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I  
Introduction
A.
Background 
There are some 15 forms of contraceptive method currently available, including:
· Condoms 

· Female condoms

· Natural Family Planning (safe period) 

· The contraceptive pill (Combined or Progestogen-only)

· Contraceptive implants* 

· Contraceptive injections*

· IUD* and IUS* 
*These are Long Acting Reversible Contraception (LARC) methods which are characterised by their ‘fit and forget’ nature.
The cost-effectiveness of contraceptive provision is well-evidenced, saving the NHS some £2.5 billion a year.

Effective contraception benefits also link to significant cost savings from reductions in welfare payments (which have been estimated to be over nine times higher than the healthcare savings costs).

Latest figures, however, show that 11% of sexually active women do not use any form of contraception. Rates of abortion are highest amongst 20-24 year olds. 

Recent research undertaken by Define for Department of Children, School and Families (DCSF), with young people aged 14-21 years (Contraception: Young People’s Knowledge, Perceptions and Attitudes: Define 2007), found that as well as a general barrier around awareness, there were also barriers relating to a wide range of issues which undermine trust or mean the audience have suspicions about how to use contraceptives, or about their potential effects. Low awareness of the full range of contraceptive choices could lead to a woman not being given the most appropriate method for her needs at that time. This is not in line with a patient-focussed NHS.

More recently, a research project in Scotland has indicated that low awareness of contraceptive choice is also replicated in the adult audience. 

Arising from this overall picture, there was a key policy objective to increase and improve access to all methods of contraceptives, which should thereby increase uptake of the more effective methods (that is, the long acting reversible methods, namely the implant, the injection, IUS and IUD).
To help achieve this, a campaign was required, with two key overarching objectives (and two strands):
· Amongst healthcare providers, to raise the profile of the different contraceptive options, and in particular the relative efficacies of the non-user dependent LARCs in comparison to user-dependent methods (for example, contraceptive pills) so that services can be prepared for the likely change in user demand (in terms of both support and facilitation), particularly with regard to training to administer LARCs as necessary.

· Amongst the user audience, to raise the profile of the relative benefits and any potential side effects of all the different methods of contraception, including, and in particular, the  LARCs, in a way which will enable sexually active men and women to make pro-active and informed contraceptive choices.

In relation to all of the above, the Department of Health needed to fully understand knowledge, attitudes and perceptions in relation to a range of contraceptive choices which are available to women in England, in order to develop marketing programmes which will improve uptake.

More specifically, high value insights (into what affects selection and choice of contraceptive methods) needed to be clearly identified, in order to have an effect on uptake of methods, and to drive marketing planning and the creative development process.
In order to obtain a detailed picture, research was conducted with two audiences:
· Stakeholders(healthcare providers)

· Users (women aged between 16+ and menopause, and some of their partners/influencers)

This report contains the findings from research with healthcare providers. Findings from the user audience are contained within a separate report.
B.
Research Objectives 

The overall objective of the research with stakeholders was to inform decisions about the type and nature of marketing activity which should be undertaken in this field so that the service available to contraception users can be improved, and provision of the widest possible range of contraception options, including LARCs (Long-Acting Reversible Contraception), effected.

Within this core objective, the research also needed to address the following areas:
In Relation to Stakeholder Knowledge

· Assessing current levels of knowledge amongst stakeholders in relation to the different contraceptive options, and exploring views on the appropriateness of different forms of contraception for different lifestyles and lifestages
· Understanding any myths and negative perceptions about contraception and particular contraceptive options held by any stakeholder professions, the source of such myths, and the levels of credibility attached to them

· Understanding levels of awareness of the NICE LARC guidelines relating to contraception (CG30 2005)
· Understanding levels of awareness of the service pathways open to professionals at a local level (and therefore what can be delivered to users via GP practices and clinics, and where else users can be directed to access further services
· Understanding any influential information sources used by stakeholders in their professional lives and why these are valued
In Relation to Stakeholder Preferences
· Understanding prescribing preferences and the reasons for these 
· Understanding any stakeholder objections and barriers to offering a wider range of contraceptive choices to users, and specifically to offering LARCs, and exploring the various pressures which might impact on prescribing practices
· Understanding the impact of the revised QOF regarding contraception.

In Relation to Stakeholder Responses to a Campaign Aimed at Increasing User Awareness of Range of Contraceptive Choice
· Evaluating potential reactions to a public campaign on contraceptive choice
· Identifying any specific rationale for support for, or objection against, such a campaign
· Understanding the extent to which stakeholders (do or can) see such a campaign as part of the wider sexual health challenge to reduce abortion and teenage pregnancy rates
In Relation to Stakeholder Needs
· Identifying and understanding any training needs and barriers/ restrictions to training amongst stakeholders
C.  
Method and Sample 
The sample for the project was as follows:
40 interviews with healthcare providers (lasting between 45 and 60 minutes)
· 10 face-to-face interviews

· 30 telephone interviews

	Stakeholder Type 
	Number

	Primary care GP’s 
	8

	Practice nurses
	7

	Community contraception services
	7

	Pharmacists
	7

	Obstetrics and Gynaecology specialists
	5

	School Nurses
	6


The research was conducted in Southwark, Hackney, Lewisham, Essex, Manchester, Leeds, Coventry, Sheffield, Torbay and Norfolk (all areas identified by DH as areas of high repeat termination rates). Fieldwork was conducted between 2nd February and 26th March 2009.
The research team comprised Joceline Jones, Claire Vernon, Claire Byrne, Jon Gower and Elodie Le Roux.
*  *  *  *

II
Conclusions & Recommendations        

Knowledge and Awareness Issues
1. Overall, healthcare providers demonstrated fairly good levels of knowledge about contraceptive types in relation to the basic facts about how each method works, the key ‘pros and cons’ and degree of efficacy, with no evidence of myths or incorrect information influencing beliefs, opinions or behaviour.

However, experience of, and familiarity with, the full range of contraception options was very varied across healthcare provider types, with corresponding variations in more detailed knowledge about each. There was also some evidence of less knowledge (and familiarity with), or of a degree of ‘information lag’, in relation to more recently-introduced contraceptive options (including some LARCs) in the case of some healthcare providers.
2. Knowledge of, and familiarity with, particular contraceptive methods had, unsurprisingly, a strong effect on the propensity of a provider/prescriber to discuss and advise on contraception options, as well as on prescribing behaviour, which tended to be a function of these two factors. 
3. Awareness of the details of the NICE LARC guidelines was also variable across the sample. Although all healthcare providers knew of the existence of these, differences were apparent in relation to knowledge of (detailed) content, and it was apparent that a need exists to raise both awareness of the content of the guidelines themselves, and to ensure that clarity existed about their source (NICE, and not some other body or organisation).
4. A variety of information sources were being used in relation to contraception across the sample, with little perceived need amongst healthcare providers for more in this respect. However, there was some evidence that those who were least engaged (and knowledgeable) about this area might be more likely to update their knowledge if this was made easier for them, particularly where it was brought to them, rather than requiring them to seek it out themselves; for example, updating training on fitting /advising on various options being carried out at their practice or clinic, and at a convenient time, rather than at an external location on days when they were busy or unlikely to be available, and providing telephone or online (rapid response) support.
Prescribing Outcomes
5. Prescribing behaviour was largely influenced by two factors – perceived efficacy of method, and levels of user request. As a result, levels of awareness amongst users, as well as ‘popularity’ of particular methods amongst user networks (usage by friends, colleagues, family) appear to be largely responsible for driving the high prescribing rates of methods such as the combined pill, condoms and EHC. In addition, some of the more ‘Entrenched’ healthcare providers have a tendency to prescribe the combined pill for a large number of users simply because of the stated efficacy levels (although they will also admit that these are user-dependent); this, along with user acquiescence, reduces their perceived need to discuss/prescribe alternative methods, including LARCs.


Some increased consideration of LARCs was apparent, however, amongst a number of healthcare providers, especially the ‘Committed’ and the ‘Pragmatic’ types (see below for brief descriptions of these, and Section 2.3 for a more detailed description), not least because of ‘user failure’ (to use the method properly) of the combined pill.
6. Overall, then the frequency of prescribing LARCs was not especially high, having reached only medium levels (in comparison to the more ‘popular’ methods listed above) for the majority of prescribing providers. This was seen to be due to both variability in user demand, and to perceived levels of user-resistance to LARCs, making some a harder ‘sell’ for providers; in some instances, this was exacerbated by healthcare provider concerns about possible side-effects, notably in relation to prescribing the contraceptive injection for younger audiences.
7. Where LARCs were prescribed, the main preference was for prescribing either the implant or injection amongst healthcare providers, largely prompted by user requests and the degree of familiarity which that particular provider had with the method in question. 
Lower user interest and lower perceived efficacy had the effect, then, of making certain contraceptive methods much less likely to be considered by most healthcare providers, notably sterilisation, the contraceptive patch, the diaphragm, the female condom and natural family planning.
Focus on Wider Choice/LARCs
8. Whilst awareness was generally high amongst most healthcare providers in relation to the ‘ideal’ consultation approach (discussing a range of options, offering choice to users), the degree to which this approach was implemented, particularly in relation to discussing LARC options was variable.
9. Overall, Healthcare providers could be largely split into 3 main types:
· 
Committed - those committed to discussing choice and promoting LARCs wherever possible; these typically tended to be contraceptive specialists (family planning clinic nurses, for example).
· 
Pragmatic - those who aim to discuss choice and promote LARCs, but are constrained by the practicalities of the consultation process, so that suitability (for the user) may not be fully established and/or the range of options not covered effectively. This was often because the key focus was to ensure that a contraceptive method is used at all; this type was found principally amongst GPs and practice nurses.
· 
Entrenched - those who stick to familiar prescribing habits, and tend to follow a patient-led preference; Entrenched types will typically focus on the combined pill, since this is usually the easiest method to ‘sell’ to users. These types typically display a lower awareness and consciousness of both the full range of choice of options, and of LARCs in particular, an attitude arising from both lower knowledge and familiarity with LARCs, and because they tend to see contraceptive advice as only one facet of their role; again, both GPs and practice nurses could fall into this category.
10. Pharmacists and school nurses tended to form a separate group of healthcare providers, with somewhat different levels of knowledge, attitudes and behaviours, given their respective restricted remits to prescribe and/or advise. Both remain, however, useful channels for information distribution, and represent opportunities for information dissemination, especially in the form of simple handouts.
Implications for a Campaign
11. The majority of healthcare providers in the sample were positive about a public campaign on choice in relation to contraceptive options, recognising that raising awareness of options amongst the target audience would be helpful. Not only was it perceived that users would present with a wider range of suggestions for discussion, but in general terms it was also felt that such a campaign would offer a valuable reference point from which to extend the discussion with all users about different methods of contraception, providing the opportunity to introduce (and promote the benefits of) LARCs. Such a campaign is also likely to be critical in shifting the attitudes and behaviours of ‘Entrenched’ provider types, given their user-led orientation.
12. Assuming that such a campaign did run, a variety of issues and opportunities were identified which might help to minimise concern (about capacity to respond appropriately) and assist in service delivery; these included:
· 
Improved availability of training (convenient times and locations, number of opportunities) in delivering LARCs (supplying and fitting).
· 
Improved support for certain healthcare providers so that sufficient services are set in place to meet increased demand (for example, support, training and ‘upskilling’ for Practice Nurses to support GPs).
· 
Improving detailed knowledge of LARCs amongst healthcare providers so that they are knowledgeable and confident in consultations with users; for example, providing broader information of user experiences for those who are less familiar with these; providing a rationale (or even a script), especially for Entrenched types, to facilitate a discussion of how LARCs represent a ‘better version’ of the pill for some women.
· 
Improved tools for dealing with the volume of information around alternative methods.  This would include:

· a categorising each tool to ensure that the suitability of particular options for the individual user is established effectively (and unsuitable options quickly eliminated), and that sufficient time can be devoted to exploring and explaining these options.
· a ‘signposting’ or ‘top level information’ tool which can help both within the consultation and be passed on to users to help navigate more detailed info which might be targeted at them; this might take the form of a print-out with bullet points (and where to look for more information/advice) which is handed out by the GP or Practice Nurse.
*  *  *  *

III
Detailed Findings
1.  
Extent of Knowledge of Contraceptive Methods
1.1 Overview
As a general rule, stakeholder knowledge was drawn from a combination of theoretical knowledge (see Section 1.2 for sources) and familiarity with user feedback from years of prescribing experience.
Across the sample, healthcare providers demonstrated high levels of basic knowledge about all contraceptive methods covered in the research,  including how each method worked, and relatively accurate estimates of efficacy (although such estimates were usually qualified in terms of user compliance and correct usage). Myths or incorrect information did not emerge as issues in relation to contraception per se, or with regard to any of the methods discussed.

Healthcare providers’ experience of the different contraceptive options, however, varied widely, and evidence emerged that at least some providers (irrespective of role or experience) were not – or not fully – cognisant of information pertaining to newer contraceptive methods in particular.  

