Walker et al. BMC Pregnancy Childbirth (2021) 21:411

https://doi.org/10.1186/512884-021-03895-2 BMC Pregnancy and Childbirth

RESEARCH Open Access

. . . ®
The views of postnatal women and midwives @

on midwives providing contraceptive advice
and methods: a mixed method concurrent
study

Susan H. Walker!", Claire Hooks' and Diane Blake'?

Abstract

Background: Provision of contraception to women in the immediate postnatal period has been endorsed by profes-
sional bodies, to reduce the incidence of short inter-pregnancy intervals. This study examined the views of postnatal
women and practising midwives regarding provision of contraceptive advice and contraceptive methods by mid-
wives, in a region of the United Kingdom.

Methods: A mixed-method approach using qualitative interviews with midwives, and a postnatal survey followed by
qualitative interviews with postnatal women, in five hospitals in the East of England. Twenty-one practising midwives
and ten women were interviewed. Two hundred and twenty-seven women returned a survey.

Survey data was analysed descriptively, augmented by Student’s t-tests and Chi-squared tests to examine associations
within the data.

Interviews were recorded, transcribed and analysed guided by the phases of thematic analysis.

Results: Midwives and women supported the concept of increased midwifery provision of contraceptive advice, and
provision of contraceptive methods in the postnatal period. Convenience and an established trusting relationship
were reasons for preferring midwifery provision over visiting a doctor for contraception.

The best time for detailed discussion was reported to be antenatal and community visits. The Progesterone-only-pill
(POP) was the method, in which women indicated most interest postnatally.

Concerns for midwives included the need for increased education on contraceptive methods and training in supply-
ing these. Structural barriers to such provision were time pressures, low prioritisation of contraceptive training and
disputes over funding.

Conclusions: Women reported interest in midwives supplying contraceptive methods and expressed the view that
this would be convenient and highly acceptable. Midwives are supportive of the concept of providing enhanced
contraceptive advice and methods to women in their care, and believe that it would be advantageous for women.

Institutional support is required to overcome structural barriers such as poor access to continuous professional devel-
opment, and to allow contraceptive provision to be fully recognised as integral to the midwifery role, rather than a
marginalised addition.
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Background

Women, who have just delivered a baby, are likely to
ovulate after 28 days, and are therefore at risk of preg-
nancy should they resume sexual intercourse [1]. A short
inter-pregnancy interval, i.e. fewer than eighteen months
from birth to subsequent conception, is detrimental to
both mother and baby, and may be prevented by provid-
ing women with a reliable form of contraception, which
is compatible with breastfeeding, soon after birth [2-5].
Postnatal contraceptive provision from midwives and
other professionals has been recommended during the
Covid-19 pandemic when access to community services
may be limited [6].

Contraceptive advice given during pregnancy and
postnatally has been shown to increase the chances of a
reliable postnatal contraceptive method being used [7].
Women themselves are positive about postnatal provi-
sion of contraceptive advice, and methods [8]. Research
suggests that although most women intend to use con-
traception postnatally, they do not appear to receive
adequate antenatal or postnatal counselling on postnatal
contraception [8—10]. Antenatal counselling is necessary,
in addition, to postnatal counselling, to facilitate fully
informed consent for immediate insertion post-birth of
an intra-uterine device. It is also preferable to postnatal
counselling alone for other methods, because the imme-
diate postnatal context may not allow calm, unhurried
consideration of contraceptive choices.

Papers reporting postnatal contraception often, but
not invariably, assume that the supply of contraceptive
long-acting reversible methods (LARC methods)will be
provided by members of the obstetric team not midwives
e.g. Heller et al. 2017 [10-13]. Midwives in the United
Kingdom are an autonomous profession, who are closely
involved with women throughout their obstetric journey,
and could provide contraceptive methods and contra-
ceptive advice. UK midwifery is transitioning to a ‘con-
tinuity of care’ model in which a woman sees the same
small team of midwives throughout her antenatal and
post-natal journey, which provides a context for repeated
discussion of contraception within an ongoing relation-
ship [14]. At present only a small minority of midwives
in the UK are trained to fit contraceptive implants or to
prescribe contraceptive methods, and these are mostly
provided to women who are considered particularly vul-
nerable e.g. teenagers or those with mental health prob-
lems.The World Health Organisation recommends that
midwives are trained to fit contraceptive implants, and
the Faculty of Sexual and Reproductive Health in the UK

supplies training and accreditation for midwives in con-
traceptive implant insertion [15, 16].

Cameron et al. (2017) report a successful trail of
midwifery-provided antenatal contraceptive counsel-
ling in the community, but report difficulties arranging
for women to receive a LARC method before discharge
after birth because of staff workload and time pressures
[13]. Croan (2018) reported the successful insertion of a
small number of implants by community midwives in the
home, as part of the antenatal counselling study by Cam-
eron(2017) [17]. In the USA a survey of midwives found
that nine out of ten had never inserted an implant or
intrauterine device immediately postnatal, but that half
would like the opportunity to do so[18].

The views of postnatal women, and midwives are not
well represented in the literature with regard to mid-
wifery — provided contraceptive methods and advice.
This study aimed to explore views of midwife-provided
contraception from practicing midwives and the women
they serve.

Methods

This was a mixed-methods concurrent study of the views
of midwives and postnatal women on the provision of
contraceptive advice or methods by midwives. Mixed
—methods are suited to health care service research
because they allow both a quantitative overview and
a more in-depth qualitative exploration of the reasons
behind the quantitative responses [19]. Our intention
was to understand midwives’ views on contraceptive
provision and women’s views on receiving midwifery
contraceptive advice/methods. Qualitative interviews
were conducted with both women and midwives, supple-
mented by a quantitative survey of women’s views.

The qualitative interview arm of the study was under-
taken in a critical realist paradigm, which assumes a real-
ity expressed by participant’s accounts, but tempered by
social experience [20].

Setting
Five hospitals in the East of England agreed to facilitate
the study.

Midwifery sample (interviews)

Midwives were recruited for interview via a poster dis-
played in staff areas, and word of mouth. In line with
established qualitative sample sizes, and to ensure a
variety of settings, we aimed to interview 3—4 midwives
from each participating trust for a sample of 20, which is
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considered adequate for this methodology [20]. Twenty-
one midwives were interviewed from five hospitals
between June 2019 and March 2020. Written informed
consent was obtained before interview and participants
received a £15 voucher in recognition of their time.

The interview schedule was designed to explore (a)
views on midwives supplying detailed contraceptive
advice, advantages of and concerns about this, and views
on the best timing of advice, (b) views on midwives sup-
plying contraceptive methods, advantages and concerns
about this, (c) which methods should be supplied (d) what
training or other changes are needed to allow midwives
to supply detailed advice or methods (see Supplemen-
tary file 1). Interviews were conducted both face-to-face
in the workplace and by phone by three members of the
research team (SW, CH, DB), two of whom had a back-
ground in midwifery (CH, DB). Interviews were audio-
recorded and transcribed before analysis.

Women’s sample (survey)

The population sampled were women who gave birth
in five hospitals in the East of England from June 2019—
March 2020. Women who gave birth at home were not
included. Women were invited to complete a short sur-
vey, and to leave their contact details if they were willing
to be interviewed.

