-
c
£
8 Structural Barriers Index Internal Barriers Index

000

(ns datie tiepns
o ¥ Etemsconmans Prctsenphansgemert
2035 roonenence ® Shame Weakness_\uner ablty
B B

Dimension one
Figure 2. The structural and internal barriers indices of BHS-TR.

Convergent and Discriminant Validity

There were no significant correlations between the scores on the BTMI scale and
the scores on the Structural or Internal Barriers indices. However, there were weak and
moderate significant positive correlations between the scores on the Embarrassment BTMI
subscale and the scores for the BHS-TR subscales of Problem Management Beliefs (r = 0.22,
p =0.02), Shame (r = 0.38, p = 0.00), and Weakness/ Vulnerability (r = 0.41, p = 0.00).

There was no significant correlation between the scores on the SOC-13 scale and
the scores on the Structural Barriers Index. However, there was a weak significant neg-
ative correlation with the scores on the Internal Barriers Index (r = —0.21, p = 0.02). The
SOC-13 scores were unrelated to most of the BHS-TR subscales. Still, there were weak
significant negative correlations for SOC-13 and the Unavailable /Not Helpful (r = —0.17,
p = 0.04), Weakness/Vulnerability (r = —0.18, p = 0.04), and Frozen/Confused (r = —0.22,
p =0.01) subscales.

Known-Groups Validity

The total mean score of the BHS-TR scale and mean scores of the Structural and
Internal Barriers indices were all significantly higher for the probable depression and
probable PTSD groups (see Table 7). In addition, most of the subscales’ mean scores were
significantly higher for the probable depression and probable PTSD groups. However, there
were no significant differences in the mean scores for the groups for the Financial Concerns,
Weakness/ Vulnerability, and Problem Management Beliefs barriers. Furthermore, the
mean score for the Unavailable/Not Helpful subscale was significantly higher only for the
depression group, and the mean score for the Shame subscale was significantly higher only
for the PTSD group.
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Table 7. Known-groups validity results.

BHS-TR Depression PTSD
Indices and Subscales No (n = 80) Probable (n = 57) 4 No (n=75) Probable (n = 62) 4
Structural Barriers 20.4 (5.4) 23.7(7.7) 0.00 20.5(5.5) 23.3(7.5) 0.01
Financial Concerns 7.0(3.2) 7.3(34) - 6.9(3.3) 7432 -
Unavailable/Not
Helpful 44(2.0) 55(27) 0.01 46(22) 5.1(2.6) -
External Constraints 5.2(2.5) 6.7(3.2) 0.00 52(26) 6.6 (3.1) 0.00
Inconvenience 3.8(1.8) 44(19) 0.05 37(1.7) 4.5 (2.0) 0.02
Internal Barriers 39.9 (10.5) 43.8(9.9) 0.03 39.8 (10.9) 43.6 (9.5) 0.04
Weakness / Vulnerability 12.6 (4.8) 139 (4.7) - 12.6 (4.9) 13.7 (4.7) -
P'°ble“;3’;’l‘iae‘f‘:g’3“‘e'“ 8.7 (2.5) 9.0 (2.4) - 86(2.7) 9.1(2.1) -
Frozen/Confused 10.5 (3.4) 123 (3.0) 0.00 10.7 (3.6) 12.0(3.2) 0.03
Shame 8.0(2.9) 8.6 (3.0) - 7.8 (3.0) 8.8(2.8) 0.05
Total 60.3 (13.2) 67.5 (15.0) 0.00 60.3 (13.7) 66.9 (14.3) 0.00
Notes: Independent sample ¢-tests; mean score dard devi i level at p < 0.05; Patient Health

Questionnaire-8 cut-off score of >10; Post-Traumatic Stress storder (PTSD) Checklist for DSM-5 cut-off score
of >31.

3.2.3. Reliability

The 26-item scale showed good internal consistency with Cronbach’s alpha of 0.87,
and the values for the Structural and Internal Barriers indices were 0.75 and 0.88, respec-
tively. Moreover, all except two of the subscales had Cronbach’s alpha exceeding 0.70. By
examining the Cronbach’s alpha if an item was deleted, all 26 items appeared worthy of
retention. Therefore, no items were dropped based on the reliability analysis, and the items
in the subscales with alpha values below 0.70 were retained for continuing research and
further evaluation. Descriptive results and alpha values for the full scale are presented
in Table 8.

Table 8. Descriptive results and alpha values for the BHS-TR scale (n = 137).

Indices and Subscales Min. Max. M SD I3

Structural Barriers 1 44 218 6.6 0.75
Financial Concerns 3 12 71 33 0.82
Unavailable/Not Helpful 3 12 48 24 0.71
External Constraints 3 12 5.8 29 0.77
Inconvenience 2 8 4.0 18 0.52
Internal Barriers 15 60 415 104 0.88
Weakness/Vulnerability 5 20 13.1 48 0.86
Problem Management Beliefs 3 12 8.8 25 0.62
Frozen/Confused 4 16 11.2 33 0.79
Shame 3 12 83 29 0.83
Total 26 104 63.3 143 0.87

Notes: M = mean; SD = standard deviation; & = Cronbach'’s alpha.

4. Discussion

This study described the development and psychometric evaluation of the Icelandic
version of the BHS-TR, the first trauma-specific and survivor-centered measure on help-
seeking barriers available in Iceland. The mixed-methods approach provided a rigorous
process, capitalizing on the strengths of both Qual and Quan methods while minimizing
the weaknesses [40,42]. The use of mixed methods in instrument development and vali-
dation studies has been increasing. It can promote more rigor in the process, optimizing
the development of psychometrically sound and culturally sensitive instruments [75-77].
The combined etic—emic strategy, allowing for the development and adding of the new
items, was also valuable to enhance the Icelandic BHS-TR’s construct validity and cultural
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sensitivity. This approach has been successfully used in other studies adapting measures
developed in other countries to the Icelandic context [78,79].

It is noteworthy that while the new items are labeled as emic (culture-specific) because
they were developed based on Icelandic survivors’ experiences, we recognize that these
help-seeking barriers are most likely not specific to Iceland. Fearing vulnerability and not
wanting to appear weak to others is a significant challenge for trauma recovery amongst
GBV survivors in other countries [23,80]. Moreover, barriers similar to our safeguard
barriers were identified in a recent systematic review on mental health service use among
trauma survivors, where concerns about re-experiencing the traumatic events and avoiding
reminders were prominent [81]. Nonetheless, it remains an empirical question whether
any of the new items have value for use in other cultures. Our research group is currently
testing these items as possible additions for the English BHS-TR in American samples.

The examination of the Icelandic BHS-TR structure was exploratory following the emic
approach, as ‘imposed etics’ or, in this case, a measure’s structure, may obscure culture-
specific results [38,82]. Our study revealed eight underlying factors (possible subscales)
of the BHS-TR. This process reduced the number of items to 26, and 20 of those are
shared with the 24-item English version of the scale [34]. Six of the eight factors (Financial
Concerns, Unavailable/Not Helpful, External Constraints, Problem Management Beliefs,
Frozen/Confused, and Shame) were generally identical to the seven-factor model of the
English BHS-TR. Moreover, further supporting the construct validity of the measure, our
results also showed two indices of Structural and Internal Barriers.

Interestingly, the Reveals Weakness category became an emic factor but not the Safe-
guard Yourself category. However, besides the three weakness items, this new Weak-
ness/Vulnerability factor included one safeguard item (“Seeking help would require ac-
knowledging things I did not want to face”), and one privacy item (“I thought my situation
was too personal or wanted to keep it private”) that belonged to the Shame subscale on the
English BHS-TR. Surprisingly, the weakness item that got dropped in the Quan phase was
a vulnerability barrier (“I felt like opening up to my feelings would weaken me”), which
was central in the Qual phase’s survivors’ narratives. Other items that were surprisingly
dropped were the trauma-specific additions about the notion that other people would not
understand or could not be trusted to help (see Table 5), despite the fact that perceived
rejection and mistrust of people or systems are commonly cited barriers in previous stud-
ies [20,26,83]. Most of these items were dropped due to cross-loadings on different factors.
While we know this concept is critical based on our Qual work, we may need to revise the
wording of the items to capture the concept more fully. Additional study is underway to
critically evaluate these items.

Another result from the Quan phase raising concerns was that the entire Discrimi-
nation factor from the English BHS-TR, including items about culture, background, and
prejudice, was dropped. The relevance of these items had been questioned in the CI pretest-
ing [35], and it is possible that this subscale performed poorly in our study because of
the ethnic and socio-economic homogeneity of our Icelandic sample. Future studies can
examine this by carrying out sampling of people with more diverse backgrounds and
immigrant status.