Unsurprisingly, knowledge of a method was likely to reflect its prevalence in terms of requests from, and usage by, those who consulted that health professional. Some general patterns emerged, then, relating to both type of contraceptive and type of healthcare provider. 
The diagram below illustrates levels of knowledge and familiarity, and shows that three fairly distinct groups of contraceptive emerged in terms of those most and least known and familiar, although this general pattern can differ within specific healthcare provider categories.
[image: image1.png]
1.1.1
Levels of Knowledge – Healthcare Provider Variations
Those working in community contraception services, along with Obstetrics & Gynaecology specialists, possessed the most comprehensive knowledge of the full range of contraceptive choices. These providers were giving contraceptive advice on a daily basis, and were extremely familiar with a range of user issues, so had a good understanding of the various nuances of the different methods, especially details around prescription levels, how to ensure optimal user compliance, and potential side-effects. They were also aware that non-specialists in the area of contraception tended to be less aware of, and less knowledgeable about, more recent methods, as well as about new information regarding more established types of contraception.
Practice Nurses, Primary Care GPs and Pharmacists tended to have a good, or reasonably good, knowledge of the most commonly prescribed and used methods of contraception, principally the combined pill, the progesterone-only pill, and condoms. However, the knowledge of this group about LARCs was very variable, and overall there was a less comprehensive knowledge of some LARC methods, usually as a function of particular types of LARC (the implant, for example) not being on offer via their own service; this might be due to no-one in the service, or at the provider location, having been trained to fit the contraceptive, or to particular restrictions applying at that site, but was just as likely to be related to low requests from users (and therefore little perceived need to become more familiar with a method).
“Some GPs and nurses are not as up-to-date with regards to methods of contraception as they could be”
[FP Nurse, Enfield] 
“A huge negative with this one, as opposed to the combined pill, is that if you miss a day with the POP, you’re unprotected”

[Pharmacist, Manchester] 
Finally, School Nurses tended to demonstrate a fairly good knowledge of the most commonly-known and used methods (combined pill, progesterone-only pill and condoms), but typically had far less knowledge of LARCS and other methods, often due to the age of their user audience, alongside either parental or religious concerns.
“I don’t really know too much about these (LARCs) other than what it says in the FPA leaflets, we will sit and read through it together”

[School Nurse, Hackney] 
The very mixed awareness of the full range of contraceptive methods, and the lack of detailed knowledge amongst non-specialists, would indicate that this group have more significant needs than those of specialist providers in facilitating discussion and delivery of choice with users. 
1.1.2 Knowledge of LARCs: Overview
Of the LARCs currently available, healthcare providers demonstrated the following levels of knowledge:
· IUD (intra-uterine device) – most healthcare providers demonstrated a good level of knowledge about the IUD, and usually better levels than about the IUS. 
· Injection – generally good levels of knowledge existed in relation to this method across all healthcare providers, with a good understanding of how the method worked; however, there were varying degrees of uncertainty across the spectrum of healthcare providers in the sample about the long-term impact of this method on bone density in users.
 “(there should be) no injection for the under 20’s - as danger of crumbling bones”
[Nurse, Community contraception clinic, Coventry] 
· Implant -  ‘frontline’ contraceptive specialists (community and hospital clinic providers, and Obstetric and Gynaecology specialists) demonstrated most knowledge about this method of contraception, much of which had been gained through direct experience of fitting (and removing) the implant.  Levels of knowledge were variable across GPs, pharmacists and practice nurses, principally due to a lack of training and experience in fitting implants, and a number of school nurses had very little knowledge beyond knowing of the existence of the implant.
“The implant can be removed if there is an adverse reaction”

[Pharmacist, Norfolk] 
· IUS (intra-uterine system) - levels of detailed knowledge about this method were generally quite low amongst non-specialist healthcare providers, especially pharmacists and school nurses.
Overall, then, of the LARC methods, the implant and the IUS represent slightly weaker areas of knowledge amongst non-specialist healthcare providers. 
1.2
Information Sources, including NICE
1.2.1
NICE LARC Guidelines (2005)
There was a broad awareness of the existence of the NICE guidelines on contraception across the sample. These tended to be viewed as procedural guidelines put in place to ensure correct practice. There was, however, a mixed awareness of guidelines that are specific to LARCs, although the broad message of such guidelines appeared to be fairly well known in relation to extending a wider choice of contraceptive methods to users, and promoting LARCs when appropriate; the specific detail of these guidelines was, however more patchy. 
“There hasn’t been any recent changes to guidelines; NICE are generally just good practice”
 [GP, Sheffield]

The diagram below demonstrates how levels of knowledge vary as a function of differences in both levels of awareness of the actual source of the guidelines (NICE, as opposed to some other body or organisation), and levels of knowledge of the guidelines themselves. It is worth pointing out here the indications from the research that those healthcare providers with the lowest levels of knowledge about the NICE LARC guidelines (source and content) were more likely to be (sometimes unwittingly) following these guidelines because of other influencing factors (see Section 2.2).
[image: image2.png]
To expand on the four categories/knowledge levels identified in the diagram:
High Knowledge Level - healthcare providers in this group (typically Family Planning nurses, Community Clinic nurses and some GPs) were both aware of, and  knowledgeable about, both the source of the guidelines (as being NICE, and specifically about LARCs), and the detailed content. This knowledge of source and content detail tended to be embedded in their daily practice of the guidelines, and could also be related to their adherence to a well-defined service pathway, and/or to a high(er) awareness of costs (both of specific methods to a practice/clinic, and in the longer-term to the NHS and to society). In terms of actually referring to the guidelines themselves, some would consult these closely, at least when they arrived, whilst others were more likely to skim-read, and then file for future reference.  
“I know that there are guidelines to fitting a certain number of coils a year”
 [Gynae Specialist, Coventry]
Selective Processing - those healthcare providers falling into this category (who included some GPs, practice nurses and termination unit nurses) were largely observing the guidelines because of the benefits (and incentives) associated with LARCs and wider choice. These providers had a general awareness of the push for LARCs, but this was not linked directly to the guidelines, and some saw this push as coming from the Family Planning Association rather than from NICE.
“They are useful; you feel that they have been done by people who are experts, so you tend to rely on them”
 [GP, Hackney]

Some Knowledge – this group (some GPs, practice nurses and pharmacists) demonstrated a general awareness of the promotion of wider contraceptive choice and the push for LARCs as coming from the NICE LARC guidelines, but were unable to discuss these guidelines in any detail.
Low Knowledge – those with lowest familiarity levels with the NICE guidelines (some GPs and practice nurses, and school nurses) also demonstrated least knowledge of LARCs both as a group and in terms of individual method, and were least likely to offer a choice of contraceptive option to users. 
“I know that I’m supposed to read them and be guided by them but they are something you receive and read once, then they get filed”
 [Practice Nurse, Lewisham]

Therefore some of these providers appeared much more detached from the NICE guidelines, and although there was no evidence of actual rejection, there was obviously a need to raise awareness for some. 
1.2.2
Information Sources
The general feeling amongst healthcare providers was that they were kept well-informed about contraceptive methods and associated initiatives and that there was certainly sufficient easily-accessible information available. However some were aware that there could be gaps in their knowledge, and some of the less knowledgeable were prepared to admit that they were not especially pro-active about keeping up-to-date with the latest information and developments, waiting for information to arrive (a preference was expressed across the sample for being sent information), rather than seeking it out, and only referencing information sources when issues arose.
The key information sources cited by healthcare providers were as follows:
· Family Planning/(Brook) - key source(s) for the latest information about contraceptive methods, and for keeping up-to-date

· PCT/hospital training /meetings 
“We are linked to the hospital so there is a lot of knowledge sharing and in house training” 
[Gynae Specialist, Coventry]
· Colleagues (contraceptive specialists) were relied on by the less experienced providers - for example, newer nurses in clinics or practice nurses – being seen as approachable, knowledgeable and accessible
· Journals and websites were used  on an ad hoc basis, as needed, to check up on specific user issues and/or questions about methods and practice
“Having internet access is always useful, because you can answer questions about certain contraception prescriptions” 
[Pharmacist, Norfolk]
· Pharmaceutical reps, and the leaflets they provided were seen as key information sources, although these were also viewed with a degree of suspicion, and somewhat less trusted than other independent sources
A variety of sources were used, then, by these healthcare providers, with different preferences across the sample. As a whole, though, the general perception was that yearly/bi-yearly updates were sufficient with proactive searching for information being fairly minimal and only in response to issues and questions.
Two of the most frequently-consulted information sources would appear to offer opportunities for improved information provision as follows:

· Family Planning/ (Brook) 

At present, the Family Planning service was seen as a provider of general training for those involved in contraceptive advice and provision, and many in the sample claimed to attend, every one to three years, to obtain information updates.
“We have to do a contraceptive update once a year, but also I get invited along to things and I like to go along and listen”
[Nurse, SH Clinic, Southwark] 
The Family Planning service courses which provide information about, and/or training in fitting LARCs were also mentioned as critical by many.
Healthcare providers involved in contraception services also noted the ability to visit clinics and having the opportunity to shadow clinic staff. The Family Planning service was also seen as a key source of information leaflets for providers to hand out to users (Family Planning leaflets being generally used where detail is required, and Brook leaflets being noted for a more simple and basic approach about contraception and contraceptive methods).
The book by Professor John Guillebaud – ‘Contraception: Your Questions Answered’ – distributed at Family Planning events was seen as a useful reference source, and other reference points included the Family Planning website, use of the FPA ‘contrapack’, and, for a minority (usually pharmacists) telephone availability and regular contact for updates, rather than actual visits to the clinic for training and information sessions.
In terms of healthcare provider perceptions, the benefits of using the Family Planning service (and or Brook) for information and training are that it is agreed to be both accurate and up-to-date as a source, is usually a reasonably accessible and local resource, and willingly provides leaflets to give to users.
On the less positive side, those providers who were least knowledgeable often claimed that they were unable to find the time to make a personal visit to the local Family Planning clinic to attend a course, or that the courses and events are at inconvenient times of day (lunchtimes, or after work, for example). There was also some mention of difficulties in securing places on training courses (to learn how to the IUD/IUS, for example), because of high levels of demand.
“Not recently…no – it’s been a lot of trouble fitting training in with the working day”
 [GP Practice Nurse, Sheffield]

Where the Family Planning service is concerned, opportunities would appear to exist to deliver both training courses and information updates to providers at their own site, rather than at the Family Planning clinic; this would help to improve access to up-to-date information for the least engaged providers in particular. More – and more promotion of - Family Planning telephone support might also be helpful, since this allows providers to access information on a more ad hoc basis, and involves less commitment in terms of time and availability. Finally, improved access (more courses and more spaces) to training in fitting LARCs might be provided by the service. 
· Journals/Websites

Sources mentioned by providers included the GP handbook, UK MEC, medical and nursing journals such as the Family Planning Journal, the Merrick Bulletins, and Sexual Reproductive Healthcare.  Pharmacists specifically mentioned the BNF (British National Formula) as a regularly-used information source, and the British Association for Sexual Health website was mentioned by some providers. Finally, many healthcare providers mentioned use of Google when seeking out information.
“I often look at the BNF website”
[Pharmacist, Norfolk]
The benefits of using both journals and websites were seen as being immediate accessibility to information and advice, and both were typically used to seek answers to specific issues or queries.  Websites could be used to track media attention in relation to relevant issues, and those websites (such as the BNF) which were known to be updated regularly were seen as valuable sources for the latest information about contraception (including about new products such as the contraceptive ring).
Journals, however, could be perceived as rather dry as well as lacking the specific detail needed to answer particular queries.
Both websites and journals are generally seen as containing a wealth of  valuable information, but the onus is on the provider to search for and locate it, and an opportunity might exist for a service which provides regular updates, with key points précised and consolidated.
"I feel very well informed, the information is out there - you just need to be proactive to find it”
 [Community contraception, Coventry]

2. 
Prescribing Behaviour
2.1   Typical Approach
Many healthcare providers worked from a ‘checklist’ which helped them to assess the range of suitable contraceptive methods to offer a user. The typical approach would be to follow a procedure similar to that set out below:

1. Discuss user request/preferences

2. Discuss medical history

3. Discuss lifestyle factors

4. Discussion of choices: explaining pros and cons of methods requested (and to a varying degree any other suitable/eligible methods)
5. Let user decide which method they would prefer (some health providers encourage users to go away and give some time to considering choices)
“Some things are age related…smoking, high blood pressure, so you assess both their medical and social history”
[Nurse, SH Clinic, Southwark] 
Although the individual components listed in this typical approach are highly consistent, significant variation existed between healthcare professionals in terms of which elements dominate and influence the ultimate prescription most strongly.
2.2
Influencing Factors 
2.2.1  At User Initial Request for Contraception
Key questions asked 

These focused on discussing any preferred method(s) and reasons for these preferences (and if no particular preference, some providers will ask which methods they have heard, or which they know of through, for example, usage by friends). The majority also aimed to establish any specific needs, such as a preference for a hormonal or non-hormonal method, attitudes towards taking regular medication, cultural/religious beliefs, etc. Finally some also checked if any form or contraception had been used previously, how effective (or otherwise) this had been, and any problems/side-effects encountered.
“You need to tell them about everything that exists but they will decide at the end of the day” 
[Family Planning Nurse, Enfield]
These questions were all aimed at establishing individual needs, and as a consequence, user preferences tended to be a key influence for all providers.  However, the impact of these preferences on actual prescribing behaviour was split in terms of:
· providers who prescribe primarily on the basis of user request (particularly GPs in relation to the combined pill) 
· providers who use these requests, and the responses to the initial questions, as a basis to introduce options, before making a final decision about prescribing
The majority of healthcare providers in this sample believed that it was not their role to persuade or convince the end-user of an alternative method to the one requested, and a number felt that to attempt to do this could be counter-productive, leading to resistance, or even outright rejection of a suggested method. Even those who were firm advocates of a wider choice, and were keen to promote LARCs were very cautious about how they introduced an option which had not been raised by the user, or which they felt might be rejected, or initially accepted – perhaps to please the health provider – and then not used, or not used properly.
“There’s no point in persuading someone to use a method that they’re not sure about, or they didn’t ask for, because they won’t be committed to it, and they won’t use it properly.  The whole point is to make sure that they’re using whatever contraception they do use properly”




[Nurse Manager, Termination Unit, Hackney]
Given that user-led preference is such a key influence on prescribing behaviour, widening user perceptions of options prior to any conversation with their provider appears particularly important in the case of at least some healthcare providers.
2.2.2
Establishing Fit with Medical and/or Lifestyle Factors

Key questions asked

These would typically cover any medical indicators or contra-indicators for a particular method, including nature and frequency of periods (heavy and painful bleeding, for example, if which case a user may wish to select a method of contraception which will have the additional benefit of reducing this). It also involved a discussion about their lifestyle including any risk behaviours associated with lifestyle factors (smoking, drinking, social life, weight problems, etc.) and any lifestage indicators (age, presence/absence of children), relationship status and frequency of sexual activity (established partnership, multiple partners, random sexual encounters); number of previous pregnancies and outcomes of these. Some providers also discussed the potential risks to the patient of an unwanted pregnancy. 