The survey was developed for the purpose of the study,
and piloted for clarity and acceptability with a small
group of women who had recently given birth. The for-
mat of the survey was intended to be simple and allow the
survey to be rapidly completed by circling answers.The
survey consisted of six questions and some demographic
information about age, contraceptive method prior to
pregnancy, and whether the woman felt her family was
complete. The frontpage gave some basic information on
contraceptive methods and their suitability postnatally.
The first two questions asked about interest in receiving
contraceptive advice antenatally or postnatally. These
question allowed the responses ‘Yesor ‘No. The next
four questions asked if the women was interested in hav-
ing each of four methods supplied or fitted by midwives.
These were Progesterone-Only Pills (POP), injection,
implant and intrauterine methods. The options were ‘Yes,
‘No’ and ‘I am not interested at all in this method’ This
last choice was to allow women to indicate if they were
uninterested in a method, not simply postnatally but in
general. There was also a free-text box to allow women to
make any additional remarks.

The inclusion criteria for the survey were intended to
allow a sample typical of the usual population of women
giving birth within the maternity unit, and so included
normal, instrumental and caesarean section deliveries.
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Members of the midwifery teams within the five mid-
wifery units distributed a short paper-based survey (See
Supplementary file 2) to women, aged 18 years or above,
who had given birth, vaginally or by caesarean section.
Women were excluded if they were under eighteen years,
lacked capacity to consent, could not read and write
English sufficiently well to complete the survey unaided,
or if the circumstances of pregnancy were such that an
approach to complete the survey would cause distress
(see Supplementary file 3 for the full protocol and Sup-
plementary file 4 for full exclusion criteria).

Women received the survey in the interval between
giving birth and discharge from each hospital. The
detachable front page of the survey contained a par-
ticipant information sheet, including information that
informed consent was implied by returning the survey, by
posting in a locked collection box situated on the ward.
Survey distribution stopped after 3 months or when indi-
vidual trusts reached a maximum of 50 returned surveys.
A total sample of between 150 and 250 women was con-
sidered sufficient to allow robust descriptive analysis to
be performed, whilst limiting the burden placed on the
staff of each trust involved in survey distribution. A for-
mal power calculation was not performed, since this was
highly likely to be invalidated by the non-random nature
of the sample, but the sample size is similar to previous
published surveys [9, 10, 21, 22].

The five hospitals deliver approximately 25,000 women
each year so the sample was approximately 1% of women
delivering in the five units in the year.

Women's Sample (interviews)

Women added their contact details to the survey form, if
they were willing to be contacted by telephone for interview.
Fifty-seven women left contact details. All were contacted,
and those who responded were sent information and a con-
sent form. Ten women returned the form, acknowledging
informed consent, and were interviewed by telephone by
the lead author (SW). These received a shopping voucher
worth £15 as a token of recognition for their time.

The interview schedule was designed to explore four
questions, (a) the woman’s contraceptive experience and
plans (b) acceptability of receiving contraceptive meth-
ods from midwives and how it might be conveniently
provided, (c) concerns about receiving contraceptive
methods from midwives, (d) best time to receive contra-
ceptive advice (See Supplementary file 5).

Analysis of interviews

Interviews were recorded, transcribed and analysed
guided by the phases of thematic analysis [23]. A seman-
tic approach, aiming to understand the explicit content of
the transcripts was applied [24]. Primary codes, relevant
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to the research aim, were generated from sections of
transcript texts, and we searched for patterns in these.
These patterns created preliminary themes, which were
then merged across transcripts into broader themes.
Midwifery and women’s interviews were analysed sepa-
rately but reported together, since there was substan-
tial agreement between the two samples in terms of the
themes arising from the transcriptions.

Midwifery interviews- analysis

The framework for analysis of midwifery interviews was
created by two researchers (SW, CH) analysing the same
4 transcripts and agreeing initial themes, with examples
quotations for each of these. The remaining seventeen
transcripts were analysed by two researchers (SW, CH)
applying the agreed framework, with the option to cre-
ate new themes if required. These were further refined,
to clearly express the views of the participants in rela-
tion to midwifery-led contraceptive care. One researcher
(SW) then read all 21 transcripts again to ensure that the
final themes represented the views expressed in the tran-
scripts, and the significance of the themes was discussed
prior to finalising the reporting.

Women'’s interviews- analysis

Qualitative data from women’s interviews was analysed
thematically, using both pre-determined and emergent
codes, with the aid of NVivo ( NVivo Version 12) soft-
ware [23]. Pre-determined codes, were derived from
the research question and interview schedule, and were
focussed on the participant’s attitude to midwifery pro-
vision, their experience of receiving contraceptive advice
during their care, and their opinion on the optimum tim-
ing of giving advice or supplying methods, since these
addressed the research topic. The transcripts were read
in depth by one researcher (SW), and primary codes rel-
evant to the pre-determined themes and any emerging
(and unexpected) codes pertaining to the research were
noted. The primary codes were examined, and grouped
into broader themes. One new emerging theme was
developed. The transcripts were re-read (by CH and
SW) to ensure that the four final themes and quotations
reflected the raw data. Data saturation was achieved in
both samples, indicated by the fact that no new themes
were emerging as the final interviews were analysed.
Finally the two sets of interviews were integrated to cre-
ate a coherent picture of the acceptability and feasibility
of a midwifery-provided contraceptive service.

Quantitative survey analysis

Quantitative data was analysed using SPSS (IBM SPSS Sta-
tistics for Windows, Version 26). All data was ordinal or
categorical, and non-parametric, with the exception of the

Page 4 of 13

age of participants, which was continuous and parmetric.
Descriptive analysis was augmented by an Independent
sample t- tests and Chi-squared tests to examine associa-
tions within the data.

Data transformation
We created a number of dichotomous variables to facili-
tate 2 x 2 cross tabulation.

For each individual method we created a dichotomous
variable ‘interest in method’ for expressing interest in
having the method supplied in the postnatal period i.e.
‘Yes, and ‘All other responses’ (No, Unsure, Not inter-
ested in method, Missed).

We also created a dichotomous variable for ‘pill use
prior to pregnancy’ i.e. ‘Pill' (COCP, POP, pill undefined)
versus ‘Other’(all other methods/none).

To determine if a preference for the POP was associ-
ated with prior pill use we compared dichotomised con-
traceptive pill use prior to pregnancy with dichotomous
variables reporting interest in being supplied with post-
natal POP(as above).

In order to test an association between expressed inter-
est in a method postnatally, and intention to become preg-
nant in the future, we created a dichotomous variable
‘intention to become pregnant in the future’ using ‘No’ and
‘All other responses’ (Yes, Unsure, Missing) to the question
“Do you plan to become pregnant in the future?” We con-
ducted Chi-squared tests of independence for 2 x 2 cross
tabulations of dichotomous ‘intention to become pregnant
in the future’ and dichotomous ‘interest in method’

We conducted an independent sample Student’s t-test
(2-tailed) to test for association between dichotomised
‘interest in method’ (YES/ all other responses) and age.

Ethical considerations

This project received ethical approval from the Lon-
don-Dulwich NHS Research Ethics Committee Ref: 19/
LO/0629. This study is listed on the HRA Research Sum-
mary site and the study protocol is provided as a Supple-
mentary file (Supplementary File 3).

Results

Twenty-one midwives were interviewed, with experience
ranging from a few months to more than twenty-five
years, and drawn from both ward and community teams
(See Table 1).

Ten women were interviewed. All ten had given birth
in the previous 6 months. They were using a variety of
methods at the time of interview and some had not yet
managed to start contraception.