Finally, the structural items about distance or transportation problems and seeking
help taking too much time hung together as a separate factor, which is not consistent with
the English BHS-TR structure. We chose to include this possible Inconvenience subscale for
the Icelandic BHS-TR and continue the research on this concept, as these barriers might be
important in the Icelandic help-seeking context.

The full 26-item BHS-TR, the two indices, and most subscales showed good reliability
as measured with Cronbach'’s alpha coefficient. The two subscales (Problem Management
Beliefs and Inconvenience) with alpha values below the recommended 0.70 are short
subscales with only three and two items, respectively. Cronbach’s alpha is sensitive to the
number of items. It is expected to find relatively low values with short scales, and some
researchers claim that the coefficient is inappropriate and even meaningless for two-item
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scales [84,85]. Still, these results further indicated the need to continue working with the
subscales, especially the inconvenience one, as stable factors usually need to include at
least three items [67,68].

Our results demonstrate support for the Icelandic BHS-TR convergent and discrimi-
nant validity by showing the hypothesized relationships between help-seeking barriers
and mental illness stigma beliefs on the one hand and sense of coherence on the other.
Nonetheless, the correlations between the barriers and stigma beliefs were only weak to
moderate. In addition, the results provided evidence of known-group validity, as the BHS-
TR could differentiate between groups of IPV survivors based on the severity of depression
and PTSD symptoms.

Several limitations of this study should be noted, including relatively small, self-
selected samples of IPV survivors in both phases. As with most other studies among
hidden populations [86], probability sampling was impossible. Using an online survey for
the Quan phase also limited our ability to reach individuals without access to a computer
or with limited technological literacy. While a larger sample, especially for examining the
BHS-TR structure, would have been preferred, testing the sampling adequacy showed that
our sample size was sufficient. Furthermore, previous studies have revealed that EFA and
PCA can be applied to sample sizes far below what traditional recommendations suggest
and still yield reliable results [87,88].

Another limitation is that for the Quan sample, we did not have information on how
long the women had been in the abusive relationship, the time out of it, their race, or foreign
origin. Both the time in and out of the abusive relationship varied for the women in the Qual
sample, but they were predominantly Caucasian and born in Iceland. Since the participants
needed to read and understand Icelandic to take the survey, those characteristics might
also be the case for the Quan sample, which could explain why the Discrimination subscale
did not remain a factor in our study. This is noteworthy because women of foreign origin
are increasingly making Iceland their home and it is well-established that immigrants
may be particularly at risk for violence in intimate relationships and might have even
more difficulties seeking help than their Icelandic-born counterparts [16,89]. Although
participants in both of our samples had experienced many barriers, most of these women
had at some point sought help and care. Considering the literature reviewed above,
demonstrating that many survivors never seek help, even despite the perceived need, the
scale must capture the barriers experienced by an increasingly diverse group of survivors.

Future work with and about the BHS-TR would be greatly enhanced in studies with
more extensive and more diverse samples regarding, e.g., gender, foreign origin, types of
GBV experienced, disabilities, and help-seeking history. While the exploratory nature of this
study yielded important findings, future research should include the use of confirmatory
factor analysis and test-retest reliability assessment. Finally, while the strengths of the etic—
emic strategy have been pointed out, using this approach can limit the equivalence between
language versions of a measure, thus making cross-cultural comparisons challenging. One
recommendation to address this issue is to use only shared (etic) items for comparison [38].
As has been noted, we are currently testing the newly developed BHS-TR items for use
outside of Iceland.

5. Conclusions

Taken together, the results of this study indicate that the Icelandic BHS-TR is reliable,
valid, and helpful in understanding aspects of the help-seeking barriers that IPV survivors
in Iceland face. The 26-item version with eight subscales and two indices shows promise
but deserves continuing attention for improvement and maximum utility to populations
not well-represented in our samples.

The availability of this psychometrically sound and survivor-centered measure on
help-seeking barriers has value by providing information that can guide the development of
evidence-based interventions targeted toward breaking down barriers and increasing help-
seeking among survivors. Understanding these barriers can also guide trauma-informed
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practice that integrates a better understanding of trauma responses and sociocultural
influencing factors into serveries where survivors might seek help in their journey to
trauma recovery.
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Abstract: Despite the high prevalence of adverse health and trauma-related outcomes associated
with intimate partner violence (IPV), help-seeking and service utilization among survivors is low.
This study is part of a larger mixed-methods and survivor-centered validation study on the Icelandic
Barriers to Help-Seeking for Trauma (BHS-TR) scale, a new barriers measure focused on trauma
recovery. A mixed-methods legitimation strategy of integration was employed to evaluate the BHS-TR
structure in samples of IPV survivors. The merging of q; ive (n = 17) and q ive (n =137)
data through a joint display analysis revealed mainly complementarity findings, strengthening the
scale’s overall trustworthiness and validity evidence. Divergent findings involved items about

mistrust, perceived rejection, stigmatization, fearing vulnerability, and safeguarding efforts that
were significant help-seeking barriers in the survivors’ narratives, whereas factor analysis indicated
their removal. These BHS-TR items were critically evaluated in an iterative spiraling process that
supported the barriers’ influence, illuminated core issues, and guided potential refinements. This
work contributes to the growing field of mixed methods instrument validation placing equal status
on qualitative and quantitative methods and emphasizing integration to provide more complete
insights. Moreover, the study’s findings highlight the added value of further exploring divergence
between two sets of data and the importance of giving attention to the voices of the target population
throughout the validation process.
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1. Introduction
1.1. Gender-Based Violence

Gender-based violence (GBV) is a public health crisis of pandemic proportions and one
of the most prevalent human rights violations worldwide [1,2]. GBV refers to harmful acts
directed against an individual because of their biological sex or gender identity. It is deeply
rooted in gender inequality and cultural norms that uphold male domination and female
subordination [2,3]. While people of all genders may experience GBV, women-identifying
individuals are disproportionately impacted by it, and the most common form of GBV is
intimate partner violence (IPV) against women [2-4]. IPV has been defined as any current
or former intimate partner behavior that causes physical, sexual, or psychological harm,
including physical aggression, sexual coercion, emotional abuse, and controlling actions [4].
Global estimates from the World Health Organization indicate that almost one-third (27%)
of women have been subjected to violence by their intimate partners [1].

1.2. Violence against Women in the Nordic Countries

The Nordic countries are often considered the most gender-equal countries in the
world [5,6], and according to the Global Gender Gap Index, Iceland had in 2021 closed

Int. ]. Environ. Res. Public Health 2022, 19, 4297. https:/ /doi.org/10.3390/ijerph19074297

https:/ /www.mdpi.com/journal /ijerph

166



Int. ]. Environ. Res. Public Health 2022, 19, 4297 20f21

89.2% of its overall gender gap, holding the top spot for 12 years in a row [7]. While critical
domains are used to measure gender equality (e.g., health and survival, educational access
and attainment, economic participation, political power, and time allocation), these indices
do not take GBV into account [5-7]. Previous research has reported a high prevalence
of violence against women in the Nordic countries [8-10]. One of the most extensive
studies in this regard (n = 42,000 women) was conducted by the European Union (EU)
Agency for Fundamental Rights, which found lifetime prevalence rates of IPV in the Nordic
countries to be among the highest of the 28 EU Member States. With an EU average of 22%,
ranging between 13% and 32%, the rates were 28% in Sweden, 30% in Finland, and 32%
in Denmark [11]. In Iceland (a non-EU member), a national survey estimated the lifetime
prevalence of IPV against women at 22.4% [12].

1.3. Help-Seeking for Trauma Recovery

Numerous studies have documented the severe impact of IPV, a form of interpersonal
trauma, on survivors’ health and well-being, showing increased risk of depression, post-
traumatic stress disorder (PTSD), anxiety, somatic symptoms, substance abuse, and suicidal
ideation [13-16]. This suffering is associated with functional impairment, low sense of
coherence (SOC), and substantially reduced quality of life [17-19], even years after leaving
the abusive relationship [20,21].

Despite these adverse outcomes related to IPV, previous research has shown that help-
seeking among survivors is low in most countries. Some never seek help, and those who
do mainly choose informal sources of help, usually from their family or friends and are less
likely to seek formal help, such as from shelters, healthcare services, or the police [22-25].
It should be noted that a significant body of literature suggests that women with a history
of IPV use healthcare services more than non-abused women, especially primary care and
emergency departments [26-28]. Still, these women rarely disclose the violence and often
do not receive the support and appropriate care they need [29-31].

The IPV help-seeking literature is primarily focused on escaping the violence and
attending to the immediate harm caused. While these often first steps are critical, there is
aneed for an increased focus on survivors’ pathways for trauma recovery [32-34]. Help-
seeking after IPV is a complex journey involving a series of meaning-making judgments
and socially engaged and culturally informed actions [35-37], and the road to recovery is
often challenging [38,39].