“I don’t always show them the whole range…I probably find out about their sexual history, if they have a regular partner, those kind of things…then I come to a judgment”
[Nurse, SH clinic, Southwark] 
The contribution made by these questions to the prescribing decision is to narrow down the range of choices in terms of both eligibility and assessment of suitability for the user. Typically, providers will initially categorise users by age/lifestage, presence or absence of children and current relationship status, followed by a tacit assessment of likelihood of correct usage, and therefore of efficacy; for example, younger women and teenagers can be forgetful and/or not especially compliant, in which case LARCS would automatically present as a favoured option. In the final analysis, the majority of healthcare providers claimed that perceived user acceptance of a contraceptive method, and therefore commitment to correct usage, would be the key driver in their prescribing decision.
“It’s (LARCs) reliability in terms of the patients perspective, there is not a lot they have to do”
[Pharmacist, Manchester]
Most cover the areas of medical and lifestyle indicators to some degree, but limited time available (usually on the part of the provider, who may have a number of patients waiting to be seen) can restrict discussions for some, and providers admitted that there may be instances where lifestyle habits and suitability of method are not fully established.  Some method of initial pro-forma assessment may help to free up time for a more detailed discussion of key indicators, and the presentation of a wider range of options to users. 
2.2.3
Discussion of Choices
In principle, the majority of healthcare providers recognised that discussing/offering the user a wider range of choices is the ideal in terms of service delivery, and that enabling informed choice is important. Since healthcare providers were aware that user requests are not always primarily informed by knowledge of efficacy levels, some will endeavour to promote LARCs where these are both suitable and relevant, particularly those providers who had a greater awareness of the LARC NICE guidelines, and saw the implementation of these as part of their role and remit. These providers would, typically, be contraception specialists such as family planning clinic nurses, and those working in termination units, who are likely to be dealing with audiences who would benefit from these methods. 

“If someone is having problems with their current method…this is a good opportunity to introduce the LARC’S methods”
[Community contraception, Coventry]
Some GPs conformed to the stakeholder model described above, but there was less evidence of this approach from other GPs and some practice nurses. These providers were typically those with less knowledge about NICE guidelines and LARCs, and who tended to see contraception as only one of their responsibilities, or who were less likely to have a specialist role, or to offer specific contraceptive services (fitting implants, or IUDs, for example) at their surgery. Amongst this less knowledgeable group, there was sometimes a tendency to refer users to family planning clinics, and this can led to a perception that the responsibility for prescribing a method of contraception lies elsewhere.
For non-specialists in particular, then, but also for some specialists – at least at certain times - a range of barriers meant that choices (including LARCs) are not introduced and discussed, and users are most likely to be left with leaflets to help them make up their mind if they are unsure about what to choose; either that, or their initial request may simply be accepted without further discussion of alternatives. 

2.2.4
Barriers to Discussing Wider Choice (including LARCs)
A number of factors contributed to the likelihood of a reduced focus on offering wider choice (and on LARCs specifically) for all healthcare providers. However, some healthcare providers seemed to have greater barriers to discussion, and a tendency to avoid wider choice overall, than others.

Patient Expectations
A number of healthcare providers held the perception that some users are not interested in discussing any options other than the one they have requested, or that some may be resistant to discussing certain methods of contraception; for example, if they are considered too ‘invasive’ (IUD/IUS), or too difficult to use (the diaphragm, for example). 
“A lot of patients come in with a clear idea about what they want, from things they have heard from friends or their mums…”
[GP, Lewisham]

In cases of (perceived) disinterest or (anticipated) resistance, many providers tended not to push any further in discussing other methods. This was often less because they are taking the ‘easy option’, but because they believe strongly that persuasion at any level is highly likely to be counter-productive (in that, for example, the user may either reluctantly accept an option, but not use it properly), and for some, unethical.
“If someone is adamant they want to try something, then I’d go along with it”  
[Obs & Gynae specialist, Southwark]
Time
Short appointment times – for example, seven to ten minutes with a GP, or 15 minutes at a drop-in clinic – mean that it is often impossible for the provider to cover the full range of options comprehensively, or even at all.  Some do try to split a consultation across two appointments, but this raises  concerns about ‘losing’ some users, who may not return for a second appointment, and may therefore have no contraception in place at all. 
Other providers, as mentioned, tended to outline what they consider to be the most suitable methods, and give the user leaflets which describe the method in more detail, and which may also cover alternative methods of contraception. 
“We go through 3 or 4 options as we only have a 5-10 minute consultation, I know it’s not much but that’s the way it is in general practice”
[Practice nurse, Coventry]
Detail

Many healthcare providers expressed concerns about overwhelming users with too much information, and in too much detail; this was a particular concern with younger patients, especially teenagers. In this instance, providers aimed to simplify choices and minimise reduce detail as far as possible.  
Lack of Skills
Some healthcare providers lacked either the relevant service and/or skills to administer a particular method of contraception (for example, fitting implants or IUD/IUS, or measuring for a diaphragm). Where services and skills were absent, healthcare providers referred users to Family Planning clinics, but concerns again were expressed that the need for an additional appointment (which usually involves travel time and costs) may deter some users, who will then not have any contraception in place.
“I believe that I know enough to talk at the level at which I talk but for anything else I will point them in the direction of contraception services”

[School nurse, Sheffield]

Prescribing habits

Some healthcare providers had a tendency to focus on methods which were familiar and ‘comfortable’ for them. This can mean that the appointment is quicker, and the method is easier to prescribe, especially where the provider is able to draw on years of experience of user issues, so that they can discuss the ‘favoured’ method from a background of greater knowledge and confidence; this in turn is likely to create confidence and trust in the user. 

Methods with which that provider was less familiar represent a ‘higher risk’ for them in relation to knowledge levels, areas of uncertainty, and less personal experience gathered from users to draw on, which lowers the provider’s confidence about discussing the method; this uncertainty was felt likely to transfer to the user, so that the method is left out of the discussion.
Low user familiarity

The degree of awareness of, familiarity with, and knowledge and   understanding about a particular method of contraception on the part of the user can act as an important additional barrier for many healthcare providers. Some felt they do not have the time to explain the full range in the necessary detail, and/or to answer all the questions which discussion of a new or unfamiliar method might raise for the user; LARCs can suffer in this respect, since some of these are (much) less familiar than long-established methods such as the combined pill or the condom. 
“I just think if you start saying ‘well what about such and such’, it puts them off a bit.  They come in thinking they really want to try something, so I think, fair enough, let them try it”

 [GP Practice Nurse, Sheffield]
2.3
Health Provider Segments
Overall, those advising and prescribing tended to split into 3 types: 

Committed
These providers were committed to discussing wider choice, and believed in actively promoting LARCs where relevant and possible. They tended to have a higher level of knowledge about all contraceptive methods, including LARCs, and to keep more up-to-date and well-informed about contraception generally.  They were also likely to focus more on compliance with the NICE LARC guidelines (and to know what these were, and where they came from). These healthcare providers generally had more time for consultation with users, and, unsurprisingly, tended to be contraception specialists, such as Obstetrics and Gynaecology nurses and nursing staff in termination units. The typical ‘Committed’ approach would be to outline the range of choices, and then to focus on the most suitable options, including active promotion of LARCs where relevant.

“I always let them know the option is there for the LARC methods”

[Gynae Specialist, Coventry]

Pragmatists 

These stakeholder types – typically GPs and Practice Nurses – believed in informed choices for users, but were often restricted by practical constraints surrounding the consultation process, notably time constraints.  They had a generally good level of knowledge about LARCs, and were happy to discuss these where they were seen as relevant, and did not meet any resistance from the patient. The typical ‘Pragmatist’ approach would be to select a few appropriate choices for discussion with the user, and (usually where no method was selected at that consultation), to provide a leaflet detailing the broader choices, so that the patient could consider these, and then return for another appointment and prescription. 
“Our time is short. Fitting is going to take longer, consultation, fitting and then follow up…”
[GP, Lewisham]

Entrenched 

This group of providers had a strong tendency to adhere to familiar prescribing habits, typically focusing on the contraceptive pill (combined or progesterone-only, as appropriate). They had a generally low(er) awareness of, and detailed knowledge about, the range of contraceptive methods available, and about LARCs specifically. This healthcare provider group contained both GPs and Practice Nurses who saw contraception as a smaller part of their role (than those in the ‘Pragmatist’ group), and were most likely to take a patient-led approach, responding largely to user request for a specific method of contraception.
“…and if one day they are not happy with the pill anymore, they will know about injections or implants and will ask for it”

[Practice Nurse, Enfield]

Pharmacists and school nurses generally lie outside the three typologies identified, because their role as a provider and/or adviser is restricted to EHC (in the case of pharmacists) and condoms (pharmacists and school nurses. 

Where pharmacists were concerned, their role may be further restricted by the unavailability of a suitable consultation room (although most do appear to have some type of space for private discussions with users). Some pharmacists in the research sample claimed that they did try to provide advice and signposting (to contraceptive services at Family Planning clinics and GP surgeries) to women whom they had identified as repeat EHC users.

School nurses can be constrained by the needs and sensitivities of their particular school, and the parents of pupils (particularly where the school has religious affiliations). Individual levels of knowledge about contraceptive methods varied within this group, but were typically lower than those of prescribers, owing to their much lower connection with user experiences. Knowledge about LARCs was often particularly scant, although many appeared open to passing on information to users, if they had this to hand.
“I am unable to offer or distribute any contraceptives; I have to put a case together to plead with the governors”
[School nurse, Manchester]

Whilst pharmacists and school nurses are more detached from the process of discussing wider choice, and promoting LARCs at the moment, because of their non-prescribing status, it is worth considering their potential for facilitating learning about choices (pharmacists appeared particularly keen to play more of a role in this respect). Both groups can also act as useful channels for information distribution; for example, simple handouts outlining the range of contraceptive choice are likely to be utilised at appropriate points such as requests for EHC. 

2.4
Other Factors Influencing Prescribing Behaviour
Various other factors resulted in a provider choosing to prescribe certain contraceptive types over others, principally:
· Perceived efficacy
Methods which were more effective at preventing pregnancy, especially those which did not rely on high levels of user compliance were favoured by some providers (when considered appropriate and suitable for a particular user). For example, the implant or injection might be offered to, discussed with, and prescribed for, younger single women and teenagers, rather than the combined pill, which although has high efficacy when used correctly, was perceived as less effective amongst an audience who are more likely to forget to take it as prescribed. 
“…or in other cases, you might suggest injections or implants – maybe if they were worried about forgetting to take their pill at the right time”
 [Pharmacist, Manchester]
· Other effects

Some methods were seen to confer benefits unrelated to contraceptive effect, but still related to user needs; for example, the beneficial effect of some brands of contraceptive pill on poor skin and acne, or the reduction of dysmenorrhoea or heavy bleeding. However, some potential side effects could also raise concerns, and prevent consideration of a method in particular cases; for example, the potential effect on longer-term fertility of some hormonal methods, or the possible reduction in bone density in younger women due to prolonged use of the injection.
“…they respond differently…if heavy periods respond favourably to the Mirena, because they want to have something that sorts out two problems for them at once.”

[Obs & gynae specialist, Southwark]
· Cost/incentivisation

There were some instances of QOF incentivising some GPs to prescribe LARCs over other types of contraception from the research. The combined pill and the progesterone-only pill were generally viewed as less costly methods of contraception to prescribe, although this was acknowledged to vary by brand. In many cases the ‘cheapest’ version (Microgynon) was routinely prescribed, with the brand of pill only being changed if the user reported unacceptable side-effects (nausea, weight gain); Yasmin, on the other hand although apparently more tolerated by users, was seen as much more costly to prescribe, and often avoided unless a specific request was made by a user who was aware of the brand.
 “Yasmin is too expensive…about £12”





[Pharmacist, Norfolk]
LARCs were seen by some providers (generally those who were more aware of the NICE contraceptive guidelines) as the most cost-effective method over the longer-term, since they involved fewer return visits and consultations, involved minimal administration costs, and had high efficacy levels, so led to lower rates of pregnancy termination.  In contrast, however, some providers regarded some LARCs as expensive to both fit (training of health professionals and time taken to fit the method) and administer (especially where users requested removal).
 “Oral contraceptives are quite cheap compared to IUD, injections etc.” 
[Pharmacist, Southwark]

· QOF
Opinions were divided, as to the real influence of QOF, with some healthcare providers admitting to being influenced by the scheme and others claiming to prefer to advise each patient regardless of QOF. Regardless of claimed behaviour, there appeared to be very little negativity towards the inclusion of contraceptive methods in QOF overall, and some evidence that it helps to raise consideration of LARCs, if only because QOF is likely to increase provider awareness of the NICE guidelines in this respect.

Views on the effect of QOF on prescribing behaviour were evenly-spread across the sample in terms of those who claimed they had little or no effect on their behaviour, and those who admitted that QOF had led to at least some consideration of prescribing a particular method, if not an actual change in their established behaviour. Opinions also varied as a function of incentivisation schemes already in place and the personal preferences of the practitioner for recommending some methods over others.
These opinions ranged from instances (given by some GPs and Practice Nurses) where QOF was believed to have had a significant impact on prescribing behaviour; for example, the patch diminishing in popularity (with providers) because of not being part of QOF versus an increase in the fitting of implants because this method is part of QOF.
“There was some problem with payment for doing it before, but now we do get money for it, and since then they’ve become more popular - everything’s money these days”

 [GP Practice Nurse, Sheffield]

It is worth noting in passing that this effect on prescribing behaviour can be significant in terms of prevalence amongst the user population, since word-of-mouth was highly influential in spreading familiarity and acceptance amongst social networks. Some providers who had started offering implants (but not promoting the patch) after these became part of QOF had noted a marked increase in user requests for this method, which was directly attributed to the word-of-mouth effect.

“We used to get money for fitting coils, but not putting implants in, but now we do, and since then they’ve become more popular”





[GP Practice Nurse, Sheffield]
This ‘virtuous’ circle of prescribing behaviour and word-of-mouth ‘promotion’ amongst users can be significant in relation to spreading awareness, familiarity and usage of LARCs.