Themes derived from the qualitative interviews are dis-
played in Table 2:
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Table 1 Demographics of Interviewees
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Participant Code (Midwives) Role Years Qualified
Midwife A1 Community and hospital 3
Midwife A2 Birthing Unit 22
Midwife A3 Newborn Infant Physical Examination, postnatal clinic 13
Midwife A4 Labour ward 13
Midwife B1 Midwifery -led unit 8
Midwife B2 Ward midwife 4
Midwife B3 Outpatient midwife and Termination of Pregnancy clinic 29
Midwife B4 Delivery suite 5
Midwife C1 Community midwife 30
Midwife C2 Hospital based. Rotational 9
Midwife C3 Safeguarding midwife 34
Midwife C4 Research midwife with experience of other roles 14
Midwife C5 Theatres midwife/ HTU 2
Midwife C6 Research midwife 16
Midwife D1 Central Delivery Suite 5
Midwife D2 Delivery suite 1
Midwife D3 Community Midwife 19
Midwife D4 Foetal medicine midwife/previously labour ward 7
Midwife E1 Teenage midwife 22
Midwife E2 Hospital based Missing
Midwife E3 Hospital based 4
Participant Code (Women) Age Family Complete
Woman A10 23 Not Sure
Woman D1 32 Not Sure
Woman B19 36 Yes
Woman B35 34 No
Woman C14 37 Yes
Woman C16 25 Yes
Woman C26 34 Yes
Woman C31 Missing Yes
Woman C35 35 Yes
Woman C40 30 No

Role of midwives in contraception at present

Most midwives reported briefly discussing contraception
with women, either on discharge from hospital or during
discharge at home. They gave warnings regarding quick
return of fertility, and signposted women to their GPs
(General Practitioners/family doctors). Midwives who

Table 2 Themes derived from the qualitative interviews

cared for vulnerable women reported that they had more
earnest conversations with those women regarding their
contraceptive plans.

This was confirmed by the experiences of women
who reported that their midwife briefly addressed con-
traception before discharge or during a home visit,

Themes Sub-themes
Role of midwives in contraception at present
Midwifery provision of contraceptive methods welcomed as quality holistic care Concerns about midwives providing methods
Where, when and how contraceptive methods might be provided
Contraceptive advice should be given at multiple points along a journey of mid- Contraceptive advice within an established relationship
wifery care

Barriers to giving advice
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limited to warnings about being fertile quite soon after
birth, and signposting to the woman’s family doctor.
Some women reported being given leaflets or watch-
ing a DVD on contraception before discharge, but did
not find these particularly helpful. Most women felt that
the issue of contraception was addressed in a superficial
or hurried manner, which one described as a like a tick
box’Woman B19.

Midwifery provision of contraceptive methods as part

of quality holistic care

Midwives had positive views about the proposed role of
midwives in provision of contraceptive methods. They
felt that this was part of a midwife’s role in terms of
health promotion, and fitted into the concept of continu-
ity of care. They expressed the view that making access
to contraception easier would have benefits for women
and argued that this was particularly important for vul-
nerable women and their children. Midwives understood
that the need to make an appointment with a doctor
after six weeks to receive contraception was a hazardous
discontinuity of care, which could result in unintended
pregnancy.

“Well, as a midwife, I think it's a good thing because
you're giving holistic care. If you see the women at
the beginning of their pregnancy until the end, before
they’re discharged, or if they are in the hospital or
if it’s in the community, they don’t need to wait for
another six weeks”Midwife C6.

“For the women, I think the fact that it's sorted.
You're less likely to get the surprise pregnancies, as
such, when they come back into us within a year.
Because sometimes, not seeing your GP until six to
eight weeks can be too late’Midwife B2.

There was enthusiasm for midwives learning and
undertaking the training of younger midwives, thus cas-
cading training through peer teaching.

“The problem is going to be to educate, because that
is going to cost some amount of money. It's time as
well, and, obviously, our [Practice Development]
midwives would need to be able to facilitate that to
our colleagues/...] So, I think that that would be a
little bit tricky initially. But, once you've got a num-
ber of midwives who are competent and happy...
then the ball is just rolling, isn’t it? It’s following and
then the students can do it”Midwife E2.

Women who were interviewed unanimously welcomed
midwifery involvement in supplying contraceptive meth-
ods, and did not distinguish between prescription of a
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pill method or supplying an injection, implant or intrau-
terine device. They viewed midwifery provision as more
convenient and comfortable than making an appoint-
ment with a doctor.

‘No, I think it was just how strongly I feel about it
and how good I think it would be for women. I think
it may be more comforting for some women than
having to go to the doctors, waiting for a nurse and
stuff. Whereas if your midwife does it you know
them’Woman A10.

Several women expressed the view that midwives
were more knowledgeable about the interaction of con-
traception and breastfeeding than their GP, and were
therefore ideal people to be involved in discussing
contraception.

‘Because I was breastfeeding, as well, he didn’t know
what I could take, so he had to look it up, and mid-
wives might have a bit more of a clue of whether
you're allowed to take it or not, and things like
that’Woman D1.

Conceptually midwives separated the supply of pills or
the contraceptive injection, from the fitting of implants
or intra-uterine devices, when discussing the feasibility of
supplying methods. Some midwives were cautious about
becoming involved in intra-uterine contraception, lacked
experience of and knowledge about the practice, and felt
it was best left to medical staff.

Subtheme; concerns about midwives supplying contraceptive

methods

Midwives recognised that not all of their colleagues
might feel positively towards the concept of enhanced
contraceptive provision by midwives. There was anxi-
ety about the midwifery role being already very full and
concern that providing an extra service to women would
come at the cost of increased midwifery workload, at a
time when midwives were already stretched and under
pressure.

“I think our role at the moment is so broad and we're
so stretched, I think it would just put an extra strain
on the service that I don’t think wed be able to cope
with it’Midwife B4.

Midwifery participants expressed the need for support
to learn and practice new skills, and the need for more
education and training. They were doubtful that training
to provide contraception would have priority in terms of
funding, and protected time to learn.

There were concerns expressed about the pathways
involved in funding and anticipation that wrangles over
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budgeting might prevent midwifery involvement in con-
traceptive supply.

“Who is going to fund it? Is it going to be the GP?
Is that a primary care responsibility or is it an
obstetric responsibility? It comes under women
and child health but is it in the primary sector or is
it in the hospital sector. That’s a barrier to it, isn’t
it?”"Midwife A3.

In contrast, women expressed few concerns about mid-
wifery provision of contraception, provided midwives
were appropriately trained. Concurring with midwives,
the most common concern was about midwives’ heavy
workloads resulting in not having time for contracep-
tive discussion, which women did not want to become a
rushed or token exercise.

Subtheme: when, where and how contraceptive methods
might be provided by midwives
Midwives expressed concern that an extended contracep-
tive role for midwives, involving supplying contraceptive
methods, should be properly structured and incorporated
into the formal pathway of care. It was seen as important
that midwifery expertise is not based in one single per-
son, and so lost during periods of annual leave or simi-
lar absence, but that a team of midwives should develop
expertise in supplying contraception, and/or that every
midwife should develop more skills and knowledge in
this area. It was suggested that midwifery provision could
become a specialist role, similar to examination of the
new-born, thus removing the extra task from midwives in
general, but there was also some concern that specialis-
ing in this respect would deplete the ward staffing.
Midwives were not convinced that the immediate post-
natal ward setting was an appropriate time to supply con-
traception, because of time pressure, and the desire of
women to get home quickly.

“I think immediately after... I really don’t know, but,
honestly, our delivery unit goes like a train most of
time and women are already having to wait for
suturing and things like that. I wonder if that would
just be one thing too many, but that's my immediate
reaction”"Midwife C3.

Community midwives were viewed as well placed to
provide an enhanced contraceptive service because they
saw women out of a busy hospital environment, and at
a stage when women might welcome the intervention.
GP surgeries, or a midwifery—led clinic based in hospital
premises, were suggested as alternative venues for mid-
wives to provide contraception requiring a clinical envi-
ronment, with the added advantage of prolonged contact
with the midwife.
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“But then again, our community midwives obvi-
ously work in GP’s surgeries and they've got the clini-
cal room, so that'’s another place. But, that’s if they
ladies want and are going to be willing to go. I'm
thinking most ladies probably are going to, because
they're going to see their midwife again. Even if that
is not on day 10, we could extend it to day 15 or
day 20. They are going to see the midwife, they will
have an opportunity to speak to the midwife, talk
about the baby and maybe there will be some other
issues”’Midwife E2.