Findings of low help-seeking rates are consistent with other studies reporting that IPV
survivors are faced with a wide range of barriers on sociocultural, structural, interpersonal,
and individual levels, e.g., normalization of violence, access challenges, fearing conse-
quences of disclosure, and self-blame [30,40-42]. Moreover, studies have indicated that
survivors with depression, PTSD, and low SOC face even more significant barriers to help-
seeking, such as symptom burden, fearing mental illness stigmatization, and a weak sense
of manageability and meaning, making it more challenging to take action [21,36,43,44].

1.4. Use of Mixed Methods for Instrument Validation

In a widely used definition based on a review of definitions, mixed methods research
is defined as a “type of research in which a researcher or team of researchers combines
elements of qualitative and quantitative research approaches (e.g., use of qualitative and
quantitative viewpoints, data collection, analysis, inference techniques) for the broad
purposes of breadth and depth of understanding and corroboration [45] (p. 123)”. In the
mixed methods research field, meta-inferences refer to inferences stemming from both
qualitative (Qual) and quantitative (Quan) findings integrated into a coherent whole [46,47].

One of the earliest examples of using multiple research methods for validation dates
to the 1950s, with Campbell and Fiske’s [48] framework giving rise to methodological trian-
gulation and arguing that the convergence of findings derived from more than one method
would strengthen the evidence of validity. However, as innovative and valuable their
framework has been, it is first and foremost Quan. To date, in the instrument development
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literature, construct validation is often conceived as mainly a Quan endeavor [45,49-52].
When Qual data are used, it is usually only granted a supplementary role to Quan data,
and often the methods are utilized in isolation rather than fully integrated [50,52,53].
Still, there is a growing literature on mixed methods validation. A few frameworks have
been developed that place equal value on Quan and Qual methods, focusing on validity
and trustworthiness, and emphasizing the integration or “mixing” of findings from both
databases to inform validation evidence for a measure [49,51,52,54].

The “fit” of data integration refers to the coherence of Quan and Qual findings [55].
Such assessment is likely to lead to four possible outcomes: Confirmation is when the
findings are consistent with each other, supporting drawing the same conclusion from each.
Complementarity is when the findings tell different but nonconflicting stories (reflecting
different sides of the same coin). Expansion is when the findings diverge to a certain
degree but, when combined, can expand insights. Discordance is when the findings are
inconsistent, contradictory, or disagree with each other [55,56].

The term legitimation [46] has been recommended to refer to validity and quality in
mixed methods studies, as it considers both Quan and Qual research paradigms [47,57]. A
legitimation typology was developed to guide researchers to ensure design quality and
interpretive rigor to yield high-quality meta-inferences. The typology includes several
legitimation types and is grounded on the notion that legitimation is not only an outcome
but a process occurring throughout all stages of the research [46,47,57,58]. Recently a
new type of legitimation was proposed to be added to the typology, “Divergent Findings
Legitimation” [59], stemming from the challenge researchers face when Quan and Qual
findings diverge [55,59-61]. Failure to follow up on divergence can threaten legitimation,
and this new type is about the extent to which researchers explore and learn from such
findings [59].

1.5. Validation of the Barriers to Help-Seeking for Trauma Scale

The Barriers to Help-Seeking for Trauma (BHS-TR) scale was developed from an
existing mental health barriers measure [62] focusing on service use for mental disorders.
Based on an international literature review about barriers to seeking help after trauma
and findings from focus groups and individual interviews with American and Irish GBV
survivors, the original scale was adapted for GBV survivorship [21,63]. The scale added new
items about normalization, shame, mistrust, perceived rejection, fearing the consequences,
and feeling frozen, making the measure more trauma-specific and survivor-centered. The
BHS-TR consists of seven barrier subscales that can be grouped into two structural and
internal barriers indices. The scale was psychometrically sound in a sample of American
GBV survivors [63].

The BHS-TR was translated and cross-culturally adapted into the Icelandic language
and context [64] and initially validated in a mixed-methods study among IPV survivors in
Iceland [65], creating the first Icelandic trauma-specific measure that assesses help-seeking
barriers. An essential part of this work was qualitatively evaluating the scale through
cognitive interviewing, resulting in the development of new barrier items based on the
survivors’ lived experiences. Using these findings, we utilized building to adapt the BHS-
TR scale and then carried out a psychometric evaluation of the whole instrument with the
additional items. Both Qual and Quan phases provided evidence that the Icelandic BHS-TR
is relevant, reliable, and valid [64,65]. Nevertheless, there was a noticeable mismatch
between the Qual and Quan findings regarding several items on the scale. Primarily, items
that were significant barriers to help-seeking in the survivors’ narratives were problematic
in the exploratory factor analysis technique, mainly due to cross-loadings with different
factors. According to the factor analysis procedure, these cross-loaded items would be
dropped and hereafter referred to as the dropped items [65]. This mismatch between
the participants’ narratives and the factor analysis results points to a legitimation issue,
demonstrating the need for further systematic assessment of the coherence of barriers to
help-seeking Qual and Quan findings.
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1.6. The Current Study

This study is part of a larger mixed-methods and survivor-centered validation study
on the Icelandic BHS-TR scale. The more extensive study followed well-established inter-
national guidelines and best practices for cross-culturally adapting and validating mea-
sures [66-68]. An exploratory sequential mixed methods design [69] was used, conducted
in two phases (Qual — Quan) with equal emphasis given to both phases. The primary aim
of this present study was to use a mixed-methods legitimation strategy of integration to
evaluate the BHS-TR structure by merging the Qual and Quan findings and examining
meta-inferences on divergence.

Specifically, this study:

1. Integrated the Qual and Quan data to discover convergent (confirmation or com-
plementarity) and divergent (expansion or discordance) validation evidence for the
BHS-TR.

2. Critically evaluated divergent items by examining the following:

a.  influence of the barriers on the survivors’ help-seeking,
b.  factor cross-loadings for the most strongly endorsed items,
c mean score differences for survivors’ subsamples (depression, PTSD, and SOC).

3.  Made recommendations about the benefits of this integration to BHS-TR refinements.

2. Materials and Methods
2.1. Study Design, Integration, and Legitimation

This study used a mixed methods spiraling design [49,56,70] that employed integra-
tion strategies at the design, methods, interpretation, and reporting levels [55] through
merging and joint display. We implemented nine types of legitimation strategies to ensure
design quality and interpretive rigor to generate high-quality meta-inferences: sample
integration, inside—outside (emic-etic), weakness minimization, sequential, commensura-
bility approximation, multiple validities, integration, pragmatic, and divergent findings
legitimation [57-59].

2.2. Data Collection

A sequential parallel sampling design [71] was used for the Qual and Quan phases.
The inclusion criteria for both phases were to self-identify as a woman, be 18 years old or
older, live in Iceland, speak Icelandic, and have experienced IPV. Since what constitutes IPV
can vary from person to person, we let participants self-identify as survivors based on the
definition and examples of types of IPV provided in the introductory material, including
physical, sexual, emotional, financial, and cyber violence. Additionally, for ethical reasons
and the participants’ security, they had to have been out of the abusive relationship for at
least a year.

2.2.1. Qualitative Phase

The Qual data were comprised of in-person cognitive interviews [72,73] with 17 Icelandic
IPV survivors; a total of 25 interviews was conducted between August 2019 and January
2020. Participants were recruited using purposive sampling from survivors’ centers and
services in North and South Iceland. During recruitment, attempts were made to select a
diversity of IPV survivors. A detailed description of the procedures has been previously
reported [64].

2.2.2. Quantitative Phase

The Quan data were gathered using an anonymous online survey advertised through
social media posts and flyers distributed at various services for violence survivors in
Iceland, located all over the country. Participants accessed the survey by following a
link hosted on the Icelandic Directorate of Equality’s website, and a voluntary response
sampling was applied. Qualtrics, a secure online software package, was used to build the
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survey, including the BHS-TR scale, demographics, help-seeking history, mental health,
and trauma-recovery related outcome measures (detailed below). The data were collected
between February and October 2020, and our sample included 137 IPV survivors in Iceland.
A detailed description of the procedures has been previously reported [65].

2.3. Participants

The Qual sample included 17 women IPV survivors in Iceland, ages 18 to 64 years
(M =374, SD = 12.2). Most of the women were employed (70.6%), with about half having
received a university degree (52.9%), and most had children (70.6%). Most of our sample
self-reported a current mental or physical diagnosis (64.7%), and all had been faced with
physical, emotional, and social health effects because of their traumatic experiences. The
women in the Qual sample had all sought help because of the violence, especially when
leaving the abusive relationship, hence the recruitment strategy. However, when asked
explicitly about seeking help for trauma recovery, only a few (35.3%) said they had done so,
and about half of them had received mental healthcare at some point in their life (52.9%).