Some providers (mostly Practice Nurses ‘processing’ GP prescriptions) considered that they simply passively accepted QOF, and viewed logging QOF methods as just another data processing task. Still others (some GPs and Practice Nurses) claimed that QOF had little if any impact on behaviour in their own practice (and some of these had strong personal opinions over the ethics of informing the patient of the full range of contraceptive options).
 “It shouldn’t affect prescribing“



[Practice nurse, Coventry]

· Revised QOF

As of April  2009: Three new QOF indicators and 10 extra points will be allocated to GPs from April 2009 for establishing a register of women on LARCs and offering advice on provision to women on other forms of contraception.
There was little belief amongst healthcare providers in this sample that the Revised QOF would change matters dramatically in relation to prescribing behaviour, but there were certainly no objections to the revision. Most providers tended to view the Revised QOF as simply a continuation of current prescribing practices (where QOF was in place).
“I’m not hugely influenced by QOF, but this may become more relevant after March and all the changes”





[GP, Sheffield]
“There’s a new QOF point to discuss LARCs but I don’t feel it’ll have an impact on what I’d prescribe as I was aware of it before” 





[GP, Essex] 
The anticipated effects of Revised QOF are not seen as being of major significance in relation to LARCs and offering wider choice, but more as another step in the right direction by many healthcare providers.
2.5
Service Pathways/Referrals
There appeared to be generally very few issues regarding referrals, with most healthcare providers knowing who and where to refer patients if necessary; however a small number of providers did identify a need for further options.
          GPs

Those who did not offer fitting services for LARCs (because no one at their practice was trained or qualified to provide these) would refer patients to the local Family Planning or sexual health clinic. There were, however, concerns from GPs in rural locations about these clinics being less accessible in their area (due to distance and cost of travel to the towns where clinics were located). These GPs felt that some users might not follow the referral route (through time pressures, lack of funds, or simply apathy), and had few, if any, follow-up procedures in place to check whether or not a user had attended a clinic and obtained contraception. 
“I don’t personally put in the implant but I refer them to the family planning clinic...I have referred quite a few’” 

[GP, Hackney]
          School Nurses

Since this group of healthcare providers were not actually prescribing contraception (and in some cases were not confident about giving advice), many tended to refer students to Family Planning or Brook clinics for more information and consultation. Some School Nurses felt that they were not very well-informed about the range and locations of services in their area, and that they would appreciate more information about what was available (and ideally on a small card which they could give directly to students).
          Pharmacists

Some of these healthcare providers were referring users to GPs for advice about choices, and for actual prescription of a method, whilst others signposted clinics for further information/discussion; a number referred users to specialists for certain methods such as Natural Family Planning or sterilisation. 
“If it’s four days after intercourse, we would have to refer them to a family planning clinic where they would be offered the coil…”

[Pharmacist, Late-Night Superstore, Manchester]
Across the sample, then there were indications of a need to highlight places for referral at a local level, especially for those not offering any services themselves, or who were restricted by the type of advice they were able to give.
3.
Prescribing Outcomes
3.1 Overview
As discussed, a variety of factors operate in both driving and preventing the discussion of wider choice and/or the promotion of LARCs by healthcare providers. The barriers which operate can reduce focus on the discussion of wider choice and LARCs for all to some extent, but some barriers are stronger with some health providers, who can demonstrate a greater tendency to avoid such discussions. 
The three attitudinal types identified from the research also demonstrate variations in terms of likelihood of focus on discussing choice and LARCs.
In terms of the overarching influence on prescribing outcomes, two key factors appear to dominate, namely, user request and perceived level of efficacy. The degree to which these two factors drive prescribing outcomes also varies across health provider types, with the ‘Entrenched’ being more influenced by user request. Differences in perceptions of efficacy are also an influencing factor.
3.2 Key Factors Influencing Prescribing Outcomes
As the following diagram shows, perceived efficacy and user request have most impact on prescribing behaviour amongst health providers.
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3.2.1 Requests and Prescriptions

The effect of user request on prescribing behaviour was apparent in the close correlation between the number of requests made and the frequency with which the method(s) requested were actually prescribed, as the following data shows:

Community Contraception services

· Most frequently requested: Combined Pill, Condoms, Implant, EHC

· Most frequently prescribed: Combined Pill, Injection, Implant, IUD/IUS


Obstetrics & Gynaecology specialists

· Most frequently requested: Combined Pill, Condoms

· Most frequently prescribed: Combined Pill, Injection, PO pill, IUD/IUS

Pharmacists

· Most frequently requested: Combined Pill, EHC

· Most frequently prescribed: Combined Pill, EHC, Condoms 
Primary Care GPs

· Most frequently requested: Combined Pill, Injection

· Most frequently prescribed: Combined Pill
Practice Nurses

· Most frequently requested: Combined Pill, Implants, Injection 

· Most frequently prescribed: Combined Pill
School Nurses

· Most frequently requested: Condoms
· Most frequently prescribed: Condoms
“I tend to be prescribing the pill 4 or 5 times a day whereas the injection once a week“ 
[GP, Sheffield]
“Microgynon is the most commonly prescribed, and also the cheapest“ 
[Pharmacist, Norfolk]
User requests were dominated by the combined pill across all healthcare providers, although specialists tended to prescribe a wider range (of types) in response to these requests. GPs and nurses stand out as providers where most input and assistance would appear to be required for extending and evolving current practice.
3.2.2
Perceptions of Efficacy

In overall terms, the majority of healthcare providers appeared to be aware of the efficacy levels of different methods of contraception. Perceptions varied, however according to three main factors:
· Functional considerations: the role and remit of the provider, their skills and qualifications, and the on-site facilities available (for fitting)
· The nature and degree of any feedback: scope of consultation, exposure to feedback, return visits by user
“…and people will take them out - if you’ve got a five or ten minute appointment with your GP, he’s not going to sit there and ask you why you want your coil taken out”

[Nurse, Termination Unit, London]
· The user audience type: for example, termination clinic nurses were more likely to be dealing with terminations arising from condom or pill (usage) failure, whereas pharmacists would typically be providing contraception without any subsequent feedback about its efficacy
LARCs (Implant, Injection, IUD/IUS),plus sterilisation, were considered by providers to have the highest rates of efficacy, not least because they are not user-dependent. The type of LARC most prescribed varied across providers, and was frequently dependent on the availability of skills, facilities, and any incentivisation.
“I’d say all of the LARCs are very effective because they are not user-reliant”
[Gynae Nurse, Manchester]
Pills and Condoms: Although pills are a notoriously user-dependent contraceptive method, healthcare providers took very different views on efficacy levels. Contraceptive specialists in this sample were more likely to perceive percentage efficacy as being in the low 90s – or even lower – because of non-compliance certain younger audiences.  Other providers – some GPs and Practice Nurses (particularly ‘Entrenched’ types, and those with a broader range of patients) considered the combined pill to be nearly as effective as LARCs, that is, to have a 99% efficacy level. Condoms were more likely to elicit a broader range of efficacy levels, 90-98%, across the sample.
“…so in that respect, I’d say the pill is both the most and the least effective...because of user forgetfulness”
[Nurse, Community Contraception Clinic, Southwark]

The Patch, Female Condom, Diaphragm, Natural Methods: these were generally perceived as having less efficacy, and were seen as only suitable for specific audiences. 

LARCs are known by providers to have the highest levels of efficacy, but the distinction between efficacy levels of LARCs and the combined pill varies by type of provider. Those who perceive LARCs as more effective are, not surprisingly, more likely to prescribe a LARC method rather than the combined pill, whereas those who see the efficacy levels of the two types of method as very similar may well choose to prescribe the combined pill.
3.2.3
Overall Prescribing Levels of Contraceptives

The following diagram illustrates the prescribing levels of different contraceptive methods across the research sample, and demonstrates that the pill, EHC and condoms were the most prescribed methods overall. LARCs were increasingly seen as a highly effective option by ‘Committed’ provider types and some ‘Pragmatists’, but were often relegated to a lower position by ‘Entrenched’ types, unless directly requested by a user.
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3.2.4
Overview of Prescribing Preferences

In overall terms, the combined pill, condoms and EHC were all prescribed frequently by providers, in response to high user request. These methods were ‘popular’ with GPs and pharmacists because their universal familiarity makes them acceptable to users, and raises few, if any, issues for them.
 “I feel more at ease prescribing the pill, there’s lots of different types, one to suit most people”
[GP, Lewisham]
These methods were seen to be increasingly losing ground to LARCs, at least in the case of ‘Committed’ and some ‘Pragmatist’ provider types, primarily because of  their user-dependent nature.
The injection, the implant, the IUS and the progesterone-only pill were comparatively prescribed at medium levels in this sample. User request levels for these methods were variable, but requests for LARCs were perceived by providers to be increasing. 
The implant and/or the injection were increasingly considered by a number of healthcare providers because of their non-dependency on user compliance and the low levels of maintenance and administration required once prescribed. A degree of caution was apparent from some healthcare providers working with younger (teens and early twenties) users in relation to the injection, however, because of concerns about possible side effects relating to bone density.
“The great thing about the implant is that it’s a small procedure - and it lasts for three years”
[Gynae specialist, Manchester]
The IUS and the progesterone-only pill were often prescribed by contraceptive specialists, particularly those working in gynaecology, since they were perceived as the most obvious alternatives (to IUD and CCP) when dealing with user issues.
The IUD emerged as a popular option with a wide range of healthcare providers (Gynaecology Nurses and some GPs) for older women, and those who had already had children as the IUD was seen as more appropriate for these women and likely to be less problematic in terms of fitting or complications.
“From the safety profile, the IUD is best; there won’t be any interaction with other medication, as opposed to the oral ones…”

 [Pharmacist, Southwark]
Those contraceptive methods which were only requested infrequently, and/or which were perceived by providers to offer lower efficacy levels had correspondingly lower prescribing levels.
Requests for sterilisation were low and typically referred on to specialists by healthcare providers. The patch continues to be prescribed by a minority of GPs, but was widely viewed as having been supplanted by the injection and the implant. The diaphragm was viewed as largely redundant by most healthcare providers; user requests (mostly post-partum) for this method were very low, and appeared to be dwindling.
“The diaphragm is the least popular - but also because we don’t ‘sell’ it as such”.
[Nurse, SH clinic, Southwark] 
There was no evidence in this sample of the female condom being prescribed, and although providers were familiar with this method, it was regarded as unpopular with users, and not really considered as a viable method.
Natural family planning was seen as most frequently used, and more appropriate, for aiding conception, rather than for preventing it, and was only suggested by providers when the user had rejected, or was unable to use, other methods of contraception (this was usually due to religious beliefs).

The growing popularity of LARCs amongst providers was matched by an increasing recognition of the shortcomings of the pill, condoms and EHC amongst the ‘Committed’ and some ‘Pragmatist’ types.
4.   Specific Methods – Perceptions and Prescribing Practice
4.1  Combined Pill
The majority of healthcare providers were aware of the basic facts, pros and cons and 99% efficacy rating in relation to this method of contraception.  Whilst all appreciated that user behaviour was key to success or failure of this method, a number of providers either did not mention, or, conversely, focused specifically on the reduced (92%) efficacy level which resulted from user non-compliance. 
Providers were most likely to prescribe the combined pill for use by younger women (teenage years to early 30’s), and especially for teenage girls, students, and young professional women (i.e. those not in well-established relationships, or likely to engage in shorter-term relationships, moving on to new partners relatively frequently). The combined pill was also routinely prescribed for those with some menstrual disorders, typically irregular or infrequent periods and/or heavy bleeding.
This method was universally regarded as medically unsuitable for older women (35-40+ years), and those who were overweight, smoking, or breastfeeding, due to the increased risks of, for example, blood clots and breast cancer; in these cases, the likelihood was that the progesterone-only pill would be prescribed as the ‘next best’ option (an additional rationale being that older women were more likely to be compliant when using this method, so the reduced window was seen as less of an issue).

“If someone came in wanting the pill, and they’re in their 40’s…it’s difficult to say ‘you’re too old’, but you would tell them about the increased risk of thrombosis”
[GP Practice Nurse, Sheffield] 
Healthcare providers tended to view the combined pill as a (relatively) cheap (especially if Microgynon was prescribed) and effective method of contraception, and one which was popular with many women since it mimicked their natural cycle. Lighter periods were also seen as a key benefit, as well as offering a woman the ability to manipulate her cycle if she wished to miss a period altogether (for example, during exams, or when on holiday).
The wide range of types/brands of combined pill offered scope for a degree of choice about which to use, so that, for example, brands offering specific health benefits (Dianette for controlling acne, for example) could be prescribed.
However, some of these brands – notably Yasmin and Dianette – were considered too expensive to be widely prescribed by a number of providers, particularly those working in sexual health clinics and some GP surgeries; these brands were only prescribed for users who reported persistent problems with cheaper brands such as Microgynon. 