In general, women also viewed midwifery supplied
contraception as convenient, whereas arranging to see a
doctor for contraception was difficult and stressful. Like
midwives, some were in favour of a midwifery-led con-
traceptive clinic.

Tt would almost be good if you could have drop-
in sessions [for midwifery-led contraception]. If it
wasn’t so intense and it was an appointment- Like
you knew it was there and you could go. If you
didn’t get around to going the first week, because
your baby sicked up or something [...] In those first
weeks, everything seems like such an effort and
you feel like you're never going to get out of the
house’Woman C40.

Contraceptive advice should be given along a journey

of midwifery care

Women and midwives were unsure about the best time
for giving contraceptive advice, with arguments made
for ante-natal, immediate postnatal and delayed postna-
tal discussion. This is also demonstrated in the survey
responses (See Table 4).

Midwives reported that addressing the subject of
contraception in the antenatal setting was desirable,
particularly since other discussions about postnatal
decisions, e.g. breastfeeding, take place at this time.
However there was also concern that time was lim-
ited in an antenatal setting, and that women may not
be focussed on contraception. There was general agree-
ment that the antenatal setting was a time to “plant the
seed” (Midwife A2) in regard to contraception, which
would allow more extended discussions with women
who expressed interest at a later date.

After birth and before discharge from community
midwifery care, either at Day 10 discharge or a lit-
tle later, was viewed by both midwives and women
as a good time to have a detailed discussion about
contraception.

“I think probably the best time would either
be before the birth or ten days after, like a few
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days after. Cos, just from my experience I was so
exhausted and overwhelmed during those first
few days after her being born. Like trying to pro-
cess that was a bit would have been a bit too
much”Woman E18.

‘I think it’s very different in the community
because you've allowed that family to have a little
bit of time to get over the birth. Then at the end of
your week, 10 days, then you feel like you're in a bit
more of a position to be able to have those conver-
sations with women."Midwife A3.

Subtheme: contraceptive advice within an established,
trusting relationship

Midwives and women reported that midwives were
well placed to provide contraceptive advice because
they had an established relationship with women, and
women felt comfortable talking to them about intimate
issues.

“I do think that the advantage probably is that for
most women they really trust their midwives. They
trust our opinion. They trust our experience. A lot
of women we’ve built up quite a nice relationship
with them. I think we're in a really privileged posi-
tion really, aren’t we, going into their homes and
chatting with them. Certainly when you've got your
own caseload and you really know the women, you
can bring it up very, very easily”Midwife C1.

“With midwives like I'm finding like they’re proba-
bly the best people to go to... I'd prefer it, to be fair,
to have a midwife rather than a doctor [...] They
know what it's like and I can relate more, they’ll
discuss things with me and have more time for me,
and I don’t feel GPs [ i.e. doctors] do’Woman C31.

Subtheme: barriers to giving advice - time, privacy

and knowledge

Midwives identified, as a barrier to giving more detailed
advice, the fact that low risk women were often dis-
charged very quickly from the ward and had other pri-
orities. They also reported concerns about finding time
to give detailed advice properly.

Our survey also found that about one third of
women were not interested in midwives supplying
advice on contraception either ante-natally or postna-
tally. Where women supplied reasons for not wanting
advice, in the free text comments, they indicated that
midwives were too busy, or that the postnatal period
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was too busy for the woman herself, with too much
information to take in.

Midwives reported that privacy was also a problem in
busy wards, although it was felt that birthing-units with
private rooms were more conducive, and that a private
space could be found on a ward if required. Time alone
with the woman and her partner was sometimes difficult
to find.

“Well, in the birthing centre they have their own
rooms. The only thing is if the husband is there. If the
husband is there, it's much better because they can
both decide for themselves. The only thing is there
are so many relatives in there, so you need to find
time when there are no people around, the relatives
aren’t visiting’Midwife C6.

In contrast to women’s reports of feeling confident
about midwifery knowledge of contraception, mid-
wives reported that they lacked the knowledge to feel
confident to have more detailed contraceptive discus-
sions, and were unsure about when and which meth-
ods could be started safely postnatally. Few UK-trained
midwives interviewed had received any formal educa-
tion on contraception since registration, but midwives
who had trained abroad reported more contraceptive
education. On a more immediately practical level, mid-
wives expressed the need for comprehensive and up-to-
date leaflets on contraception, which could be given to
women, but could also guide the midwifery conversation,
so that midwives were sure that they were giving the cor-
rect information.

“I think Id need to come from a place where I feel
confident about the information that I'm giving
women and being able to practice what is expected
of me. So that will come from, hopefully, some place
of learning’Midwife B1.

Quantitative findings

Two hundred and twenty seven women returned the sur-
vey (see Table 3). Response rates for the survey are avail-
able for only three of the five hospitals taking part and
range from 25-40%. Free text comments from the survey
concurred with the views expressed by the women who
were interviewed.

The method in which women responding to the sur-
vey indicated most interest was the progesterone-only —
pill (47%) (see Table 4). Longer acting methods were of
less interest but approximately 20% of women indicated
interest in either an implant or an intra-uterine device.

Women who had taken a contraceptive pill before preg-
nancy were much more likely to express interest in mid-
wives supplying a pill postnatally.
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Table 3 Demographics of Survey Respondents N=227

Age Range (19-46),
Median=32,
Mean=31
Method prior to pregnancy % (n)
None 22.9(52)
COCP, POP + Pill (undifferentiated) 39.2(89)
Condom 15.9 (36)
Injection 2.6 (6)
Implant 2.6 (6)
UD, IUS + IUC (undifferentiated) 570113)
Other method e.g. Persona 3.5(8)
More than one method reported 22 (5)
Missed Response 53(12)
Total 100 (227)
Intends future pregnancy
Yes 37.9(86)
No 33.9(77)
Not Sure 26 (59)
Missed 22 (5)
Total 100 (227)

Chi-squared tests showed a highly significant associa-
tion between prior pill use (COCP and POP, pill unde-
fined) and interest in postnatal POP prescription (x*(1,N
= 227) = 16.797, p < 0.001 (2-sided)). No association
with interest in other methods was observed.

Interest in specific methods was independent of age,
but women who indicated that their family was complete
were more likely to indicate interest in an intrauterine
method from midwives. Chi-squared tests showed a
statistically significant association with interest in hav-
ing an IUC fitted by midwives, and having no plans for
a future pregnancy (x*(1,N = 227) = 6.654, p = 0.010
(2-sided)).

A majority of women responding to the survey
reported interest in receiving contraceptive advice from
midwives, during pregnancy (56%) and postnatally (63%),
although approximately 30% of women indicated that
they did not wish to receive advice (see Table 5).
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Discussion

Limitations and strengths

This study is timely, in the context both of a pandemic
which limits access to community contraceptive ser-
vices, and the concern about fragmentation and reduc-
tion in contraceptive services which has occurred in
the last 10 years [25-27]. It has employed a rigorous
approach to data collection and analysis. Our choice
of participants was guided by the aim of learning the
opinions of direct stakeholders in postnatal contracep-
tive provision, which is to say midwives, who are and
will be actually involved in supplying contraceptive
advice or methods, and women who have just given
birth [28]. By including women regardless of method of
delivery, this study sampled a wide variety of women,
typical of those having their baby in hospital setting. In
drawing on the views of midwives and women from five
different hospitals within a geographic region, it has
used a sample both varied and homogenous enough to
be transferable to other similar settings [28].