The Quan sample included 137 women IPV survivors in Iceland, ages 19 to 76 years
(M =40.7, SD = 11.7). Most of the women were employed (64.2%), with over half having
received a university degree (59.9%), and most had children (76.7%). Most of our Quan
sample self-reported a current mental or physical diagnosis (67.9%), and most had received
mental healthcare at some point in their life (81.8%). When asked about needing help for
trauma recovery in the last 12 months, 75.9% said that they had needed help in general, of
which 26.3% listed as needing it most of the time or very necessary. Furthermore, 70.1% said
they had especially required mental health treatment, of which 29.2% listed as needing it
most of the time or very necessary. Nonetheless, almost half of the women (45.3%) reported
not seeking the professional help they needed in the last 12 months. Further information
on the characteristics of both Qual and Quan samples can be found in Table 1.

2.4. Measures
2.4.1. Barriers to Help-Seeking for Trauma Scale

Help-seeking barriers were measured with the BHS-TR scale, which asks about barriers
to seeking help for trauma recovery in the last 12 months. Respondents answer on a 4-point
Likert scale (1 = “Did not influence me”, 2 = “Influenced me a little”, 3 = “Influenced
me somewhat”, 4 = “Strongly influenced me”), with a higher total score indicating more
barriers [63]. The current Icelandic version of the scale has 26 items divided into two indices
(Structural and Internal Barriers), each of which has four subscales (see Supplementary
Table S1). Initially, the scale included 41 items, and a list of the 15 dropped items can
be found in Supplementary Table S2. The 26-item BHS-TR was found to have sound
psychometric properties in our previous work [65]. There were no missing data for the
BHS-TR, and the Cronbach’s « in this study was 0.87.

2.4.2. Patient Health Questionnaire-8

Depression was assessed with the Patient Health Questionnaire-8 (PHQ-8) [74]. Itis a
widely used and valid measure consisting of eight items based on the DSM-IV diagnostic
criteria for depression. PHQ-8 is identical to the PHQ-9 without the suicidal thoughts
item, making it more suitable for general survey use. Respondents are asked to assess the
frequency of symptoms in the past two weeks on a 4-point response scale from 0 (“Not at
all”) to 3 (“Nearly every day”), with a total score range from 0 to 24. A clinical cut-off score
of >10 has been recommended to indicate probable current depression [74,75]. There were
no missing data for the PHQ-8, and the Cronbach’s e in this study was 0.87.

2.4.3. Post-Traumatic Stress Disorder Checklist for DSM-5

Post-traumatic stress disorder was assessed with the PTSD Checklist for DSM-5
(PCL-5) [76]. It is a widely used and validated measure consisting of 20 items corre-
sponding to the DSM-5 symptom criteria for PTSD. Respondents are asked to rate how
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bothered they have been by the symptoms in the past month on a 5-point response scale
from 0 (“Not at all”) to 4 (“Extremely”), with a total score range from 0 to 80. A clinical
cut-off score of >31 has been recommended to indicate probable current PTSD [76,77].
There were no missing data for the PCL-5, and the Cronbach’s « in this study was 0.96.

Table 1. Characteristics of participants in both phases.

Characteristics Qual Phase (n=17)  Quan Phase (n = 137)
Age
18-29 4(23.5%) 24 (17.5%)
30-39 7 (41.2%) 34 (24.8%)
4049 4(23.5%) 38 (27.7%)
50-59 1(5.9%) 18 (13.1%)
60+ 1(5.9%) 6 (4.4%)
Not stated - 17 (12.4%)
Racial and ethnic background
Caucasian 17 (100%) -
Iceland-born 16 (94.1%) -
Foreign-born 1(5.9%) -
Level of education
High school or less 3(17.6%) 11 (8.0%)
Technical or junior college degree 5(29.4%) 29 (21.2%)
University degree 9 (52.9%) 82 (59.9%)
Not stated - 15 (10.9%)
Employment status
(not mutually exclusive)
Working 12 (70.6%) 88 (64.2%)
Unemployed or looking for work 2 (11.8%) 7 (5.1%)
Student 5 (29.4%) 26 (19.0%)
Homemaker 1(5.9%) 3(2.2%)
Unable to work due to sickness/disability 3(17.6%) 20 (14.6%)
Other - 24 (17.5%)
Number of children
None 5 (29.4%) 24 (17.5%)
One or two 9 (52.9%) 59 (43.1%)
Three or more 3 (17.6%) 46 (33.6%)
Not stated - 8 (5.8%)
Years in the abusive relationship
1-5 4(23.5%) -
6-10 9 (52.9%) -
11-15 2 (11.8%) -
15+ 2 (11.8%) =
Years out of the abusive relationship
1-5 10 (58.8%) -
6-10 6 (35.3%) -
11-15 1 (5.9%) -
Current medical diagnosis (mental and/or
physical)
No 6 (35.3%) 44 (32.1%)
Yes 11 (64.7%) 93 (67.9%)
History of receiving mental healthcare
No 8 (47.1%) 24 (17.5%)
Yes 9 (52.9%) 112 (81.8%)
Not stated - 1(0.7%)
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2.4.4. Sense of Coherence Scale-13

SOC was measured with the shortened version of the Sense of Coherence Scale
(SOC-13), also known as the Orientation to Life Questionnaire [78]. It comprises 13 items
about how people view their lives, measuring SOC'’s three main dimensions: comprehensi-
bility, manageability, and meaningfulness. Respondents rate their level of agreement or
disagreement on a 7-point semantic differential scale that has two anchoring responses
tailored to each item. The total score range is from 13 to 91, with a higher score indicating a
stronger SOC. It has been proposed that a low SOC corresponds to scores of 13-57, medium
SOC corresponds to scores of 58-74, and a high SOC corresponds to scores of 75-91 [79]. The
measure has been shown to be reliable and valid in multiple studies conducted across many
cultures [80]. Five participants had missing values on the SOC-13, and the Cronbach’s ot in
this study was 0.85.

2.5. Ethical Considerations

The National Bioethics Committee in Iceland approved all procedures and materials
(Qual phase: VSNb2019060009/03.01; Quan phase: VSNb2019090016/03.01), and the study
was reported to the Icelandic Data Protection Authority (Qual phase: 19-119; Quan phase:
19-166). After receiving detailed information about the study, all participants voluntarily
gave informed consent to participate. Written consent was obtained from the interview
participants, while the survey participants provided their consent by answering the survey.
All participants received a list of local referral resources with the introduction and after
participation. Moreover, they were all offered support from a psychologist if difficult
emotional reactions had emerged.

2.6. Data Analysis

The data analysis for this study occurred in two stages, each with several steps
employed in an iterative spiraling process [49,56,70]. First, we integrated the Qual and
Quan findings to assess the coherence of the scale structure. Based on those findings, the
next stage focused on divergent findings at the dropped item level.

2.6.1. Mixed Methods Analysis

Coherence of the findings was determined by merging [55] Qual and Quan findings
using joint display analysis [81,82]. As noted, there are four possible outcomes of comparing
data and drawing conclusions about the fit: Confirmation, Complementarity, Expansion,
and Discordance [55,56]. Only the expansion and discordant items were explored in the
second analytic stage.

2.6.2. Examination of Expansion and Discordant Findings

The examination of the expansion or discordant dropped items was guided by recon-
ciliation and additional validation strategies [59,60], where we re-analyzed existing data
with a new perspective and evaluated these items. This analysis was driven by a critical
examination of Quan data based on Qual findings. All statistical analyses were performed
using the SPSS Statistics software package (Version 27.0; IBM Corp., Armonk, NY, USA,
2020), and significance was assessed at the p < 0.05 level.

Level of Influence. We determined that higher mean scores were a metric indicating
a stronger level of influence of items on survivors’ help-seeking. We, therefore, rank-
ordered all the BHS-TR items by mean scores and examined the frequency of survivors who
endorsed those items at 3 (“Influenced me somewhat”) or 4 (“Strongly influenced me”).
Only items that met the threshold of a mean score above 2.00 were included. The strongly
endorsed and dropped items were retained for further evaluation in the subsequent step.

Cross-Loadings. Dropped items that cross-loaded at or above 0.35 were compared
with retained items to evaluate whether the dropped items were conceptually distinct.
Cross-loaded items that were conceptually covered by a retained item were not included in
further analysis. Conceptually distinct items were evaluated in the subsequent step.
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Known-Groups Validity. We evaluated whether influential and conceptually distinct
dropped items could differentiate between groups of survivors using independent sample
t-tests. We created “probable depression”, “probable PTSD”, and “low SOC” subsamples
by using the PHQ-8 clinical cut-off score of >10, the PCL-5 clinical cut-off score of >31, and
the SOC-13 scores of 13-57. Based on the relevant literature (e.g., [21,36,43,44]) and results
from prior studies on the BHS-TR [63,65], it was expected that survivors with depression,
PTSD, and low SOC would, on average, score higher on the barrier items than survivors
without depression or PTSD and with high SOC.