“If someone wants a particular pill, we try to give it to them if it suits; otherwise we start with microgyon as it’s cheaper””

[GP, Sheffield]
The subject of user compliance was widely raised, but many providers felt that the benefits of the combined pill largely outweighed the ’12-hour window’ issue. However, many felt that time needed to be taken to explain the importance of using the method properly, so that patients fully understood how to use the combined pill for maximum efficacy, as well as the increased health risks which might be involved for some users. At the moment, many consultations are rushed, and the risks are typically conveyed  via a leaflet handed to the user (who is unlikely to read it subsequently).
The ‘sell’ for the combined pill was often seen as relatively easy, since users are very familiar with the method, and frequently request it from providers. In these situations, some GPs were likely to dispense it without discussing other options, and for these healthcare providers, providing a rationale for how LARCs are a  ‘better version’ of the combined pill for some women (given lifestyle behaviours and attitudes) may help with facilitating both discussion of these methods, and ‘selling them in’ to users. 
“…they’ll know someone who’s had it, or their mother will say, ‘you need to go and get yourself on the pill’, so that’s what they come and ask for’”
[GP Practice Nurse, Sheffield] 
4.2 EHC
Knowledge relating to efficacy levels, and to how these reduce with time, was good amongst all healthcare providers in the sample; most of them were also aware of the potential to use an IUD as alternative emergency contraception (although this was rarely offered by most). Many providers claimed not to view EHC as a ‘true’ form of contraception. 
“The sooner you take it, the more effective it is, but still within 72 hours, the earlier you take it, that doesn’t seem to have got through to clients”





[GP, Essex] 
“I don’t see emergency contraception as a form of contraception”
 [Practice Nurse, Lewisham] 
EHC appeared to be supplied mostly by pharmacists or, in the case of younger women (teenagers and early 20s) through Family Planning, Sexual Health, or Community Clinics, via a range of payment structures, or free of charge (the wide variation in terms of cost/free of charge within any one PCT was noted by one or two providers, who felt that this might need to be addressed in more socially-disadvantaged areas).
Providers viewed EHC as, ideally, an emergency response to a one-off scenario (which might also act as a ‘wake-up call’ to seek a reliable method of contraception). It was considered easy to use and fairly accessible, although to be avoided as a regular form of contraception to suit a particular lifestyle.  Several providers gave anecdotal evidence of repeated use of EHC by some young women, and some – notably pharmacists, who tended to be approached rather than risk the wrath of a GP -  mentioned targeting such individuals for a discussion of alternative methods (or at least signposting where they could consult about these). Concern was also raised about the inability of some users to adhere to timing advice when taking EHC, leading to failure of the method.
“I think some of it is misinformation… young people – anything from 16 up to 23 – think that this is a method of contraception”
[Nurse, Termination Unit, Hackney] 
EHC was typically dispensed as result of (claimed) condom or pill failure or because no contraception had been used at all. Repeat requests, where noted, were usually challenged by a provider, and also offered an opportunity for providing information. Providers were aware, however, that some repeat users were likely to ‘do the rounds’ of pharmacies and clinics so that they remained undetected; this type of behaviour would indicate that every request for EHC should be used as an opportunity for information provision/ discussion.
4.3
Condoms
All healthcare providers were aware of the detailed facts relating to this method of contraception and of the 90-98% efficacy rating. Condoms were most typically recommended by sexual health clinic nurses, school nurses and gynae clinics, and prescribed mainly for young people, especially those with multiple partners (as protection against pregnancy and STIs). 
“Some of our clients have multiple partners, or their partners have multiple partners…so we also offer condoms to 80% of our clients “
[Nurse, Sexual Health Clinic, Southwark] 
Some providers were prescribing  condoms for older women and women who had borne children, and who were in stable relationships, since they felt that these women were more likely to use condoms correctly, as well as being less likely to become pregnant if the method failed for any reason (because their age means it’s less likely!)
“A lot of women post pregnancy just want to use condoms”
[Gynae Specialist, Coventry]
Providers at Sexual Health and Gynae Clinics claimed to offer condoms to most clients who were prescribed hormonal methods of contraception, as a ‘double Dutch’ protection, and some pharmacists recommended condoms to repeat EHC requesters.
The main benefits of condoms were seen to be protection against STIs, ease of use (once familiar with how to use), very easy access, and being available in a wide range of different formats (flavours, colours, etc.). However, they were admitted to be easily forgotten when a range of contraception methods was being discussed. In addition, there were some concerns that if used incorrectly they could lead to pregnancy and/or transfer of STIs (some providers – notably termination unit nurses – saw splitting of condoms, or poor usage, as being responsible for the majority of termination requests). Healthcare providers also recognised that ‘double Dutch’ was unlikely to be used by many couples, particularly once a relationship had been established. 
“I think a condom is alright, it’s a good contraception because it protects against STIs as well.  Obviously you have to know how to use them properly”





 [GP Practice Nurse, Sheffield]
As a method, condoms appeared to be nearly always prescribed for young people by contraceptive specialists, but could be overlooked by other providers.
4.4  Progesterone-Only Pill

Most healthcare providers were aware of the basic facts pertaining to this method, and of its 99% efficacy rating. The progesterone-only pill was typically considered by providers as an alternative to the combined pill where side-effects might be a factor. There was a reasonable awareness of the ‘pros and cons’ of this method, although this was not consistent across the sample.
Providers were most likely to prescribe this method for women who were unable to take the combined pill because of various contra-indications; for example, new and nursing mothers, those with a family history of cancer, and those with issues such as being a smoker, being overweight, or being 35+ years. It was also seen as a useful alternative to the combined pill when users were unable to tolerate some of the side-effects of that method.
“You do get people who say the combined pill gives me headaches, makes me feel sick…so you can ask ‘have you tried the POP?’”  
[Nurse, Termination Unit, Hackney] 
All the healthcare providers in the sample were aware of the benefits and drawbacks of the progesterone-only pill in comparison with the combined pill, and commonly prescribed it as an alternative when this method could not be used. Cerazette was often the favoured brand for some GPs and Practice Nurses, since it offered a longer ‘window’ in which to take the pill if the normal time was missed for any reason; it was also preferred by some because of its effect in relieving acne. 

“Cerazette is a popular one because of its greater window of a 12 hour margin”






[Pharmacist, Norfolk]
The smaller ‘window’  for taking the progesterone-only pill meant that some healthcare providers avoided prescribing this method for younger women whom they considered might be forgetful in relation to taking the pill at the same time each day. This method also offered less opportunity for controlling the female cycle than the combined pill.  Some providers claimed they were less likely to consider prescribing this method for obese women, because of concerns about efficacy.
“My concern with the progesterone-only pill is in super-obese women, how effective is it? We had a lady of 30 stone, we decided to give her double the dose” 
[Practice Nurse, Lewisham]
The progesterone-only pill was most commonly offered as an alternative to the combined pill when users were unable to take, or needed to move from the combined pill to another method of contraception because of age, lifestyle or medical issues.
4.5   The Implant

Contraceptive specialists tended to have the highest levels of knowledge about this method, primarily from direct experience of fitting implants. These providers were most likely to know the detail around best use and potential side-effects, as well as being aware of recent guideline changes relating to the positioning of the implant itself.
Other health providers (typically Practice Nurses, some GPs and pharmacists) demonstrated variable levels of knowledge, usually because they did not offer or fit implants at their site due to the lack of anyone trained to do this. 
This method of contraception was generally prescribed for young women and/or those with ‘chaotic’ lifestyles, and was considered a particularly good option for younger women post-termination, since it did not rely on user compliance (for at least three years).
“I think the implant is great for younger women who aren’t reliable users of the pill so it’s something we try and discuss with them’






[GP, Sheffield] 

On the plus side, the implant was seen as having very few side effects and as being easily reversible, as well as relatively inexpensive (by some). QOF points appeared to be driving prescription levels with some GPs. 

“I like the implant for the younger ones because fertility returns straight away”




 [GP Practice Nurse, Sheffield]
A number of healthcare providers considered the implant to be preferable to the injection for younger women, since fertility was likely to return more rapidly, and there was no effect on bone density. 

“I prefer to recommend the implant rather than the injection because it covers them for 3 years and has less side effects”




 [GP, Essex]
However, concerns were expressed by some that the ‘fit and forget’ nature of the method might lead to an increase in STIs. There was also some anecdotal evidence of anxiety from some users around irregular or no bleeding, as well as a perception from some users of of loss of fertility for between three and five years. 
“You can get irregular bleeding, or no bleeding, and that makes some women anxious… Some also get confused and think you lose fertility for the 3 years and are unaware it returns to normal if you have it removed”




[Nurse, SH clinic, Southwark] 
The implant appeared to be increasingly considered by a number of providers as a robust long-term contraceptive option,  but a lack familiarity arising from low user request levels, and not offering a fitting service, reduces salience for some, so that the method is less likely to be included in any discussion of options. 
4.6 The Injection

Most healthcare providers knew the basic facts about this method, and rated efficacy highly (over 99%), particularly those working on the front-line with younger audiences. Some school nurses referred girls on to clinics where injections were prescribed. However, not all providers were aware that the injection was a relatively costly method in comparison to other LARCs.

“I tend to steer young people in the direction of the injection as there is less chance for them to forget”
[GP, Lewisham] 
The injection was most often being prescribed for young women and those with ‘busy or chaotic’ lifestyles. The benefits of this method were considered to be that it did not rely on user compliance for a twelve-week period, and that, for some users at least, the absence of a bleed was an advantage. There was also some evidence of beneficial pricing structures driving prescription of the injection in some GP surgeries.
“I am seeing a lot more young girls who are on the injection; it’s good if their lives are more chaotic they don’t have to remember contraception”




[School nurse, Manchester]
“The way we make our money on this is, we buy in the injections, then get reimbursed from the Prescription Pricing Authority, and they give us more than what we pay out’”
[GP Practice Nurse, Sheffield]
On the negative side, due to the cumulative contraceptive effect, the injection was not considered appropriate by some providers for women in their thirties or forties who might wish to become pregnant in the short-term, since fertility might take up to a year to return. 
“The important thing to establish with them is ‘do you plan to have a child in the next 2 years?’”
[Nurse, Sexual Health Clinic, Southwark] 

The effect on bone-density (of prolonged use) meant that a number of healthcare providers were not prepared to prescribe this method for young women under 21 years, although not all providers were aware of this issue.
“I don’t prescribe it to under 21s because of bone density effects” 
[GP, Essex] 
There were also concerns by some providers that women would not remember to make an appointment for their next dose and therefore be unprotected at that time. Some clinics and surgeries mentioned using text reminders as an important aspect of avoiding this issue.

“But a woman has to remember to have the injection at the correct time. After 13 weeks, if you’re 2-3 days late, you lose your contraceptive effect; it’s very, very precise”




[Pharmacist, Manchester]
The injection appeared to be increasingly prescribed to young adult women as an effective, medium-term contraceptive solution but concerns about side effects prevent this method being considered or offered by some providers to some users. 
4.7 IUS

Knowledge about this method was generally good in the case of most healthcare providers, and it was rated as highly effective (over 99%). There was, however, generally less knowledge about the IUS than about the IUD and lower knowledge about the method amongst non-prescribers (pharmacists and school nurses). 
The IUS was typically being offered to older women in their thirties and forties, who already had children, although some clinics and GPs were starting to discuss this method with younger women and some teenagers (and especially those potential users who were terminating a pregnancy). This increased tendency to offer the IUS may be related to the fact that it now attracts QOF points for prescription.
The method was considered to be a good modern alternative to the IUD, and one with fewer side-effects. It was considered to be particularly beneficial in alleviating heavy periods, and the fact that no period at all might result from usage was reported as being seen as a positive by some users. One or two providers viewed the IUS as useful to prescribe as a ‘test-run’ for those women considering sterilisation, and some offered it in conjunction with a termination, since it could be fitted immediately subsequent to the procedure.
 “They are quite good because on the whole you can put them in and forget about it”
[Nurse, SH clinic, Southwark] 
“‘It’s quite good in Hackney with our Afro-Caribbean women – a lot have fibroids…so painful periods, so the IUS for them brings an added bonus” 
[Nurse, Termination Unit, Hackney] 
“This is a fantastic option for women – the traditional copper coil gave heavy periods, whereas this one is light”
[Gynae Nurse, Manchester]
From the negative viewpoint, many providers reported that the fitting process was considered invasive, often painful, and sometimes embarrassing by women and young women in particular, and that some users found the absence of a period, or the significant reduction in bleeding disconcerting. 

Some healthcare providers were not trained to fit the IUS, and therefore were unable to offer it on-site, and were obliged to refer users on to a specialist; this lack of training reduced familiarity with the method for some, with a possible corresponding reduction in the likelihood of introducing it as a possible option. 

The IUS was mostly prescribed to older females (post-children) by providers in this sample.  Some (often the contraceptive specialists) considered it a viable method for younger women, but high levels of user resistance could make the ‘sell’ difficult. 
4.8 IUD

Again, there was good stakeholder knowledge about the IUD, and it was rated as highly effective (over 99%). As with the IUS, those who were trained to fit the IUD had a more detailed knowledge about it as a method of contraception. 

The method was typically offered by providers to older women (in their thirties and forties, who had completed their family, particularly those who wanted to avoid using a hormonal contraceptive, or those who considering sterilisation (like the IUS, the IUD could be seen as resembling ‘reversible’ sterilisation); similarly, it was considered to be a good post-termination option by some providers (notably specialists and those working in termination units).
Some reservations existed amongst some providers about prescribing the IUD for younger women, because of concerns about infertility and/or and increased risk of contracting an STI. 

“The IUD increases the chance of an infection so I wouldn’t advise that for those with many partners” 
[Contraception Clinic Nurse, Southwark] 
“I heard that IUD’S cause infertility in young people who haven’t had a child so I wouldn’t offer that as a first choice”
[Practice Nurse, Lewisham]
Many health providers claimed that it was impractical to fit the IUD on-site, so typically referred users on to specialists. A number claimed that they would not prescribe this method for women with heavy periods.
Some providers offered the IUD as an alternative form of emergency contraception when EHC was requested, and one or two would take the opportunity to promote the method as a highly effective ‘fit and forget’ long-term contraceptive. Take-up by users was reported as very low in these circumstances, however,  to some extent owing to the necessity of having the IUD fitted by a trained health professional, but also because of the negative anticipation of (usually younger) users that fitting the IUD would be an unpleasant or painful experience. 
The IUD was mostly prescribed for older women favouring a non-hormonal contraceptive option.  Most providers were less likely to suggest the IUD for younger women, anticipating strong resistance to this option. 