A limitation of the study is the self-selected sampling
method, which will have introduced bias, since midwives
and women most interested in contraception will have
volunteered to take part. Response rates for the survey
are available for three of the five hospital sites and range
from 25-40%, indicating that many women declined to
return the survey. The lack of formal response rates for
two sites is a limitation.

Midwives and women who chose to take part are most
likely to have an interest in participating in midwifery-
led contraception, adding authenticity and credibility to
their views on how it might be done. Conversely midwives
and women who do not have any interest in providing or
receiving contraceptive care may have chosen not to take
part, and so the results of this study may not fully reflect
the barriers to implementing midwife-led contraceptive
services.. The small and non-random sample of women
completing the survey limits the generalisability of its find-
ings, and the robustness of inferential analysis carried out.

Context of previous research
Our midwifery participants felt that they should be
involved in contraceptive provision but needed training

Table 4 Interest in receiving specific contraceptive methods from midwives

Interested in a specific method YES NO Not interested atallin  Unsure Missed Total
supplied by midwives % (n) % (n) method % (n) % (n) % (n)

% (n)
POP 47.1(107) 29.5 (67) 21.1(48) 04 (1) 1.8 (4) 100(227)
Injection 326 (74) 41.0(93) 25.6 (58) 09(2) 100 (227)
Implant 19.4 (44) 46.7 (106) 33.0(75) 09(2) 100 (227)
Intrauterine Contraception 20.3 (46) 52.0(118) 26.4 (60) 1.3(3) 100 (227)
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Table 5 Responses to interest in receiving advice

Interested in receiving  YES NO Missed Total
contraceptive advice % (n) % (n) % (n) % (n)
- Antenatally 564(128)  31.7(72) 11.9Q27) 100(227)
- Postnatally 62.6(142) 30469 7.0(16) 100 (227)

and institutional support to do so. They were best placed
to provide contraception but not best equipped. The lack
of confidence in contraceptive knowledge and need for
further training in contraceptive methods is in line with
previous research [12, 29-31]. Women reported not
finding information leaflets on contraception particu-
larly helpful, and preferred a face-to-face conversation,
whereas some midwives suggested the use of leaflets to
ensure that they were giving the correct information. This
suggests that there is a role for contraception information
resources in the form of leaflets, but that these should be
used to support, not replace face-to-face tailored advice.

The lack of time, and concerns about an expanding
remit have been previously reported, as have concerns
about the unsuitability of the immediate postnatal period
for detailed discussion [30, 32].

Our findings concur with previous surveys of antenatal
and postnatal women in the UK, Italy and US, in finding
that most women both needed and welcomed contra-
ceptive advice antenatally and postnatally, and that most
viewed favourably the provision of postnatal contracep-
tion before hospital discharge [9, 10, 12, 13, 21, 33]. Cam-
eron et al. (2017) surveyed 794 UK women taking part in
a trial of antenatal midwifery-led contraceptive advice,
and report that 74% found this advice helpful [13].

Di Giacomo et al. report that only 45% of women in a
cross-sectional survey of women discharged from a mater-
nity ward had received adequate information about contra-
ception, and lacked knowledge about which contraception
to use when breastfeeding and about return of fertility after
birth [21]. The authors note that midwives are well placed
to supply accurate information. Weisband et al. (2017) in
the US surveying 100 breastfeeding before discharge, simi-
larly found that only 57% had discussed contraception with
a prenatal care provider, and 21% had not considered the
effects of contraception upon breastfeeding [9] Thwaites &
Bacon (2016) report a survey of 112 women in a UK hos-
pital, of which 84% would have liked to receive contracep-
tion or contraceptive information on the post-natal ward
[10]. A subsequent survey of 272 women in a UK postnatal
ward indicated that 32% women needed more information
about postnatal contraception and that 47% would prefer to
receive their method before leaving the ward [8].

Carr et al. report that convenience was a key motivator
in women choosing immediate postnatal contraception
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and the women interviewed in our study also valued
highly the potential convenience of midwifery supplied,
postnatal contraception [34].

Our paper fills a gap in the evidence regarding the views
of women on receiving contraceptive methods and/or
advice from their midwives during their maternity care,
by providing details of which methods women were inter-
ested in receiving from their midwives. It also provides
qualitative detail about women’s reasons for their views.

The interview analysis found that women had difficulty
attending doctor’s appointments after having a baby, and
sometimes felt that family doctors lacked knowledge of
the effects of contraceptive methods on breastfeeding.
Women expressed trust in midwives’ knowledge of their
and their babies’ health, and reported finding it easy to
talk to midwives about intimate concerns.

Both survey and qualitative data reflected division of
views on the ideal timing of midwifery-provided con-
traceptive advice. This suggests that contraceptive dis-
cussions should take place at several stages along the
pathway of midwifery care — antenatally, immediately
postnatally and in the community. Midwives suggested
that discussions about contraception supply after deliv-
ery should be introduced into the antenatal care path-
way, allowing preferences about contraception to be
recorded in a women’s notes, allowing it to be re-visited
after delivery by ward-based or community midwives.
They emphasised that antenatal midwives should be
trained and supplied with support material, to allow rea-
sonably detailed discussions to take place. This approach
has been demonstrated successfully previously with com-
munity midwives embedding contraceptive discussion at
22 weeks gestation into their care [13].

Complementing previous studies showing that postnatal
fitting of LARC methods is well accepted and effective in
preventing short IPI, women who responded to our survey
in the UK, where all methods are free of charge, were most
enthusiastic about shorter-acting options [12, 34—40]. The
method in which women expressed most interest was
progesterone-only pills (POP). This may be due to famili-
arity with the method, since 39% of women who answered
the survey were using a pill prior to pregnancy and these
women were statistically more likely to indicate interest
in receiving a pill postnatally. Qualitative interviews sug-
gested that some women felt that long-acting methods
were too ‘permanent’ a choice to make, especially if not
considered beforehand. It has been previously reported
that women are unaware that LARC methods need not be
retained for the full duration of their effectiveness, and this
may influence women’s views on postnatal LARC fitting
[41]. This suggests that midwifery provision of contracep-
tion should offer shorter-acting methods such as the POP
or injection, as well as longer-acting methods.
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Implications for practice and policy

Most women are interested in receiving contraceptive advice
from midwives, and policy makers and practitioners should
consider how this can be meaningfully built in to the usual
structure of midwifery care, to avoid time constraints result-
ing in a tokenistic ‘tick-box’” approach. The term ‘advice, as
used by participants in our interviews, can cover a range
of interactions from simple signposting to other services,
through to detailed advice on various methods. We suggest
that midwives should aim to provide high quality contra-
ceptive counselling, as described by Dehlendorf [42], which
optimises information-giving on all aspects of contraception
and facilitates informed decision-making, within an atmos-
phere of mutual respect and trust. This will require contra-
ceptive education during midwifery pre-registration training,
and opportunities to keep up-to-date through professional
development. The Nursing & Midwifery Council (NMC)
in the UK is considering how to revise midwifery training
standards, which might present an opportunity for greater
emphasis on contraception. An apprenticeship model,
where more experienced midwives cascade training during
their mentorship of junior colleagues, was suggested by one
of our interviewees. The lack of mentor supplied modelling
around contraceptive advice-giving has been noted in previ-
ous research, and may be an area were strengthening of the
skills base of qualified midwives could enable and encourage
midwifery students to develop their knowledge [29].