3. Results
3.1. Merging of Qualitative and Quantitative Findings

The joint displays linking the Qual and Quan findings are shown in Table 2 (Structural
Barriers) and Table 3 (Internal Barriers), revealing evidence of complementarity, expansion,
and discordance. To illuminate the lived experiences of the barriers, we chose exemplar
quotations from the survivors, reported in the Qual column. The items referred to (using their

original numbers) in the Quan column can be found in Supplementary Tables S1 and S2.

Table 2. Joint display of the coherence of findings for structural barriers to help seeking.

Cso ;:Zf“h::l Qualitative Phase Quantitative Phase COFI;::;:‘C;SM
In the interviews, participants (14 of 17) generally The “Structural Barriers Index”
made a specific distinction between structural and included Financial Concerns,
internal barriers to seeking help. When discussing ~ Unavailable/Not Helpful, External Complementarity:
Structural structural barriers, the women mainly mentioned Constraints, and Inconvenience Notri,nclu ded in .
Barriers system-level barriers referring to healthcare and factors. The index had good subsequent
social services. Findings provided evidence of internal consistency (x = 0.75), and i alqsis
relevance, face validity, and content validity. the results provided evidence of ysis:
“There are so many walls to climb over in our system, and convergent, discriminant, and
when you are so shattered and exhausted, you just can’t.” known-groups validity.
A majority (12 of 17) of the participants agreed that
the items about financial concerns were significant p— . ”
barriers, especially related to seeking profirs:lsfilonal e .Fn;alncnal (’:‘(Zmlc;ms dfla;hi;u
psychological help, as the Icelandic Health Insurance comprisec ttems 47, 17, and. '8, e
- covers not all mental healthcare. Findings provided te™ had high factor loadings, and - Complementarity:
Financial evidence of relevance, face validity, the internal consistency was good Not included in
Concerns and content va’li dity. i (= 9.82). Results provided subsequ'ent
“Let’s be clear, getting professional help to work through dbcﬁizie:!{;z‘;ﬁﬁm’ S analysis.
your trauma is hardly part of our great welfare system, \,/ali dity group
and I couldn’t even pay the bills, let alone go :
to a psychologist.”
While these items did not represent the main P § ”
barriers hindering the women];rom seeking help, fa’(l:.t}t\)er ch:a‘:;b:f:nio‘:ge;};ﬁ;ln d
more than half (11 of 17) said that the healthcare 17. All ﬁems had high f’ac t<;r
they needed had not been available to them. l;>a dings, and the 5\ ternal Complementarity:
Unavailable/Not Findings provided evidence of relevance, face consisteng lwas o0d (o = 0.71) Not included in
Helpful validity, and content validity. Furthemc\{)re msgults rovi c{e d i subsequent
“I didn’t tick in the right boxes when I finally had the evidénce ;;,f convep ent analysis.
courage to go to the hospital. Like sure honey, we will discriminant, a:\gd i
stitch up your head . .. but you won't get mental . i
healtheare there.” known-groups validity.
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Table 2. Cont.

Cso ::?:‘:::l Qualitative Phase Quantitative Phase C;l;:r‘;:t;of
Many (11 of 17) participants were afraid of the The “External Constraints” factor
consequences of seeking help, and the other external ~ comprised items #14, 34, and 25. All
constraints impacted them as well. Findings items had high factor loadings, and ~Complementarity:
External provided evidence of relevance, face validity, and the internal consistency was good ~ Not included in
Constraints content validity. (a = 0.77). Furthermore, results subsequent
“You can lose so much ... friends and family members provided evidence of convergent, analysis.
who sided with him, and I knew he would use it against discriminant, and
me in the custody battle . .. unfit mentally ill mother.” known-groups validity.
The “Inconvenience” factor was
comprised of items #5 and 8. The
The inconveniences barriers were not the foremost  items had high factor loadings, but
reasons stopping participants from seeking help. the internal consistency was poor
However, a majority (10 of 17) thought these barriers (= 0.52). Evidence of convergent,  Expansion: Item
Inconvenience  Wer® part of the picture. The most mentioned was discriminant, and known-groups #9 was included
the time factor. Findings provided evidence of validity was provided. One in the subsequent
relevance, face validity, and content validity. inconvenience item (#9) about not analysis.
“There was no time . .. being a single mom working a getting time away from work or
full-time job doesn’t give you a lot of space.” family needed to be dropped as it
did not load significantly onto this
or any other factor.
The participants interpreted the prejudice and
discrimination items as relating to race and ethnic
background, which did not apply to them but
mcqgrude thgse items would be important for the All the discrimination items (#0,  Expansion: Items
survivor immigrants to Iceland. Yet, many (13 of 17) A s
O id they were worried about and experienced 21,and ?3) were identified as #20, 2 1,and 23
Discrimination saic they HE T xpe problematic due to cross-loadings ~ were included in
prejudice and discrimination for being an IPV onto different factors and needed subsequent
survivor. These experiences centered around thus to be dropped analysis.
stereotyping and victim-blaming. pped. ysis.
“Take the risk of revealing myself as a victim . .. no. When
peaple know your story, it's like you become nothing else,
the weak abused women stamp is burnt to your forehead.”
Notes: Qualitative findings were d using deductive and inductive quali content analysis; quanti-
tative results were g d using princip p analysis, multidi 1 scaling, Cronbach’s alpha
coefficient (), Pearson’s correlation coefficient, and independent sample #-tests.
Table 3. Joint display of the coherence of findings for internal barriers to help seeking.
CSO ::l ?:::l Qualitative Phase Quantitative Phase Coherence of Findings
Most participants (14 of: 17) dwmw hed The “Internal Barriers Index”
between structural and internal barriers to i
. included the
. seeking he}p. They under§tood th}at Weakness/ Vulnerability, Problem
m.ternal barriers arose from internalized Management Beliefs, )
s il i nd pemonaly U o, Stame  Compemnt ot
Barriers 85 P ¢ factors. The index had good q

face validity, and content validity.

analysis.

“When these beliefs and attitudes are
everywhere in the society, your family, you
grew up around this mentality, of course, you
start to believe it yourself.”

internal consistency (x = 0.88), and
the results provided evidence of
convergent, discriminant, and
known-groups validity.
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Table 3. Cont.

Conceptual
Structure

Qualitative Phase

Quantitative Phase

Coherence of Findings

Reveals
Weakness

All of the participants (17 of 17) said that
help-seeking and being vulnerable felt like
a sign of weakness. These beliefs were
significant deterrents to seeking help but
were identified as missing from the scale.
Four new items reflecting aspects of this
category were developed, and findings
provided evidence of relevance, face
validity, and content validity.

“It was so strong within me the need to be tough
and keep going, needing help felt like a
sign of weakness.”

The “Weakness/Vulnerability”
factor was comprised of items #40,
39, 35, 41, and 24. Of these items,
three were new revealing weakness
items, one new safeguard item, and
one shame item. All had high factor
loadings, and the internal
consistency was good (o = 0.86).
Furthermore, results provided
evidence of convergent,
discriminant, and known-groups
validity. One weakness item about
the vulnerability of opening up to
your feelings (#38) needed to be
dropped as it significantly loaded
onto another factor as well.

Expansion: Item #38 was
included in the
subsequent analysis.

Problem
Management
Beliefs

Most (14 of 17) participants said the
problem management beliefs items
accurately described their coping. Findings
provided evidence of relevance, face
validity, and content validity.
“Definitely didn’t think it was serious enough to
seek professional help and like with others ...
you are supposed to be able to, and I just really
wanted to deal with it myself.”

The “Problem Management Beliefs”
factor comprised items #1, 11, and
10. All items had high factor

loadings, and the i 1
consistency was fair (« = 0.62).
Furthermore, results provided

evidence of convergent,
discriminant, and
known-groups validity.

Compl ity: Not
included in subsequent
analysis.

Frozen/
Confused

All participants had experienced being
frozen and confused, and many (13 of 17)
strongly agreed that this hindered seeking
help. Findings provided evidence of
relevance, face validity, and content validity.
“I couldn’t think straight and felt like I couldn’t
move, you know this emotional numbness
is so hindering.”

The “Frozen/Confused” factor
comprised items #29, 30, 26, and 27.
All items had high factor loadings,

and the internal consistency was
good (= 0.79). Furthermore,
results provided evidence of
convergent, discriminant, and
known-groups validity.