“From the safety profile, the IUD is best, there won’t be any interaction with other medication, as opposed to the oral one, apart from other side effects such as cancer...” 
[Pharmacist, Southwark]
4.9 Patch

There was generally a good level of knowledge of all the information about this method of contraception amongst specialist nurses, GPs and pharmacists. However, not offering this method on site meant that knowledge levels could be lower amongst some clinic nurses and school nurses, and some GPs and practice nurses.
“I don’t come across the patch very often…lots of GPs prescribe it, but don’t always talk it through with them as to how to use it, so we often talk it through with them and then ask the GP to prescribe it”
[Nurse, SH Clinic, Lewisham] 
The patch was considered appropriate for a wide range of women, and was sometimes positioned by providers as an alternative to the combined pill. Some pharmacists and GPs favoured this method because of the absence of any serious side-effects.  
However, in overall terms, the method was seen to have few major benefits in comparison to other (more familiar) options, and a number of barriers were mentioned by providers which acted to reduce their propensity to prescribe the patch. The most frequently-mentioned barriers in this respect were:
· concerns about erratic/incorrect use (remembering to replace the patch after the week of non-use), making the method less suitable for younger (more forgetful) users, and those with busy or chaotic lifestyles

· product failure (the patch falling off)

· visibility of the patch leading to user resistance

· (relative) expense

· lack of familiarity amongst users
 “I think that because there’s less publicity about the patch, women don’t tend to ask for it” 
[Pharmacist, Late-Night Superstore, Manchester] 

“Never prescribed it, don’t know much about it and never had anyone ask for it, why wouldn’t you just give the pill?”
[GP, Essex] 
Overall, the patch was unlikely to be prescribed by most health providers, due to its low popularity amongst users, although it was still recommended by a minority of GPs.
4.10 Diaphragm

Most healthcare providers were aware of the basic facts about this method, but estimates of efficacy ratings varied from 80% – 96%. Those working with younger audiences were least familiar with the diaphragm, and it was very rarely fitted by any of the health providers in this sample; many regarded it as an old-fashioned or outdated contraceptive method.
Where it was prescribed, this was generally for older, mature women, usually in established relationships, and who might be seeking a hormone-free option. Such women were regarded as being reliable users, who would be confident about fitting and removing the diaphragm, and for whom pregnancy would not be a ‘disaster’ if the method failed.  Reported failure rates were non-existent from providers in this sample, which tended to confirm their assumption that women who experienced such a failure would continue with the pregnancy, rather than seek a termination.
“These women are less likely to get drunk and not be able to put their diaphragm in”
[Nurse, Sexual Health Clinic, Southwark] 
The diaphragm was not considered to be a viable option for young women, or for those with ‘chaotic’ lifestyles, and was not usually mentioned to these users because of healthcare provider concerns that the method would not be used correctly. In addition, anticipated user resistance because of perceptions that the method would be both messy and complicated meant that providers were disinclined to mention it in a discussion of possible options.
“I have had three requests for the diaphragm in three years…”




[Nurse, Sexual Health Clinic, Southwark] 
 “I think it would be less common for a woman to go from say, a condom to a diaphragm…it would usually be the pill”
[Pharmacist, Late-Night Superstore, Manchester]
In addition, its lack of familiarity amongst users, and therefore its popularity, meant that few health providers had any training in measuring for and fitting diaphragms. 

4.11 Sterilisation

Levels of knowledge about this method varied, and related to estimates of efficacy levels. Many healthcare providers perceived efficacy to be 100% in relation to both male and female sterilisation, although others recognised the procedure was not always fully effective and there were anecdotal reports of pregnancies occurring after female sterilisation.
“I suppose sterilisation is the most effective (method)”
[Nurse, SH clinic, Southwark] 
All the providers in this sample considered female sterilisation as a ‘last resort’ and a serious undertaking, and all were against offering or recommending it to younger women, and those with no children, since they were concerned that if their circumstances changed, the procedure could not be reversed. Some (GPs, Gynae Nurse, Termination Unit Nurse) were not prepared to consider recommending the procedure to any women, preferring to advise having an IUD or IUS fitted as a form of ‘reversible’ sterilisation.
“I would recommend the IUD first if people want sterilisation –so if they change their minds, it’s much easier”
[Nurse, Termination Unit, Hackney] 
The area of sterilisation was considered a difficult one in which to prescribe, and health providers were extremely cautious about, if not actively rejecting of, this method, especially where younger women were concerned.
Discussion of male sterilisation was limited by lack of experience (in terms of user requests) amongst this sample; only contraceptive specialists were able to discuss it with any degree of knowledge, and even these providers rarely encountered requests for the procedure. Any user request would be referred to a specialist for the procedure to be performed, and healthcare providers did not have any information about failure rates; the assumption was that efficacy was high, since they had not encountered pregnancies which had occurred subsequent to male sterilisation. There was some feeling that male sterilisation was less ‘final’, since most providers were aware that the procedure was easier to reverse than female sterilisation (although with varying degrees of success, especially in older men). It was still perceived, however, to be a serious step to take, and one which would only be advised as a last resort.
4.12 Natural Family Planning

The majority of health providers were familiar with the main elements of this method, and some recommended it as a means of aiding conception rather than as a way of preventing it. Many had relatively good levels of knowledge, but levels were considerably lower amongst some school nurses and nurse practitioners.
This method was rarely prescribed for contraceptive purposes, and was only seen to be suitable in this respect for a minority of women, usually those with specific cultural and/or religious views about fertility and those who wanted to avoid hormonal methods. It was considered to be most effective when used by the woman in close discussion with her partner, in a stable and established relationship.
Whilst it offered the advantages of being non-hormonal, and in the personal control of the user, it was at the bottom of the list of possible options for discussion in the case of most healthcare providers.   
“We do also have someone here who does natural family planning, but no one has ever asked me for it”
[Nurse, Sexual Health Clinic, Southwark] 
The method was seen as complicated, onerous (for the user) and time-consuming to administer - those familiar with the method considered that it took at least six months to ‘set-up’, given that the menstrual cycle needed to be monitored closely to establish whether the necessary degree of regularity existed. The majority of providers had no in-house skills to advise on and support this method, and had to refer on to specialists where users insisted on adopting it.
 “When we steer them on to the specialists in this, and they realise what it involves, they soon change their mind and choose another method”
[Nurse, Termination Unit, Hackney] 
Natural Family Planning was not seen as being an appropriate contraceptive option for teenage girls (who tend to have irregular cycles), or for busy professional women (because of the need for close and continuous monitoring of the menstrual cycle).
“You have to have a regular cycle, that’s the thing, you can’t do it if you have an irregular cycle, but there’s a place for it’




[Nurse, Contraception Clinic, Hackney] 
This method was very rarely prescribed due to its onerous nature difficulty of self-monitoring, and most healthcare providers felt that it was more commonly used to plan conception, rather than to prevent it. 
4.13 Female Condom

This method was viewed as virtually redundant as a form of requested or prescribed contraceptive. Whilst the basic technique of usage was understood by all, hardly any providers stocked or offered this method.  There was weaker knowledge of efficacy rates amongst from some healthcare providers (school nurses, for example).
Some anecdotal evidence was provided of use amongst sex workers, and one reported instance of use by a woman who had suffered adverse reactions to many other types of contraceptive. 

The fitting procedure for the female condom was seen as being particularly unsuitable for younger women to attempt, especially when drunk, and the method was rarely, if ever, mentioned as a viable option in consultation.

“It’s not something we talk about, young women don’t like the idea of using them so I don’t think it’s worth discussing them really”




[Nurse, Contraception Clinic, Hackney] 
The only perceived benefit of this method was the protection it offered against contracting an STI; however, the risk of incorrect usage, or of failure (especially given the number of caveats surrounding usage) outweighed any possible benefits in this respect. The male condom was seen as a much better option, being easier to use, and to use correctly. 
Overall, the female condom was widely dismissed as cumbersome and unpleasant option, and there was no evidence in this sample of any being either stocked or prescribed.
4.14 Vaginal Ring
This recent innovation (which was not part of the research stimulus) was mentioned by a very few healthcare providers, usually contraceptive specialists, although there were one or two reports from practice nurses of pharmaceutical reps promoting the method around the time at which the research was conducted.

Those healthcare providers aware of this method expressed an interest in learning more about the vaginal ring, and one practice nurse mentioned that an appointment had been made for a rep to come in and give a short presentation on it to practice staff.  A certain degree of caution was evident amongst providers in relation to the method, however, the attitude being one of ‘let’s wait and see’ rather than enthusiasm about a new option.  This appeared to result from a combination of uncertainty about efficacy levels, and possible concerns about user compliance and/or user resistance to the method (resistance was perceived to be higher from users in relation to methods involving intimate internal procedures, the IUD/IUS being a prime example of this).
5.   Reactions to Potential Campaign and Implications 
5.1  Reactions to the Concept of a Public Campaign
The majority of healthcare providers in the sample were broadly positive about the idea of a public campaign on wider choices. On the positive side, a number of benefits were anticipated, as follows:
Consumer Choice

Virtually all healthcare providers recognised the need to inform users, and to raise awareness of the choices available to them, particularly in relation to increasing familiarity with options other than the contraceptive pill and the condom.
“Wider choice and greater awareness for the general public is great, as a lot of people just come in and say ‘I want the pill”’
[GP, Lewisham]
Process Improvement 

This process of raising awareness was seen by a number of providers as starting a continuous process of general improvement in relation to knowledge about contraception. Increasing awareness and knowledge amongst patients would mean that they presented with a better appreciation of what might be available; this in turn would mean that there would less need for providers to spend time promoting choice in consultations.

“It’s a good idea – especially for those who are shy…helps them come forwards”
[Pharmacist, Norfolk]


Teenage Pregnancy

Focusing on LARCS specifically was seen as appropriate by some healthcare providers in relation to helping to tackle high rates of termination and of teenage pregnancy. Familiarising users with the benefits of these non-user dependent methods was seen as important in these respects.
Raising consumer awareness of the wider range of contraceptive options was recognised by providers as having the potential to both help users navigate the consultation process, and reduce the time spent in that process. It was also seen as likely to facilitate better patient use of any information provided. 
However a range of concerns were also expressed about a campaign, including: 
Increased workload

Some providers perceived that the campaign would be likely to result in a greater demand on their time, and an increased workload. This perception was more prevalent amongst GPs, and some clinic providers, especially ‘Entrenched’ types. 

Sufficient services

A number of healthcare providers expressed concerns that the campaign would not be backed up by appropriate service levels, and noted that an increase in the level of both services and practitioners, and easier access to LARCs services, would be required.

Some GP surgeries were not offering any LARC fitting services at all; others only had one qualified provider. There was also some evidence that clinics in some areas were not coping with demand, and issues were pointed out in rural areas where clinics are less accessible for users.
“I still feel there is no point in increasing awareness if people can’t access the methods – this can be a real problem in rural areas”
[CCC Nurse, Lewisham] 
None of the providers in this sample raised the issue of possible budgetary implications in relation to any increase in levels of services and practitioners which the campaign might necessitate, although, given the focus of this section of the discussion was on the immediate to short-term effects of a campaign; given more time, some may have arrived at a consideration of this  area. 
Availability of training

Difficulty in accessing family planning clinics and training to deliver LARCs was widely reported by providers, some of whom were experiencing problems in finding training for fitting the IUD and IUS.  Healthcare providers had concerns that training would need to precede any campaign, so that services would be in place to meet the anticipated increase in demand.
Focus on LARCs

Some providers expressed a preference for a focus on wider choice as opposed to concentrating on LARCs specifically, and were concerned about promoting one particular type of method over another, which seemed to them to undermine the concept of user choice.
“I think it should give specific advice on all the options available”
[Nurse Practitioner, Lancs]
An additional concern was that the messaging might be rejected by users as a perceived ‘instrument of government control’ if it appeared to be ‘pushing’ a particular option; healthcare providers were also wary of the potential for media distortion of messages about contraception.
Target audience

Some providers were concerned that the campaign might be skewed towards targeting young people, who they felt were already ‘overloaded’ with messages about sexual health. There were also concerns from a few providers (mostly School Nurses) that the campaign might create religious and cultural disapproval (amongst parents especially) who might see any campaign about contraception as promoting sexual activity.
Anticipated impact of campaign


Some concerns existed in relation to the effectiveness of a national campaign, as well as the expense it would entail. A few providers cited the teenage pregnancy campaign as an example of messaging which had lacked impact in terms of effect on target audience behaviour, and some felt that young people were particularly hard to influence because of their perceptions that ‘it won’t happen to me’.
“I don’t see a big impact with this, STI campaigns have some impact, it all helps, but money might be better spent getting people into clinics and working faster”
[Community Contraception Clinic Nurse, Lewisham] 


A minority of healthcare providers were also worried that the intended campaign might overshadow (or undermine) other campaigns which they did perceive as being successful, notably the campaign to use a condom.
 5.2   Requirements of a Public Campaign
The concerns expressed indicate certain expectations or needs from healthcare providers in relation to a campaign aimed at the general public.
Need for honesty
Balanced information, which focuses not only on the positives of specific methods, but provides a clear communication of both the pros and the cons, and which covers all the possible user issues was seen as most appropriate.

 “They have to be truthful about it, tell the advantages and the disadvantages…and then let them choose”
[Practice Nurse, Croydon] 
Timing of campaign
Some healthcare providers mentioned that they would prefer the campaign not to be launched at a time which was likely to already be a busy one for them; for example, those working in GP practices were keen not to see a Spring launch, since this is when they are likely to be focussing on QOF, whereas Summer would be a better time as it tends to be less hectic for these practitioners. 

Targeting
Many healthcare providers mentioned the need to ensure a broad target audience, and not to focus specifically on any one group, particularly young people, who may well feel resentful at (yet again) being singled out for ‘special attention’ in regard to their behaviour.
“The whole problem overall is that young people have to trust you. If you were campaigning to me, I would have to trust you…”

[Practice Nurse, Croydon]
Endorsement
A minority of providers mentioned a possible need for endorsement of the campaign by the Department of Health, or Family Planning, not least to counter any possible negativity from the media.
5.2.1
Implications for Campaign Messaging
Some direction emerged from stakeholder reactions with regard to the positioning of campaign messaging, which was felt should, ideally, be based around a dual premise:

Information: ‘Lots of/Fifteen Options’

This would involve spelling out the range of contraceptive choice, much of which would be new information for the majority of users, and would therefore be likely to prompt investigation. Information about alternative options would be particularly helpful for those women who were having problems with their current method, or considering changing it. Providers felt that any message should be simple, direct, and clear, without attempting to ‘overload’ users with facts.