Beyond reiterating barriers to enhanced contracep-
tive provision, this project has provided an outline of how
practising midwives and women feel contraceptive services
could be provided in their area of practice and the factors
that will need to be in place to allow this to be sustainable.

In terms of midwives supplying contraception, the
method in which women expressed most interest was
the POP. Arguably this should be the focus of general
midwifery provision, either as a long-term method, or a
bridging method until LARC provision can be arranged.
Some women would welcome the opportunity to have
LARC methods fitted by specialist midwives, either
immediately post-delivery or before discharge from care.
Midwifery interviewees felt that community midwives
could administer contraceptive injections or supply pro-
gesterone only pills within the first three weeks after
delivery, thus avoiding the time constraints of supplying
these methods before discharge in a postnatal ward.

Contraceptive advice and provision by midwives requires
management investment to overcome structural barri-
ers, such as lack of clarity over who pays for methods that
midwives provide. Policy makers should consider how the
training of midwives can be enhanced to allow them to pre-
scribe and/or fit contraceptive methods. Steps in this direc-
tion are already being undertaken in the UK context [16].
Funding for the training of adequate numbers of midwives
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to prescribe or administer contraception is needed so that a
team-based approach can be put in place to ensure consist-
ency of services.

The opportunity for antenatal discussion and postnatal
provision of contraception needs to be embedded in the
structure of routine antenatal and postnatal care, incor-
porated into routine paperwork and recognised in terms
of staff rotas and allocated patient time. This requires
strong management support.

The need for strong management ‘buy-in’ and multi-
disciplinary cooperation across professional, and primary
and secondary care boundaries has been noted previ-
ously, mostly in regard to LARC provision [12].

Conclusion

This study suggests that women in midwifery care in
the UK feel they would benefit from advice from mid-
wives on contraceptive methods, and on their suitability
when breastfeeding. This should be provided at multiple
times along the care pathway, antenatally and postna-
tally, because women report different views on when they
would be receptive to discussing contraception.

Women also indicated interest in midwives supplying
contraceptive methods, viewing this as convenient and
highly acceptable.

Our participants, who were practising midwives, were
enthusiastic about enhanced midwifery provision of con-
traception, because they saw it as beneficial for women,
and part of their holistic approach to care. They favoured
the provision of contraceptive advice and methods, not
in a hurried, one-time exercise immediately after birth,
but as series of discussions and decisions. However
important barriers to midwifery involvement need to be
addressed at a managerial and institutional level.

Abbreviations

IPI: Inter-pregnancy Interval; POP: Progesterone Only Pill; LARC: Long acting
reversible contraceptives; GP: General Practitioner (family doctor); NMC: Nurs-
ing & Midwifery Council; UK: United Kingdom.

Supplementary Information

The online version contains supplementary material available at https://doi.
0rg/10.1186/512884-021-03895-2.

Additional file 1.
Additional file 2.
Additional file 3.
Additional file 4.
Additional file 5.
Additional file 6.

Acknowledgements
We would like to thank the research midwives and midwifery teams who
helped us with recruitment and distribution of patient questionnaires.


https://doi.org/10.1186/s12884-021-03895-2
https://doi.org/10.1186/s12884-021-03895-2

Walker et al. BMC Pregnancy Childbirth (2021) 21:411

Guidelines and regulations
All methods were carried out in accordance with relevant guidelines and
regulations.

Authors’ contributions

SW, CH and DB conceived and designed the project, and carried out data col-
lection. CH and SW analysed the data and wrote the first drafts of the paper.
SW prepared the final version with input from DB and CH. All authors read and
approved the final manuscript.

Authors’ information
All 3 authors are academics. DB and CH are qualified midwives, and SW
researches in attitudes to contraception and sexual health.

Funding

This project was funded by Health Education England.

The funding from Health Education England supported this work. The funder
approved the objectives of the research but had no role or influence in how
the research was conducted or in the writing-up and publication of the results.

Availability of data and materials

The datasets generated and/or analysed during the current study are not
publicly available due because consent for this was not obtained from
participants. Restricted anonymised survey data may be available from the
corresponding author on reasonable request.

Declarations

Ethics approval

This project received ethical approval from the London-Dulwich NHS Research
Ethics Committee Ref: 19/L0/0629. This study is listed on the HRA Research
Summary site and the study protocol is provided as a Supplementary file
(Supplementary File 3).Written informed consent was obtained before inter-
view and participants received a £15 voucher in recognition of their time. All
survey respondents indicated informed consent by returning the survey.

Consent for publication
Not applicable.

Competing interests

Diane Blake reports receiving a grant from Health Education England, for

the conduct of the study.Claire Hooks reports receiving a grant from Health
Education England, for the conduct of the study.Susan Walker reports receiv-
ing a grant from Health Education England, for the conduct of the study.Susan
Walker has in the past received funding from Bayer PLC who manufacture
contraceptive devices and has been a consultant to Natural Cycles, a company
producing a contraceptive app.

Author details

! Anglia Ruskin University, Bishop Hall Lane, Chelmsford CM1 15Q, UK. 2Present
address: School of Health & Social Care, London South Bank University,
London, UK.

Received: 4 February 2021 Accepted: 19 May 2021
Published online: 02 June 2021

References

1. Faculty of Sexual and Reproductive Healthcare. FSRH Guideline Contra-
ception After Pregnancy. 2017;(January):1-18.

2. McKinney D, House M, Chen A, Muglia L, DeFranco E. The influence
of interpregnancy interval on infant mortality. Am J Obstet Gynecol.
2017,216(3):316.e1-316.€9. Available from:https://doi.org/10.1016/j.ajog.
2016.12.018.

3. Schummers L, Hutcheon JA, Hernandez-Diaz S, Williams PL, Hacker MR,
Vanderweele TJ, et al. Association of Short Interpregnancy Interval with
Pregnancy Outcomes According to Maternal Age. JAMA Intern Med.
2018;178(12):1661-70.

16.

17.

18.

20.

AR

22.

Page 12 of 13

WHQO. Report of a WHO Technical Consultation on Birth Spacing. Rep
WHO Tech Consult Birth Spacing. 2005;13(6):1-44. Available from: http://
www.who.int/maternal_child_adolescent/documents/birth_spacing.pdf
Royal College of Obtetricians and Gynecologists. RCOG Best Practice in
Post partum Family Planing 2015.pdf. 2015.

Faculty of Sexual and Reproductive Health, Clinical Effectiveness Unit.
FSRH CEU: Provision of contraception by maternity services after child-
birth during the Covid-19 Pandemic April 2020 [Clinical statement]. 2020.
https://www.fsrh.org/standards-and-guidance/documents/fsrh-ceu-
provision-of-contraception-by-maternity-services-after/.

Zapata LB, Pazol K, Dehlendorf C, Curtis KM, Malcolm NM, Rosmarin RB,
et al. Contraceptive Counseling in Clinical Settings: An Updated System-
atic Review. Am J Prev Med. 2018;55:677-90.

Thwaites A, Logan L, Nardone A, Mann S. Immediate postnatal con-
traception: what women know and think. BMJ Sex Reprod Heal Heal.
2019:45(2):111 LP = 117. Available from: http://jfprhcbmj.com/content/
45/2/111.abstract

Weisband YL, Keder LM, Keim SA, Gallo MF. Postpartum intentions on
contraception use and method choice among breastfeeding women
attending a university hospital in Ohio: a cross-sectional study. Reprod
Health. 2017;14(1):45.

. Thwaites A, Bacon L. Bringing postnatal contraception back into the

hospital: Provision for sick and vulnerable patients, postnatal ward survey
and implant pilot. BJOG An Int J Obstet Gynaecol. 2016;123(Febru-
ary):172. Available from: http://www.embase.com/search/results?subac
tion=viewrecord&from=export&id=L611584052%0A.https://doi.org/10.
1111/1471-0528.14107.