Complementarity: Not
included in subsequent
analysis.

Shame

All participants endorsed shame, and most
(15 of 17) talked about many layers of shame
as a primary barrier. Findings provided
evidence of relevance, face validity, and
content validity.

“Iwas racked with shame. For being so stupid of
getting myself into this. For allowing him to
break me. For staying. For whom I had become.”

The “Shame” factor comprised
items #6, 7, and 28. All items had
high factor loadings, and the
internal consistency was good
(e = 0.83). Furthermore, results
provided evidence of convergent,
discriminant, and
known-groups validity.

Complementarity: Not
included in subsequent
analysis.

Mistrust/
Rejection

Mistrust and perceived rejection of people
or systems were prominent barriers in the
participants’ narratives (14 of 17) when
discussing these items and often connected
to their former attempts to seek help.
Findings provided evidence of relevance,
face validity, and content validity.

“I didn’t trust anyone, always scared of being
betrayed, and like the lack of understanding I
got from my family, it took me so many steps
back, years until I tried to seek help again.”

The mistrust and rejection items
(#31, 32, and 33) were identified as
problematic due to cross-loadings

onto different factors.

Discordance: Items #31,
32, and 33 were included
in the subsequent
analysis.
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Table 3. Cont.

Conceptual

Structure Qualitative Phase Quantitative Phase Coherence of Findings
Most (15 of 17) participants described the
desire and efforts to protect themselves from
further pain. These help-seeking barriers
had strongly influenced them but were . .
identified ag Znissing from the scale. Three The safeguard items together did
Saf d new items reflecting aspects of this category nzt mal(<;3a6ne: ;;;torgw; to fl:h ¢ Discordance: Items #36
egua were developed, and findings provided items o necdec o oe and 37 were included in
Yourself dropped as they cross-loaded. Item

evidence of relevance, face validity, and

“I wanted to protect myself, and I was in this
mode that I just could not deal with it and needed
to let myself be there, but [ ... ] you

#41 belonged to the the subsequent analysis.

content validity. “Weakness/Vulnerability” factor.

can get stuck.”

Notes: Qualitative findings were generated using deductive and inductive qualitative content analysis; quanti-
tative results were generated using principal comp analysis, multidi ional scaling, Cronbach’s alpha
gl Tt P di

(x), Pearson’s and indep sample t-tests.

3.1.1. Complementarity Evidence

Most of the Qual and Quan findings were congruent, reinforced one another, were
deemed complementary, and strengthened the overall validation evidence of the BHS-TR.
This complementarity applied to the BHS-TR Structural and Internal Barriers indices, as
well as for the following specific factors of barriers: Financial Concerns, Unavailable/Not
Helpful, External Constraints, Problem Management Beliefs, Frozen/Confused, and Shame.
Therefore, these items were not evaluated in any subsequent analyses.

3.1.2. Expansion Evidence

Two factors (Inconvenience and Discrimination) and one category (Reveals Weakness)
were found to need expansion. First, the Inconvenience factor revealed in the Quan
phase was missing a key inconvenience item identified in the Qual phase. That factor
comprised of only two items, likely affecting the poor internal consistency, and needs to be
expanded. Secondly, when combined, the Qual and Quan findings for the Discrimination
factor indicates the need for further development and evaluation of these items in a more
diverse sample. Moreover, the expansion should involve additional items specifically
on the prejudice and stigmatization of GBV survivors. Thirdly, the Reveals Weakness
category expanded into the Weakness /Vulnerability factor but was missing a vulnerability
barrier that had been central in the survivors’ narratives. This new BHS-TR factor deserves
continuing attention and better understanding of why the one dropped weakness item did
not work on the factor.

3.1.3. Discordance Evidence

One factor (Mistrust/Rejection) and one category (Safeguard Yourself) were revealed
to be discordant. First, despite the Qual evidence of relevance, face validity, and content
validity, the Quan phase showed that all the items on the Mistrust/Rejection factor should
be dropped. The concept of mistrust for BHS-TR requires additional examination. Secondly,
despite the support for three new items from the Qual phase in the Safeguard Yourself
category, two of them were dropped in the Quan phase. The concept of safeguarding
yourself requires additional examination.

3.1.4. Integration Implications from Joint Display

Taken together, ten items that were dropped in the factor analysis belong to an expan-
sion or discordant factor or category and need further analysis. Expansion is required for
one inconvenience item (#9), all the discrimination items (#20, 21, and 23), and one weak-
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ness item (#38). Discordance was identified for all the mistrust items (#31, 32, and 33) and
two safeguard items (#36 and 37). These items were focused on in the second analysis stage.

3.2. Examination of Expansion and Discordant Findings
3.2.1. Level of Influence

The BHS-TR items above 2.00 were ranked by mean score (see Table 4). Of the ten
expansion and discordance dropped items from the coherence joint displays, seven were
above the 2.00 threshold and are indicated in bold. Of these items, one was in the top 10, and
five were in the top 20. For most of these items, more than 50% of survivors reported the
barrier as somewhat or strongly influencing them in not seeking help (range 35.8% to 62.8%).

Integration Implications from Influence Analysis. The inconvenience item and two
of the discrimination items did not reach the mean influence 2.00 threshold and were
therefore omitted from further analysis in this study. Two expansion items (Weakness #38
and Discrimination #23) and five discordance items (Mistrust #31, 32, and 33 and Safeguard
#36 and 37) had mean influences over 2.00 and were included in subsequent analyses.

3.2.2. Cross-Loadings

Table 5 shows cross-loadings onto BHS-TR factors for the seven influential dropped
items. The specific inferences drawn from this analysis are also listed in the table. None of
the items were conceptually similar to retained BHS-TR items.

Integration Implications from Cross-Loading Analysis. This analysis revealed is-
sues with the wording of the safeguarding yourself items. We discovered that the concepts
of feeling mistrustful and frozen/confused overlap. Similarly, there was a significant over-
lap between the feeling of revealing weakness and shame. The analysis further supported
that the expansion of the discrimination factor needs a GBV specific items. These conceptual
overlaps and cultural nuances need additional data gathering and analysis to understand.
Because these items were all identified as conceptually distinct, all seven were kept for the
final analysis step in this study.

3.2.3. Known-Groups Validity

We used t-tests to compare the mean scores for the influential and conceptually distinct
items for subgroups of probable depression, probable PTDS, and low SOC survivors (see
Table 6). The mean scores for the mistrust and safeguard items were all significantly higher
for the probable depression, probable PTSD, and low SOC groups. However, there were no
significant differences in the mean scores for the weakness item, as all the survivors’ groups
scored high on average. The mean score for the discrimination item was significantly higher
for the depression group only.

Integration Implications from Known-Groups Analysis. Five out of the seven re-
maining items were statistically significant for the distress sub-groups and the low SOC
subgroup. While the mistrust and safeguard yourself items need refinements, this analysis
provided further validity evidence for these two concepts of barriers. The indications
of ceiling effects for the weakness item might be related to its shame concept overlap,
demonstrating the need for further evaluation. The performance of the discrimination item
supports making it more specific about prejudice or discrimination related to GBV, which
might enhance its ability to distinguish between different groups.

Table 4. Ranking of the items after influence (n = 137).

Item Number BHS-TR Item (Index: Subscale) M SD n (%) *
7 I was ashamed (Internal: Shame) 321 1.00 106 (77.4%)
29 I could not seem to clarify my feelings or know what I needed 315 090 110(80.3%)

(Internal: Frozen/Confused)
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Table 4. Cont.