“I think the thing to get across is the amount of choice there is…because most people still know only about the pill and condom”
[Practice Nurse, Coventry]
Choice: ‘Something for everyone/ one will suit you’

This element would provide an extra reason to consider or re-evaluate the user’s choice of contraceptive method, and the idea of an option which was ‘the best one for me’ was seen as motivating. 

“I guess it could be something like ‘it’s not just the pill – there are over 20 methods of contraception and one of them will suit you’”
[Nurse, SH clinic, Southwark] 
Some way of retaining the condom message, as a way of encouraging personal responsibility about preventing the contraction of STIs, in the campaign was felt to be important by some healthcare providers.
5.3
Implications of a Public Campaign

Broader stakeholder needs were also apparent in relation to managing an anticipated increase in demand for advice and services from users. Opportunities to address this issue appeared to exist in relation to the following areas:
Information

Raising the levels of knowledge of some practitioners in relation to LARCs, including disseminating the experiences of other practitioners (and users who consult them).
Training

Providing more training for Practice Nurses to support GPs, as well as to offer extended or supplementary consultations to discuss choice would help alleviate (or spread) time and workload pressures in GP surgeries. 
 “This is great, but it has to be backed up with training and staff. In some clinics there is a 2-3 month wait to have an implant being put in”

[Nurse, Community Contraception Clinic, Lewisham]
In addition, ensuring that training for LARCs fitting/ implementation is more accessible to those who seek it is likely to be instrumental in increasing user uptake of these methods. In this respect, many providers (especially Practice Nurses) expressed a preference for training to be provided ‘in-house’, from an experienced practitioner who is able to train others. This might involve, for example, regular supervision by a practice GP on-site, but having the training period and accreditation to fit LARCs ‘signed off’ by an external qualified examiner from, for example the Family Planning service.
“I worry that there might not be enough trained people to deliver the service, especially when considering LARC’s”
[School Nurse, Sheffield] 
Communications

Some form of tool which could be used in consultations with users to facilitate the discussion of choice and LARCs would be helpful for providers.  The current Family Planning leaflet(s) are very detailed, with a low visual content; for users, handouts comparing the pros and cons of the different contraceptive methods, and with a better visual-to-text ratio (perhaps showing each per method on one sheet, in a similar format to the research stimulus, so that information is not too compressed) is likely to be of interest.  Such handouts could be printed out from a website, and so kept up-to-date. 

“To a patient LARC is quite complicated – implants, injections, IUD, IUS – it all sounds quite complicated, so it needs to be kept simple and clear”
[Pharmacist, Sheffield] 
Resource

Greater utilisation of a range of healthcare providers would again spread the workload, and facilitate a response to the anticipated increase in demand for services following a campaign; for example, training up Practice Nurses to provide more advice, and enabling them to spend the necessary time with users seeking consultation.
Pharmacists also appeared open to, and enthusiastic about, an increased involvement in consultation about contraceptive options. These providers are very accessible (some work from large supermarkets, where the pharmacy stays open late), and users can find their relative anonymity (as opposed to the GP surgery or local clinic, where friends, neighbours and relatives might be present) appealing.  Pharmacists frequently find themselves in face-to-face situations with key target groups (when EHC is sought, for example), and these providers have the potential to act as a fertile route for signposting both range of contraceptive choice and LARCs via discussion and/or and information handout.
“I am positive about it…the public would like it…”

[Pharmacist, Norfolk]
*  *  *  *
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Stakeholder Profiles
Primary Care GP’s

Background

· Qualified as GP’s
Remit
· To provide primary health care to all; to consult over and prescribe contraception as requested by the public
Offer

· Tendency to prescribe combined pill where requested by first-time patients, some do recommend LARCs such as implant and injection
· For some,  QOF schemes and cost of some methods influences prescribing behaviour 
“GP’s just reach for Microgyon, they do what they know, it’s probably down to cost”





[GP, Lewisham]
‘The LARC’s are definitely more cost effective, especially if you consider the cost of an unplanned pregnancy’





[GP, Sheffield]
Restrictions
· Some lack training to fit/administer methods and so pass onto practice nurses or other local specialists
· Limited by consultation time and generic nature of role to provide more in-depth conversation of alternatives
LARCs

· Some stick to conventional methods, others encourage users to consider implant/injection
Overall

· GPs struggle to consult on wider range of contraceptives due to time constraints and generic nature of role

Practice Nurses

Background

· Typically in nursing, many have been based in same practice for several years; minority have specialism in family planning
Remit
· To provide assessment, screening, treatment, care and education to patients
· To fit contraceptive devices based upon GP prescription, sometimes to advise over changes of contraceptive for repeat patients
Offer
· More likely than GP’s to be able provide deeper consultation around side-effects and health issues of contraceptive types, and to offer alternatives, as patients view them as more informal and are usually female themselves
“…and I think talking woman-to-woman is sometimes a bit easier – there are three male doctors here, and only one lady doctor, so when she’s on holiday, it’s just the men’”




[GP Practice Nurse, Sheffield]
Restrictions

· GP tends to control first-visit prescriptions, more scope for consultation with repeat visitors; some lack training to fit LARCs
‘GP’s tend to just push the pill, whereas we are better informed – but they have the last say, and so this isn’t always good for the patient”




[Practice Nurse, Croydon] 
LARCs

· Depends upon level of awareness, most encourage users to consider LARCs where appropriate
Overall
· Practice Nurses are somewhat restricted by their GP signing off prescriptions, but many display motivation to discuss with patients

Pharmacists

Background
· Most are highly motivated and attuned to local community, others are locum and have less knowledge of local population
“If I see someone returning repeatedly for EHC prescription, I sometimes ask to have a word, I tell them there are better ways than this, and talk over the pros and cons of other methods with them”




[Pharmacist, Norfolk]
Remit
· To take prescriptions from prescribing health care providers and dispense medication and counsel patients on its proper use
Offer

· Typically dispense user-friendly contraceptives due to lack of time (e.g.) condom, pill, EHC)
Restrictions

· Often difficult to provide in-depth consultation where most of interaction is over counter; some are very well read on range of types but are often restricted by remit (e.g. awaiting full accreditation) or circumstances, (e.g. no consultation room, lack of time) to actually prescribe
· Cost of some methods influences prescribing
LARCs

· Some recommend LARCs where known, usually referring onto local specialists (often as alternative to EHC - out of concern for repeat requesters)
“If they keep forgetting to take the tablets, then they should opt for other methods.”





[Pharmacist, Southwark]
Overall

· Pharmacist consultations are restricted by time and circumstances, though many are keen to do more where feasible

School Nurses

Background
· Less highly qualified, many have stayed with same school for several years
Remit

· To provide general health care; restricted remit to advise/prescribe on contraception matters; sometimes signpost onto family planning clinics
“I tend to signpost people, except for EHC when I take the girls down to the pharmacy”





[School Nurse, Manchester]
Offer
· Mostly signpost to family planning clinics; prevention against STIs means condom is often prescribed
Restrictions
· Tendency to be very cautious when advising as a result of sensitivity towards school community/faith/governors/parents
· Some not allowed to provide contraception's to pupils/students 
“Schools generally wash their hands with contraception because of the problems it brings up with the parents!




[School Nurse, Sheffield]
LARCs

· Least likely to advise due to newness and some concern over longevity of effect
Overall

· School Nurses are restricted in how they can discuss the issues, and many admit to lower levels of training/awareness

Community Contraception Nurses

Background
· Senior nurses are typically highly experienced and qualified
Remit

· To provide specialist care over the use of birth control, prevention and management of sexually transmitted infections, pre-conception counselling, infertility management and advice on full range of contraceptive types
Offer

· Well-attuned to effects of wide range of contraceptives and well positioned to advise on alternatives
· Usually have fair amount of consultation time to discuss alternative contraception types; fit and administer most types
“It’s also about educating people about children, about when they are ready to have children, about supporting a child – not just with money, but emotionally as well”




[Nurse, SH clinic, Southwark] 
Restrictions

· Very few; cost of some methods can influence prescribing
LARCs

· Keen advocates of full range of LARCs
“And sometimes if they come in for EHC, I will also give them a few leaflets, and give them my name, and tell them ‘’read about these other options…and come back and I will try and see you again personally’”




[Nurse, SH clinic, Lewisham]
Overall
· CC Nurses display high levels of expertise and have more time to discuss wider range of methods with patients 

Obstetrics & Gynaecology Specialists

Background

· Often highly qualified with range of specialist experience 
Remit

· Practising on wide range of female health issues
Offer

· Tend to recommend certain contraceptives for specific circumstances of patient (e.g. IUS as alternative to IUD), depending upon own professional background and role 
· Very attuned to side-effects and related health issues when recommending and prescribing as a result of dealing with range of patient difficulties from failed/problematic contraception’s
· Tend to be critical of conventional methods; usually have fair amount of time to discuss alternative types of contraception
“If a woman comes in asking for the pill, I will always mention the other options as well as STI screening”





[Gynae Nurse, Manchester] 
“A lot of people – GP’s, health professionals - think that young people can’t have coils.  They think that if you’ve never had a child, then you can’t have a coil, which is of course complete bunk”





[Nurse, Termination Unit, Hackney] 
Restrictions

· Very few/none
LARCs

· More likely to recommend full range of LARCs
Overall
· Gynae nurses are highly aware of difficulties arising with contraceptives and are motivated to ensure all options are discussed
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1689 DISCUSSION GUIDE DRAFT 1: CONTRACEPTION - Stakeholders

Depth Interviews (60 minutes) with frontline clinicians
N.B This Guide indicates the areas to be explored in the discussion, the likely order in which topics will be covered and the kinds of questions and techniques which may be used.  There will be some flexibility of discussion, however, to account for each individual being interviewed, and to focus on areas most relevant to them.  

Not all respondents will respond to the same level of language or explanation.  While the questions below details how we intend to cover topics in our own ‘language’, efforts will be made to meet the communication needs of the individuals interviewed.  

Introduction

· Moderator 

· Moderator to introduce self, explain the process of market research to respondents and the format of the interview/discussion

· Inform
· Explain topic of discussion is on Contraception. Overall, the project is to help understand how to improve the service available to contraception users and the provision of the widest possible range of contraception options. 

· Reiterate independence of Define in development process and the need for honesty to help with research. Explain the need for tape recording and reassure on confidentiality (unless they are happy for their views to be attributed – discuss at end).

Brief Background -5 mins
Aim to gather information related to stakeholder background and role and spontaneous knowledge of contraception.

To establish respondent context and warm up - briefly
· How long have you been working in your current job/at this particular location?

When did you first start working in the area of (specify their general area of expertise here)?

What other roles have you had over the years?
· How important is contraception in the context of your overall role and responsibilities? (Moderator to probe any reasons for this) 

Contraceptive Options – (Spontaneous) Knowledge, Attitudes and Behaviour -5 mins
Spontaneous and prompted knowledge of and attitudes towards methods of contraception.

· Can you tell me all of the methods of contraception you know/have heard about? (respondent to give a list). Any others?

· What would you say are the benefits/drawbacks of each of these forms of contraception? Why? (Moderator probe reasons and sources of information)

· Which of these methods of contraception are you more/less familiar with?  Why? (Moderator to probe any reasons given for degree of familiarity; for example, requests from patients/clients/customers, type of patient seen, type of stakeholder role – e.g. School Nurse versus Pharmacist, any information provided/sought and by/from whom)

· Which of these contraceptive choices would you say are most/least effective? Why?

· What is your general opinion about the range of contraceptive options available to you? 
· Which do you prefer to use/prescribe, and for what type of audience? Why? (Moderator to probe reasons) 
· Which forms of contraception are the most/least popular amongst the audience who consult you about this area? What do you think the reasons for this might be?

· How many requests for this form of contraception do you tend to receive from the audience who consult you? What do you think prompts these requests? (Moderator to probe for media attention/information, peer group influence, word-of-mouth recommendation, etc.)

· To what extent does age/lifestage and lifestyle influence the type of contraceptive which you prefer to prescribe/advise those who consult you to use? Why, and what respects? (Moderator to probe here for each different type of end-user mentioned by respondent)
Contraceptive Options – Prompted Knowledge, Attitudes and Behaviours -10 mins
Prompted examination of range of contraceptive options using stimulus 
Moderator to explain these are some simple summaries that we will put in front of the user audience to summarise the positives and negatives of each  contraceptive choice. Explain we’d like to look at them to see if they would change them in any way.

[For telephone read out or email if possible]

Show stimulus cards noting any that have not already been mentioned in previous discussion. Card for each type (The Pill, Intra-uterine, diaphragm, patch, condoms, female condoms, implants, injections, emergency contraception (pill/IUD), natural family planning/safe period, withdrawl/ rhythm method, sterilisation,)  
If any method not covered in discussion above ask 

· This method didn’t come up in our earlier discussion – what are your views on this? (Moderator to cover awareness, use, perceived effectivity etc)

· If abortion mentioned – why they consider that to be a contraceptive option (it is not a contraceptive option it’s to deal with contraceptive failure or non use) but if they bring it up we need to understand why they think it is

If Explore responses to each contraception method summary 
· Looking at this card - what if anything would you add or dispute that is written about this contraceptive method? Why do you say that? What would you say instead? Anything missing?

Repeat for each method

Ranking of list of contraceptive options 

· Looking at the list of contraceptives, can you rank these for me in order of:
· Most prescribed/recommended by you

· Most effective (in your opinion)

· Most requested (by the audience who consult you)

· Why do they rank the way they do across all 3 points

Moderator to use each parameter listed above, and obtain hierarchy for each
(Moderator to note that in a telephone interview the moderator will need to ask respondent for their answers and write them down.)
· Looking at all the different contraception options available, in your opinion, are there some forms of contraception which are more appropriate for one lifestyle compared with another? Which ones, and why?
Sources of Information and Influence 10 mins
To understand  the sources of information stakeholders use to inform themselves about contraceptive methods
Sources of information 
· What are the main sources of information about contraception, contraceptive advice and the range of options that you use in your professional life? (Moderator to make a list, probing formal and informal sources and to probe reasons for use)

· How long have you been using each of these sources? 