. Heller R, Johnstone A, Cameron ST. Routine provision of intrauterine con-

traception at elective cesarean section in a national public health service:
a service evaluation. Acta Obstet Gynecol Scand. 2017;96(9):1144-51.

. Thwaites A, Tran A, Mann S. Women's and healthcare professionals’ views

on immediate postnatal contraception provision: a literature review. BMJ
Sex Reprod Heal. 2019;45(2):88-94. [cited 2019 Sep 19]. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/31000571

. Cameron S, Craig A, Sim J, Gallimore A, Cowan S, Dundas K, et al. Feasibil-

ity and acceptability of introducing routine antenatal contraceptive
counselling and provision of contraception after delivery: the APPLES
pilot evaluation. BJOG An Int J Obstet Gynaecol. 2017;124(13):2009-15.
National Maternity Review. Better Births Improving outcomes of mater-
nity services in England. 2016.

World Health Organisation. WHO Recommendations for Optimizing
Health Worker Roles to Improve Access to Key Maternal and Newborn
Health Interventions through Task Shifting. 2012. p. 60. https://apps.who.
int/iris/bitstream/10665/77764/1/9789241504843_eng.pdf.

Faculty of Sexual & Reproductive Health. For midwives - Faculty of Sexual
and Reproductive Healthcare [Internet]. 2021 [cited 2021 Mar 29]. Avail-
able from: https://www.fsrh.org/members/for-midwives/.

Croan L, Craig A, Scott L, Cameron ST, Lakha F. Increasing access to con-
traceptive implants in the postnatal period via a home insertion service
by community midwives. BMJ Sex & Reprod Heal. 2018;44(1):61. Available
from: http://jfprhc.bomj.com/content/44/1/61.abstract.

Moniz M, Chang T, Heisler M, Dalton VK. Immediate postpartum
long-acting reversible contraception: the time is now. Contraception.
2017;95(4):335-8. [cited 2018 Nov 22]. Available from:https://doi.org/10.
1016/j.contraception.2016.11.007.

. Andrew S, Halcomb E. Mixed methods research for nursing and the

health sciences. Chichester: Wiley-Blackwell; 2009.

Terry G, Hayfield, N, Clarke V, Braun V. Thematic Analysis. In Willig C.
Editor. The SAGE Handbook of Qualitative Research in Psychology The-
matic Analysis. London: SAGE Publications Ltd; 2017. p 17-36. https://
dx.doi.org/10.4135/9781526405555.

Di Giacomo P, Sbarlati A, Bagnasco A, Sasso L. Woman'’s contraceptive
needs and preferences in the postpartum period: an Italian study. J Clin
Nurs (John Wiley Sons, Inc). 2013;22(23-24):3406-17. Available from:
http://search.ebscohost.com/login.aspx?direct=true&db=rzh&AN=
104154168&site=ehost-live.

Heller R, Cameron S, Briggs R, Forson N, Glasier A. Postpartum contracep-
tion: a missed opportunity to prevent unintended pregnancy and short
inter-pregnancy intervals. J Fam Plan Reprod Heal Care. 2016;42(2):93-8.
[cited 2018 Nov 22]. Available from: http://www.ncbi.nlm.nih.gov/pub-
med/26645197.


https://doi.org/10.1016/j.ajog.2016.12.018
https://doi.org/10.1016/j.ajog.2016.12.018
http://www.who.int/maternal_child_adolescent/documents/birth_spacing.pdf
http://www.who.int/maternal_child_adolescent/documents/birth_spacing.pdf
https://www.fsrh.org/standards-and-guidance/documents/fsrh-ceu-provision-of-contraception-by-maternity-services-after/
https://www.fsrh.org/standards-and-guidance/documents/fsrh-ceu-provision-of-contraception-by-maternity-services-after/
http://jfprhc.bmj.com/content/45/2/111.abstract
http://jfprhc.bmj.com/content/45/2/111.abstract
http://www.embase.com/search/results?subaction=viewrecord&from=export&id=L611584052%0A
http://www.embase.com/search/results?subaction=viewrecord&from=export&id=L611584052%0A
https://doi.org/10.1111/1471-0528.14107
https://doi.org/10.1111/1471-0528.14107
http://www.ncbi.nlm.nih.gov/pubmed/31000571
https://apps.who.int/iris/bitstream/10665/77764/1/9789241504843_eng.pdf
https://apps.who.int/iris/bitstream/10665/77764/1/9789241504843_eng.pdf
https://www.fsrh.org/members/for-midwives/.
http://jfprhc.bmj.com/content/44/1/61.abstract.
https://doi.org/10.1016/j.contraception.2016.11.007
https://doi.org/10.1016/j.contraception.2016.11.007
https://dx.doi.org/10.4135/9781526405555
https://dx.doi.org/10.4135/9781526405555
http://search.ebscohost.com/login.aspx?direct=true&db=rzh&AN=104154168&site=ehost-live.
http://search.ebscohost.com/login.aspx?direct=true&db=rzh&AN=104154168&site=ehost-live.
http://www.ncbi.nlm.nih.gov/pubmed/26645197.
http://www.ncbi.nlm.nih.gov/pubmed/26645197.

Walker et al. BMC Pregnancy Childbirth (2021) 21:411

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33

34

35.

36.

37.

38.

39.

40.

41.

BraunV, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.

2006;3(2):77-101. [cited 2019 Jan 7]. Available from: http://www.tandf
online.com/action/journallinformation?journalCode=uqrp20.
Damayanthi S. Thematic analysis of interview data in the context of
management controls research. In SAGE Research Methods Datasets Part
2. London: SAGE Publications Ltd; 2019. p. 5-6. https.//www.doi.org/10.
4135/9781526474858.

Ketting E, Esin A. Integrating sexual and reproductive health in primary
health care in Europe: Position paper of the European forum for primary
care. Qual Prim Care. 2010;18(4):269-82.

AoMRC, RCOG, FSRH, RCGP. Holistic Integrated Commissioning of Sexual &
Reproductive Healthcare Clinical Commissioning Groups ( CCGs ). Jt Posi-
tion Statement. 2019;1-4. Available from: https://www.fsrh.org/docum
ents/fsrh-rcog-rcgp-position-holistic-integrated-srh-commissioning/.
APPG on Sexual & Reproductive health. Women'’s Lives, Women's Rights:
Strengthening Access to Contraception Beyond the Pandemic. Exec
Summ. 2020; Available from: https://hertscc365.sharepoint.com/Sites/
intranet-JointStrategicNeedsAssessmentWorkingGroup/SharedDocu
ments/Forms/Allltems.aspx?viewpath=%252FSites%252Fintranet-Joint
StrategicNeedsAssessmentWorkingGroup%252FSharedDocuments%
252FForms%252FAllltems.aspx&id=%252FSites%252.

Tracy SJ. Qualitative quality: Eight a"big-tent” criteria for excellent qualita-
tive research. Qual Ing. 2010;16(10):837-51.

Walker SH, Davis G. Knowledge and reported confidence of final year
midwifery students regarding giving advice on contraception and sexual
health. Midwifery. 2014;30(5):e169-76. [cited 2019 Jan 2]. Available from:
https://www.sciencedirect.com/science/article/pii/S0266613814000412?
via%3Dihub.

McCance K, Cameron S. Midwives'experiences and views of giving
postpartum contraceptive advice and providing long-acting reversible
contraception: A qualitative study. J Fam Plann Reprod Health Care.
2014;40:177-83.