Item Number BHS-TR Item (Index: Subscale) M SD n (%) *
Iwanted to or thought I should solve the problems on my own "

10 (Internal: Problem Management Beliefs) 3.09 103 104(75.9%)

1 thought the problem would probably get better by itself
1 (Internal: Problem Management Beliefs) 299 108 104(75.9%)
Seeking help would require acknowledging things I did not want to face
4 (Internal: Weakness/Vulnerability) 284 13 87 (63.5%)
I'was confused or unable to plan out all the details or steps (Internal:

26 Frozen/Confused) 2.82 110 89 (65.0%)
1 thought the situation was normal or was not severe o

un (Internal: Problem Management Beliefs) 279 113 93 (67.8%)

38 I felt like opening up to my feelings would weaken me (Dropped) 278 111 86 (62.8%)

T was afraid I could not clearly express what I needed (Internal:

30 Frozen/Confused) 275 112 84 (61.3%)
Getting help would mean that I had failed or had been defeated 5

3 (Internal: Weakness/Vulnerability) 274 116 83 (60.6%)

27 I felt paralyzed or frozen and unable to get started (Internal: Frozen/Confused) 2.66 124 79 (57.7%)
I was concerned that the help I needed would be too expensive o

2 (Structural: Financial Concerns) 265 112 79 (57.7%)

Ibelieved that people would judge me

28 (Internal: Shame) 2.61 117 70(51.1%)
I thought that strong people should not need help (Internal: o

@ Weakness / Vulnerability) 260 121 78 (56.9%)

I thought the situation was too personal or wanted to keep it private

% (Internal: Weakness/Vulnerability) e 10 79 (57.7%)

33 I felt no one could understand or help me (Dropped) 2.58 113 76 (55.5%)

6 I was concerned about what others might think (Internal: Shame) 254 1.20 75 (54.7%)

32 I felt that I could not trust people to help me (Dropped) 246 1.04 73 (53.8%)

I was afraid that seeking help would be

b too emotionally difficult or hurt me even more (Dropped) 242 e 72 (52.6%)

37 1 did not seek help in an effort to protect or safeguard myself (Dropped) 240 1.08 70 (51.1%)

35 I was scared of being seen as weak (Internal: Weakness/Vulnerability) 239 113 64 (46.7%)
I was afraid of the consequences for myself, my children, or my family "

% (Structural: External Constraints) 4 b 64 (46.7%)

18 1did not have adequate financial resources (Structural: Financial Concerns) 236 122 66 (48.2%)
I thought getting help would take too much time or was inconvenient o,

8 (Structural: Inconvenience) 232 113 60 (43.8%)

31 I was afraid I would explain what I needed, and no one would help me 223 113 57 (41.6%)

anyway (Dropped)

The available health insurance would not cover the type of treatment I needed o

d (Structural: Financial Concerns) 213 125 53 (38.7%)

23 1 felt that there would be prejudice or discrimination against me (Dropped) 2.07 115 49 (35.8%)

Notes: The influential dropped items are indicated in bold; M = mean; SD = standard deviation; * frequency and
das

percent or strongly infl d me.
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Table 5. Cross-loadings of the dropped items.

Dropped Items

BHS-TR Factors (Loadings)

Inferences

Mistrust/Rejection

Lfelt no one could understand or help me (433)

Frozen/Confused (~0.41)
Unavailable/Not Helpful (0.37)

Twas afraid T would explain what I needed, and no
one would help me anyway (#31)

T felt that T could ot trust
people to help me (#32)

Safeguard Yourself
1 did not seek help in an effort to protect or safeguard
‘myself (#37)

Iwas afraid that seeking help would be too
emotionally difficult or hurt me even more (#36)

Frozen/Confused (0.40)
External Constraints (0.36)

Unavailable/Not Helpful (0.43)

‘The mistrust items were cross-loaded with Frozen/Confused (internal) items and structural items, either Unavailable/Not
Helpful or External Constraints. Despite th fear of rejection is the cause of
freezing. Moreover, while it may be related to the structural barriers, they do not capture the concept of mistrust and
perceived rejection. We believe that the wording of these items does not adequately capture the social component of the
“mistrust” concept. The concept includes betrayal, rejection, stigma, problems with past encounters, the general feeling of
being misunderstood by society and people in the service sector. This factor requires more analysis and evaluation,

Frozen/Confused (0.39)
Inconvenience (053) Both i loaded ot the el Vlnraily Grtema) ad Incomseience it actors. We
ess, (052) i s o neeie Ti
indicate a problem with the wording of the items, andm\nsnmsam needed. The A'om\eutzmmlghlmed tobe morespeiic about
what. the initial more
hurt, which spects. Or believed, ‘which may be desirable w make

Weakness/ Vulnerability (0.56)
convenience (0.50)

P
intoa .

“You know if would seck help, and I wouldn't be
elived, or it would' be laken seriousy, L vns
dealing with enou
On the ther hand,thesecond e ight be oo packe and possbly double-barreled. Ttwas developed based on the commorly

by seeking help, stll using
I had made my world trigger free,so yeah, 1
realy isolated, but [ ... ] o go there alking about it would only hurt mi even more.”
A potential change is to take out the ‘too emotionally difficult part. Further examinafion is needed to inform revisions of both items.

Reveals Weakness.

Lfelt like opening up to
feclings would weaken me (438)

Discrimination

Weakness/ Vulnerability (0.44)
Shame (0.43)

The wesknessfem osded onto o ntemal factorsat about th samestengh. While the Weskncs Vlnrsbility and
Shame factors are related, we believe they are conceptually distinct. In the interviews’, showing we:
shameful. The narratives behind the development of this specu'lc item were indeed related {o being ashamed if they
opened up and how that made them feel “less-than.”
“It was like I would somehow become less ... T don't like being vulnerable [ .... ] big part of seeking help.”
For now, this item should stay as it stands but deserves further evaluation.

Ifelt that there would be
prejudice or discrimination against me (#23)

Shame (0.59)
Discrimination (0.46)

The disciminatin (tructura) tenloaded moee szongly o the Shame (nernal)acor i oussampl, which supportsthe
necessity for expanding the Discrimination factor. Thi itom asit standl neds 0 be clarified (0 reference race thiclty,
religion, or 1 d new GBV specific prej item(s) need to be d
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Table 6. Known-groups validity results on the item level.
BHS-TR Depression PTSD socC
Dropped Items No Probable No Probable M/High Low
PP n=80) @m=57 P (n=75) (n=62) P w=s10 @w=snp F
Mistrust/Rejection
1 felt no one could 2.88 229 275
understand or help me (#33) 2.35 (1.15) (103) 001  236(1.11)  282(1.10)  0.02 (12) (12) 0.02
) Twas afraid [ would 254 2.00 239
explain what I needed, and no one 2.00 (1.13) 0.00 2.04(1.12) 245 (1.09) 0.03 0.05
(1.05) (1.09) (1.11)
would help me anyway (#31)
1 felt that I could not trust people to 2.80 2.08 270
help me (432) 221 (1.14) (103) 000 220(1.12)  275(1.08)  0.00 (.10) (10 0.00
Safeguard Yourself
1did not seek help in an effort to 2.68 2.02 2.58
protect or safeguard myself (#37) 2.14 (1.00) @10 000  203(097) 276(1.07)  0.00 () (108) 0.00
I'was afraid that seeking help would 265 216 260
be too emotionally difficult or hurt 2.26 (1.16) ' 0.05 2.16 (1.13) 2.74 (1.10) 0.00 : g 0.03
(1.11) (1.19) (1.11)
me even more (#36)
Reveals Weakness
1 felt like opening up to my feelings 291 = 2.62 295 _
would weaken me (#38) 271(1.08) (1.14) 266 (1.1) 295(1.09) (1.07) (1.11)
Discrimination
I felt that there would be prejudice 2.36 1.96 2.14
or discrimination against me (#23) 86 (109 g 001 192(L17)  225Q11) - (113) (119) )
Notes: Independent sample {-tests; mean score (s(andan:l deviation); sngmﬁcam:e level at p < 0.05; Patient Health
Questionnaire-8 cut-off score of >10 for probabl Post-Tr Stress Disorder (PTSD) Checklist for

DSM-5 cut-off score of >31 for probable PTSD; Sense of Coherence (SOC) Scale-13 scores of 13-57 for low SOC
and scores of 58-91 for medium (M) to high SOC.

4. Discussion

This mixed-methods study presents the integration process of evaluating the structure
of BHS-TR, the first trauma-specific measure on help-seeking barriers for GBV survivors in
Iceland. Our study is part of a larger mixed-methods validation study [64,65] that places
equal value on the Qual and Quan phases, focusing on credibility/ trustworthiness and
reliability / validity. Traditionally, if mixed methods are used, instrument development and
validation designs place more emphasis on the Quan phase [49,69]. The merging of the
Qual and Quan findings provided more complete insights into the construct validation
evidence than could be gained by either alone. A majority of our Qual and Quan findings
were complementarity, telling different but congruent stories, strengthening the overall
legitimation evidence of the BHS-TR.

The added value of the integration also involved identifying our expansion and
discordant findings. Few mixed methods studies examine details of divergence [59,60], and
in the past, conflicting evidence between Qual and Quan data have often led researchers to
overlook or dismiss Qual findings [83]. It is essential to acknowledge and respect the value
of divergence as a possible generative of unanticipated insights [84]. Our survivor-centered
approach applying an iterative spiraling process helped illuminate the core issues and
inform potential refinements. At the end of this spiraling analysis, we identified seven
dropped BHS-TR items that deserved further attention, representing barriers that had
strongly influenced the survivors from seeking help yet are not covered by the scale. These
items belonged to four critical factors/categories of barriers (Mistrust/Rejection, Safeguard
Yourself, Reveals Weakness, and Discrimination) that still require work to accurately
capture what they are supposed to be measuring and become BHS-TR subscales.

The findings showed that the mistrust items were conceptually overlapping with
items related to feeling frozen and confused, indicating the need to rewrite these critical
items about the notion that people would not understand them or could not be trusted to
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help them. These barriers are often impacted by past encounters and are therefore central
to the survivors” help-seeking experience [21,30,41]. Harmful responses (e.g., disbelieving,
pathologizing, or blaming survivors) from the helpers and helping services are likely to
prevent additional help-seeking [35,41,85,86]. Further, the need to expand the discrimina-
tion factor to capture the stigma and prejudice associated with GBV were discovered in
this study, consistent with previous studies demonstrating that fear of stigmatization is a
major barrier among survivors [30,32]. For example, the IPV Stigmatization Model [40]
describes how three components of stigma, cultural, internalized, and anticipated, hinder
help-seeking behaviors.

The perception of harmful responses from helpers was also related to our findings on
the safeguarding items, highlighting the importance of trauma-informed responses and
services. Wanting to protect oneself from further pain, facing one’s experience, and being
re-traumatized were significant deterrents to help-seeking for the participants in this study.
A recent systematic review among trauma survivors shows similar results [85]. However,
we detected potential issues involving the items being either written too broadly or too
specific. Additional analysis will reveal if the reworded items load, along with the third
safeguard item currently belonging to the Weakness/Vulnerability subscale, onto a new
Safeguarding Efforts subscale.

The weakness item was the most hindering barrier of the dropped items and was
in the top 10 influence rank order for all BHS-TR items. We did not detect a significant
problem with the wording. Yet, this item loaded onto the Weakness/Vulnerability and
Shame factors, which are related but still conceptually distinct, at about the same strength.
What might be causing this is how the item is more related to feeling weak by opening
up while the other items focus on being seen as weak by others. Interestingly, this item
performed worst in the final validity testing step, as it could not differentiate between any
of the groups. On average, all the survivors scored high regardless of distress symptoms or
their SOC. That might be related to how intertwined beliefs about staying strong and not
revealing weakness are to Icelandic culture. As with many other individualistic countries,
value is placed on independence and self-reliance [87-89]. Additionally, a new study
examining cultural effects on trauma recovery processes of GBV survivors showed that
fearing vulnerability and being perceived as weak were the most significant barriers among
the American participants [90].

While the findings of this study are essential, they need to be considered alongside
some limitations, such as the relatively small Qual and Quan samples selected using non-
probability sampling methods. Probability sampling was unfeasible, as is true for many
other studies among hidden and vulnerable populations [91,92]. Moreover, with the Qual
data collection occurring before the Quan one, using identical or nested samples [71] was
not possible, which can be a legitimation threat to the meta-inferences generated [57]. Still,
legitimation strategies were applied to minimize these threats. Our samples were drawn
from the same underlying population and comparable to most demographics collected. We
had less information on the Quan sample, which is a limitation, and a noticeable difference
between the samples was concerning age and prevalence of receiving mental healthcare. In
addition, the Qual data collection was conducted before the COVID-19 pandemic, while
the Quan data collection occurred in the first months of the pandemic in Iceland. The
study’s cross-sectional design furthermore did not allow for longitudinal analysis of the
relationships between the survivors’ distress symptoms, SOC, help-seeking barriers, and
trauma recovery actions.

Moreover, we used a largely Quan approach to examine the divergent findings because
we were trying to understand the issues revealed in the smaller Qual dataset in the larger
Quan sample, allowing us to potentially generalize our findings. While balanced Quan
and Qual sample sizes would be desirable, mixed methods research often has smaller Qual
samples. What the mixing methods does, however, as demonstrated in this study, is use
the findings from each to validate or legitimate the findings from the other. Our previous
work had provided strong Qual evidence for the significance of these barriers [21,64,65],
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and therefore we decided to focus on the Quan data in this stage. The level of influence
step was performed to gain information on the significance of the barriers from a Quan
lens. As noted, these Quan data are cross-sectional, providing a point-in-time estimate, and
additional Qual data can give us a story of a journey for deeper understanding. Research
examining the help-seeking journey of Icelandic survivors is underway. Furthermore, it
needs to be acknowledged that “mainstream” responses do not account for individual
experiences, and the voices of those who have significantly different experiences of life to
most of the population may be lost.

Finally, the work presented here illustrates that the factor analysis of requiring items
to load only onto one factor in order to be considered “valid” may sometimes be troubling,
promoting an overly reductionist approach that can oversimplify the complexities of social
phenomena. A person’s view of the world might not align with the way instruments are
developed, and we believe that the use of mixed methods, especially the legitimation strat-
egy of integration illustrated here, can help move the field toward the critical examination
of including participants’ voices in our instrument development and validation.

Future work on the construct validation of the Icelandic BHS-TR should further ex-
amine and develop the critical expansion and discordant items identified in this study.
Additional interviewing with survivors to gain in-depth insights into the conceptual over-
laps and cultural nuances of these barriers are needed to inform BHS-TR refinements
further. In addition, assessing floor-and-ceiling effects for all items, examining the BHS-
TR structure using confirmatory factor analysis, and evaluating response consistency via
test-retest reliability measurement using large and representative samples is required.
Finally, future studies with and about the BHS-TR would be greatly enhanced by utilizing
recruitment procedures targeting diverse groups of survivors, including gender identity,
ethnic background, socioeconomic status, forms of GBV, and help-seeking attempts or
experiences. We hope the BHS-TR can serve as a valuable tool in future help-seeking
research among survivors of IPV and other types of GBV. Along with creating the Ice-
landic BHS-TR, our research group, the Multicultural Study of Trauma Recovery network
(https:/ /mistory-traumarecovery.org/, accessed on 22 March 2022), is currently working
on adapting the BHS-TR to various cultures and contexts.

5. Conclusions

The current study focused on mixed methods integration to inform validation evi-
dence for a new help-seeking barriers instrument centered on trauma recovery. The overall
findings indicated that the BHS-TR is a trustworthy and valid measure but deserves contin-
uing attention for refinements. Expanding our measure based on the lived experience of
survivors can help BHS-TR better capture the significant hindrances faced and the immense
amount of effort survivors often take to seek help. Measuring the various barriers to
seeking help for trauma recovery among survivors can move the IPV help-seeking litera-
ture into a more holistic and survivor-centered direction. This study adds to the growing
literature supporting the benefits of using mixed methods for instrument development and
validation. Moreover, its findings highlight the importance of giving attention to the voices
of the target population throughout the validation process. Finally, the authors hope that
the current study can serve as an exemplar to encourage mixed methods researchers faced
with divergent findings to embrace the possibility of expanding insights from additional
analyses and development of innovative follow-up strategies for a deeper, more nuanced
understanding of complex phenomena.

Supplementary Materials: The following supporting information can be downloaded at: https:
/ /www.mdpi.com/article/10.3390/ijerph19074297 /51, Table S1: The Barriers to Help-Seeking for
Trauma (BHS-TR) scale; Table S2: Items removed from the BHS-TR scale.
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Appendix

The 26-item BHS-TR Scale

Barriers to Help-Seeking for Trauma Sale

Think about your experiences and feelings that are a result of gender-based
violence. In the last 12 months, how much did the following reasons influence
you in not seeking help?

(1)

(2) Influenced me a little

(3)

(

4) Strongly influenced me

Did not influence me

Influenced me somewhat

Structural Barriers Index

Financial Concerns

2. | was concerned that the help | needed would be too expensive

19. The available health insurance would not cover the type of treatment |
needed

18. | did not have adequate financial resources

Unavailable/Not Helpful

15. | was not satisfied with the available services

16. | felt that the help available would not provide the type of treatment or
help that was best for the problem

17. 1 had sought help before, but it did not help

External Constraints

14. 1 was worried that if others discovered my health problems or situation, |
could lose my children, security, or housing

34. Others were preventing me from getting the help | needed

25. | was afraid of the consequences for myself, my children, or my family
Inconvenience

5. I'had distance or transportation problems

8. I thought getting help would take too much time or was inconvenient
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Internal Barriers Index

Weakness/Vulnerability

40. | thought that strong people should not need help

39. Getting help would mean that | had failed or had been defeated

35. | was scared of being seen as weak

41. Seeking help would require acknowledging things | did not want to face
24. | thought my situation was too personal or wanted to keep it private
Problem Management Beliefs

1. I thought the problem would probably get better by itself

11. I thought the situation was normal or was not severe

10. I wanted to or thought | should solve the problems on my own
Frozen/Confused

29. | could not seem to clarify my feelings or know what | needed

30. | was afraid | could not clearly express what | needed

26. | was confused or unable to plan out all the details or steps

27. | felt paralyzed or frozen and unable to get started

Shame

6. | was concerned about what others might think

7. | was ashamed

28. | believed that people would judge me
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