Moniz MH, Roosevelt L, Crissman HP, Kobernik EK, Dalton VK, Heisler MH,
et al. Immediate Postpartum Contraception: A Survey Needs Assess-
ment of a National Sample of Midwives. J Midwifery Womens Health.
2017,62(5):538-44.

Royal College of Midwives. Postnatal care planning. RCM Rep. 2014 [cited
2020 Jun 16]; Available from: https://www.rcm.org.uk/media/2358/press
ure-points-postnatal-care-planning.pdf.

Thwaites A, Logan L, Nardone A, Mann AS. Immediate postnatal contra-
ception: what women know and think. BMJ Repro Heal. 2019;45:111-7.
Carr SL, Singh RH, Sussman AL, Rogers RG, Pereda B, Espey E. Women's
experiences with immediate postpartum intrauterine device insertion: a
mixed-methods study. Contraception. 2018,97(3):219-26.

Stuart G, Bryant A, O'Neill E, Doherty I. LNG-IUS placement at least 7 h
after vaginal birth in North Carolina: acceptability and use at 6 months.
Contraception. 2011;84(3):322-3.

Salcedo J, Moniaga N, Harken T, Conly B, Rao K, Narayan A. Postpartum

initiation of highly effective contraception. Contraception. 2011;84(3):323.

Available from: http:/linkinghub.elsevier.com/retrieve/pii/S001078241
1003209.

Han L, Teal SB, Sheeder J, Tocce K. Preventing repeat pregnancy in ado-
lescents: Is immediate postpartum insertion of the contraceptive implant
cost effective? Am J Obstet Gynecol. 2014,211(1):24.e1.

Lopez LM, Bernholc A, Hubacher D, Stuart G, Van Vliet HA. Immediate
postpartum insertion of intrauterine device for contraception. Cochrane
Database Syst Rev. 2015;(6):CD003036. https://doi.org/10.1002/14651858.
CD003036.pub3.

Goldthwaite LM, Cahill EP, Voedisch AJ, Blumenthal PD. Postpartum
intrauterine devices: clinical and programmatic review. Am J Obstet
Gynecol. 2018;219(3):235-41. https://doi.org/10.1016/}.ajog.2018.07.013.
Mann ES, White AL, Rogers PL, Gomez AM. Patients’ experiences with
South Carolina’s immediate postpartum Long-acting reversible contra-
ception Medicaid policy. Contraception. 2019;100(2):165-71. [cited 2019
Jul 9]. Available from: https://www.ncbi.nim.nih.gov/pubmed/31028752.
Walker S, Newton VL, Hoggart L, Parker M.l think maybe 10 years seems
a bit long! Beliefs and attitudes of women who had never used intrauter-

ine contraception. BMJ Sex Reprod Heal. 2018. Available from: https://doi.

0rg/10.1136/bmjsrh-2017-101798.

Page 13 of 13

42. Dehlendorf C, Krajewski C, Borrero S. Contraceptive counseling: Best
practices to ensure quality communication and enable effective contra-
ceptive use. Clin Obstet Gynecol. 2014;57. 659-73. Lippincott Williams
and Wilkins. [cited 2021 Mar 24]. Available from: https://doi.org/10.1097/
GRF.0000000000000059.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Ready to submit your research? Choose BMC and benefit from:

fast, convenient online submission

thorough peer review by experienced researchers in your field

rapid publication on acceptance

support for research data, including large and complex data types

gold Open Access which fosters wider collaboration and increased citations

maximum visibility for your research: over 100M website views per year

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions . BMC



http://www.tandfonline.com/action/journalInformation?journalCode=uqrp20.
http://www.tandfonline.com/action/journalInformation?journalCode=uqrp20.
https://www.doi.org/10.4135/9781526474858
https://www.doi.org/10.4135/9781526474858
https://www.fsrh.org/documents/fsrh-rcog-rcgp-position-holistic-integrated-srh-commissioning/.
https://www.fsrh.org/documents/fsrh-rcog-rcgp-position-holistic-integrated-srh-commissioning/.
https://hertscc365.sharepoint.com/Sites/intranet-JointStrategicNeedsAssessmentWorkingGroup/SharedDocuments/Forms/AllItems.aspx?viewpath=%252FSites%252Fintranet-JointStrategicNeedsAssessmentWorkingGroup%252FSharedDocuments%252FForms%252FAllItems.aspx&id=%252FSites%252.
https://hertscc365.sharepoint.com/Sites/intranet-JointStrategicNeedsAssessmentWorkingGroup/SharedDocuments/Forms/AllItems.aspx?viewpath=%252FSites%252Fintranet-JointStrategicNeedsAssessmentWorkingGroup%252FSharedDocuments%252FForms%252FAllItems.aspx&id=%252FSites%252.
https://hertscc365.sharepoint.com/Sites/intranet-JointStrategicNeedsAssessmentWorkingGroup/SharedDocuments/Forms/AllItems.aspx?viewpath=%252FSites%252Fintranet-JointStrategicNeedsAssessmentWorkingGroup%252FSharedDocuments%252FForms%252FAllItems.aspx&id=%252FSites%252.
https://hertscc365.sharepoint.com/Sites/intranet-JointStrategicNeedsAssessmentWorkingGroup/SharedDocuments/Forms/AllItems.aspx?viewpath=%252FSites%252Fintranet-JointStrategicNeedsAssessmentWorkingGroup%252FSharedDocuments%252FForms%252FAllItems.aspx&id=%252FSites%252.
https://hertscc365.sharepoint.com/Sites/intranet-JointStrategicNeedsAssessmentWorkingGroup/SharedDocuments/Forms/AllItems.aspx?viewpath=%252FSites%252Fintranet-JointStrategicNeedsAssessmentWorkingGroup%252FSharedDocuments%252FForms%252FAllItems.aspx&id=%252FSites%252.
https://www.sciencedirect.com/science/article/pii/S0266613814000412?via%3Dihub.
https://www.sciencedirect.com/science/article/pii/S0266613814000412?via%3Dihub.
https://www.rcm.org.uk/media/2358/pressure-points-postnatal-care-planning.pdf
https://www.rcm.org.uk/media/2358/pressure-points-postnatal-care-planning.pdf
http://linkinghub.elsevier.com/retrieve/pii/S0010782411003209.
http://linkinghub.elsevier.com/retrieve/pii/S0010782411003209.
https://doi.org/10.1002/14651858.CD003036.pub3
https://doi.org/10.1002/14651858.CD003036.pub3
https://doi.org/10.1016/j.ajog.2018.07.013
https://www.ncbi.nlm.nih.gov/pubmed/31028752.
https://doi.org/10.1136/bmjsrh-2017-101798
https://doi.org/10.1136/bmjsrh-2017-101798
https://doi.org/10.1097/GRF.0000000000000059
https://doi.org/10.1097/GRF.0000000000000059

	The views of postnatal women and midwives on midwives providing contraceptive advice and methods: a mixed method concurrent study
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Setting
	Midwifery sample (interviews)
	Women’s sample (survey)
	Women’s Sample (interviews)
	Analysis of interviews
	Midwifery interviews- analysis
	Women’s interviews- analysis
	Quantitative survey analysis
	Data transformation

	Ethical considerations

	Results
	Role of midwives in contraception at present
	Midwifery provision of contraceptive methods as part of quality holistic care
	Subtheme; concerns about midwives supplying contraceptive methods
	Subtheme: when, where and how contraceptive methods might be provided by midwives

	Contraceptive advice should be given along a journey of midwifery care
	Subtheme: contraceptive advice within an established, trusting relationship
	Subtheme: barriers to giving advice – time, privacy and knowledge
	Quantitative findings


	Discussion
	Limitations and strengths
	Context of previous research

	Implications for practice and policy

	Conclusion
	Acknowledgements
	References