· How valuable/useful is each source? Why? (Moderator to probe reasons for this)
· What format (where relevant) do these forms of information take? (Moderator to probe print, on-line, verbal, etc.) Which format do you prefer for this type of information? Why? 
· How frequently do they arrive/do you receive information? From where? (Moderator explore specific sources)
· How well-informed (by these sources) do you feel in relation to contraception and range of contraceptive options? 
· How influential are these sources of information on the decisions you make in terms of conduct/practice, and with particular reference to contraception? Can you give me any examples?

· What if any important information do you feel you are missing?

· How/from whom would you expect/prefer to receive this?
Myths and Misapprehensions

· Can you tell me about any views held within your own, or in other professions about contraception and different contraceptive methods, which you might classify as ‘myths’ (or misapprehensions)? 
· What about in relation to contraceptive service provision? In relation to different types of end-user and end-user lifestyle?
· How and why do you think they might have come about?  (Moderator to prompt with possible sources – for example, media misinformation or partial information, word-of-mouth spread within profession(s), changes in prevailing theories and recommendations which have/have not been appropriately communicated)
· Can you give any specific examples? 
· Where/from whom did you hear about this?
· How widely-held a view do you think this is?
· To what extent do you subscribe to this view yourself? Why?
NICE (National Institute of Health and Clinical Excellence) Guidelines 

· Can you tell me what you know about the NICE guidelines in relation to the range of contraception options available? 

· Where/from whom have you heard this?
· How often do you refer to these guidelines, and in what respect?

· What impact do these guidelines have on you in your role?

· How do these recommendations operate in relation to the prescribing advice and recommendations which you might make to a patient/those who consult you for contraceptive advice? 
Stakeholder Prescribing Behaviour – 15 mins
Aim to identify with the respondent ways in which contraceptives are prescribed, reasons for stakeholder choice/recommendation of contraception method, and any objections and barriers which might arise to offering a wider choice to their end-users, especially with respect to LARCs.
N.B. Moderator to ensure that they use a non-judgemental tone when discussing these areas, particularly in relation to any objections and barriers which might be due to religious or moral factors.

Referrals – do they know about the services in the area and how to help patients access them?

Who is the onus on – practitioner or patient to contact the other services?

how easy is the process to progress through these services

General Behaviour

· What is the process you go through when prescribing/advising on contraception? 
(Moderator to allow respondent to describe this process spontaneously, and then to prompt as appropriate and necessary):

· Can you describe a typical conversation you might have when prescribing/ advising on contraception with a patient/end-user?
· How might this vary?  For what reason(s), and what respect(s)? 

· How is the process different if a patient/end-user requests, or seeks advice on, a particular form of contraception? In what way?

· How do you make a decision as to which contraceptive option to offer?
· What would make you consider one contraceptive option for one person but not consider it for another person? What factors would you take into consideration? (Moderator to probe factors relating to type of contraception versus factors relating to type of patient/end-user, and to use examples of different contraceptive options as prompts)
· What personal preferences do you have for prescribing/advising on one form of contraception over another?  
· In what way (if at all) does the type, the lifestyle and the attitudes/beliefs of the patient/end-user impact on the process? 

· Can you give me some specific examples (from your own experience or that of colleagues)?
· What would you/did you recommend in such a case?
· When, and in what circumstances, might you advise a patient/end-user to start using a specific form of contraception? 
· When, and in what circumstances, might you advise a patient/end-user to change to/from one form of contraception to another? 
· For what reason(s) might a patient end-user request to change from one form of contraception to another?  

LARC Methods

· What do you know about LARC’s (Long-Acting Reversible Contraception methods) specifically? Which types are you aware of, and from where/whom? 

[Moderator to build on discussion from earlier here and not ask respondent to repeat if covered in detail already)
· What do you consider to be the benefits of LARC methods? Why? 

· What do you consider to be the drawbacks, and why? 

· How frequently do you include LARC methods in the range of contraceptive options that you discuss /offer to /prescribe for patients/ end-users? Why? 

· How might such a discussion depend on your knowledge/assessment of the patient’s/end-user’s background, circumstances (age, lifestage, medical conditions) and beliefs? Why?

· In what circumstances would you recommend/not recommend LARC to a patient/end-user? Why?

· In cases where you do recommend LARC, what is the general response of the patient/end-user?

· What factors tend to motivate them to consider using LARC?

· What factors tend to discourage them from considering using LARC?  

· In cases where a patient/end-user has requested LARC, but you consider it inappropriate, how do you deal with their request?

· What is the patient/end-user response in these circumstances?

· As an estimate, how many of your patients/end-users do you think:

· Know about the existence of LARC as a contraceptive option?

· And what are their information sources?

· Request advice on LARC from you?

· Request LARC to be prescribed?

· What reasons do patients/ end-users give when requesting advice on/ prescription of LARC?

· Overall what do you think of LARC compared to the other contraceptive options? Why?

QOF regarding contraception- (for GP’s and practice nurses only)

[Moderator to check familiarity with QOF]

· What impact has the (revised) QOF scheme had on your decision-making in relation to advising and prescribing contraception?

· How if at all has it changed the way in which you assess which contraceptive methods to offer to patients?  In what way(s)?

· How if at all has it changed your prescribing behaviour in relation to contraceptive methods? In what way(s)?

· What impact has it had on your desire to get training? Why/why not?

· What tools would help you with QOF? Why?

· Has it changed the views/actions of other colleagues and in what way i.e. senior partners going to offer more?

Discussing wider range of choice

· How would you feel about offering a wider range of contraceptive options with a patient/end-user when you or they are considering changing to/starting to use a specific form of contraception? Why?

· What are the benefits of discussing a broader range of contraceptive options? 

· What barriers/objections might there be to offering/considering a wider range of contraceptive options? For you? For others? (Moderator to probe practical and emotional/other barriers here)

· How likely would you be to discuss a wider range of contraceptive options with a patient/end-user when you or they are considering changing to/starting to use a specific form of contraception?

· What factors and corresponding options would you consider in this discussion?

FOR ALL

· What tools do/could make it easier for you to discuss the range of contraceptive options?

· Can you give me some examples of anything you use currently? (Moderator explore reasons for use and impact) 

Show examples of relevant tools e.g. WHO aide memoire 

· Have you seen this? Used it? What do you think of it?

· How helpful would something like this be? Why/why not?

· What would be better?

Needs – Training and support - 5 mins
Aim to identify what needs the respondents may have in terms of support and training and whether any barriers exist and how they can be overcome.

· How, if at all, are you/have you been trained/supported to offer different forms of contraception? 
· What training and support were you offered/given, and when was this? 

· What training/support do you currently have, and from where/whom?  
· In your opinion, do you feel that any training/support gaps exist in relation to the range of contraceptive options which you offer/might offer?

· What are these gaps, and in which specific areas do you feel that you need training/support?
· How do you feel you might be better trained/supported in relation to the range of contraceptive options you might offer?

· What kind of training/support do you need/want, and in what form (for example, training, visits/regular contact, skills development, moral support, performance information, anything else)

· Why is this form of training/support important for you?

· Who else in your practice or service is also trained and in what?

· Where would you go for more support
Moderator to explore all, and understand the extent of to which each form of training/support mentioned is important, and why

Responses to a Public Campaign – 10 mins
Aim to identify potential reactions to a public campaign on choices and how this relates to the wider sexual health challenge

Moderator to explain that DH are thinking about developing a public campaign to increase awareness of contraceptive choice

· What do you think of this idea? Why?

· What do you think DH need to bear in mind about a campaign of this sort?

· What do you think the reactions of other professionals who have a role in advising on/prescribing contraceptive options might be?
· And how do you think the general public, and specifically the target audience for the campaign, will react?  

· What degree of impact do you think a campaign like this is likely to have? 

· On your own role? How and in what way?

· On the general public and the target audience?  How and in what way?
· What would you think if this campaign focused on uptake of LARCs? Why?
· What else, if anything, should this campaign address? Why?
· How do you feel this campaign fits within communications about the wider challenges to sexual health? 
· What impact do you think the campaign is likely to have on reducing rates of abortion and teenage pregnancy? Why? 

· In what respects do you consider the campaign might be improved?  

· If the campaign was introduced what extra training/support do you think you might need? Why? 
· Have you ever seen any information/communications aimed at the general public about contraception/choice/LARCs?  

· If yes: what have you seen and where?

· What did you think about the information/communication? Why? (Moderator to probe responses)
As part of the thinking for this campaign some very early ideas have been put together from work that came from the target audience. NB These are very early directions.

Show potential positionings (e.g. ‘Power to choose’ etc)

· What do you think of this? 
· What other ideas do you have as ways of talking about this issue?

· What else do you think could help communicate the idea of choice? Or promote the use of LARCs?

What are the key issues that you think ought to be addressed by a public awareness campaign about contraception
Finally

Aim to summarise stakeholder thoughts and ideas focusing on key needs and issues

· What do you feel might need to be done to facilitate an improvement in the service(s) available to contraceptive users? Why? 
· How might the service provision of a wider range of contraceptive options to the public be improved? 

· In general

· With particular reference to LARC methods.
· Any other comments

THANK AND CLOSE
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Dear 

Re: Contraception Campaign Research

The Department of Health is currently undertaking work to help inform the development of a new campaign on women’s contraceptive choices. Ultimately, the campaign aims to ensure that women can make informed choices about the full range of contraceptives available.  

As part of the development work, a research project has been commissioned to explore and understand current perceptions of the range of contraceptive choices available to women in England. This research is focused on two audiences:

· Users (women aged between 16–45 and some of their partners/influencers)

· Healthcare providers (frontline clinicians delivering the service) 

While we are talking to potential users themselves as part of the research we also looking for frontline clinicians to contribute and would be very pleased if you could take part in a short research interview.

The research is being carried out by Define Research and Insight Ltd, an independent market research company. Define is a member of the Market Research Society and bound by their code of conduct (for further details please visit www.mrs.org.uk). Define have been commissioned by COI who monitor for quality control and manage research on our behalf. 

Define will be conducting a proportion of the interviews by telephone, and a proportion face-to-face.  The interview can be conducted at a time (and venue, in the case of the face-to-face interviews) of your choice, and will last approximately one hour. In accordance with standard market research practice, a compensation payment of £30 will be provided by Define to all interviewees in recognition of their taking part in the research.  

During the research, any comments given will form part of the feedback but will not be attributed personally to the interviewees, and will be kept anonymous (unless specifically instructed otherwise by the interviewee). Personal details will also be kept confidential to Define, not used for any purpose beyond this specific project and removed from their records on completion of the project.

If you have any questions about the research or about taking part in the research please contact Leah Sims from Define on 0208 346 7171.  If you wish to verify the project please do contact me. I do hope you can help us with this project.

Yours sincerely

Rebecca Humphreys

Rebecca.Humphreys@dh.gsi.gov.uk
Stakeholder Engagement - Sexual Health Campaign
Social Marketing and Health-Related Behaviour,
Health Improvement & Protection Directorate
Department of Health,
Room 621 Wellington House,
133-155 Waterloo Road
London SE1 8UG

Tel  020 7972 4626
Stakeholder Recruitment Script

RECRUITMENT SCRIPT: Contraception Campaign Research

DEPTH / TELE DEPTH  INTERVIEW

Script FOR Frontline Clinicians
INTRODUCTION

Good morning/afternoon

I am calling on behalf of Define Research in relation to a research project which is being conducted for The Department of Health (DH).  The project has been commissioned to explore and understand knowledge, attitudes and perceptions towards the range of contraceptive choices available to women in England, to inform the development of programmes that will improve uptake. This research is focused on two audiences:
· Users (women aged between 16–45 and some of their partners/influencers)

· Healthcare providers (frontline clinicians delivering the service) 
We are talking to the general public as part of the research but we are also looking for frontline clinicians to contribute. Specifically, the research needs to include representatives from the different service providers such as primary care GPs, practice nurses, community contraception services, pharmacists and school nurses.
You have been identified as somebody that could offer helpful insight to support this project and as such your involvement in this work would be greatly appreciated.
The interview would last for approximately one hour. In accordance with standard market research practice, a compensation payment of £30 (GP’S £50/60/70) will be provided by Define in recognition of your part in the research.
First of all, can I check that you are willing/able to participate in the project? I should point out that participation is entirely voluntary. 

If willing/able to participate, continue:
Thank you.  Would you be available on [REFER TO FIELD SPEC] to take part in a depth interview by telephone/face-to-face? [REFER TO FIELD SPEC AND CHECK WHETHER TELEPHONE OR DEPTH INTERVIEW].  
As I have already said, the interview would last for approximately one hour. With a compensation payment of £30 (GPS £50/60/70) which will be provided by Define to the interviewee in recognition of you taking part in the research.  
For GPs: If necessary clarify, this is social research for DH, not a pharmaceutical company, so not appropriate to pay the same incentive. We hope you will be happy to take part for £50/60/70.
For face-to-face interviews: the interview can be conducted at your place of work, your home, or another address according to which is more convenient for you.
During the research, any comments given will form part of the feedback but will not be attributed personally to the interviewees, and will be kept anonymous (unless specifically instructed otherwise by the interviewee). 

Thank you. If you wish to ask any questions about the research please call Define Research and Insight on 0208 346 7171. Please ask to speak Claire Vernon, Research Director, who will be happy to answer questions you may have. I can also forward you a letter from The Department of Health to clarify the objectives of the study, which includes a DH contact, Rebecca Humphries who can verify the research.
Contraceptive Method Stimulus
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[image: image8.emf]WHAT IS IT:



Women take a small tablet each day to stop them getting 

pregnant. The pill contains hormones (oestrogen and progestogen) 

and it works by stopping an egg from being released from the 

ovaries each month (called ovulation).

POSITIVES:



Can be over 99% effective in stopping pregnancy when it is taken correctly. 



You get it from a GP practice or from a local community contraceptive clinic. There are 

lots of different types of pill to choose from.



As soon as you have regular cycles women can begin using the combined pill. 



Often makes periods regular, lighter and can reduce period pain and PMT.



Studies show it reduces risk of cancer of the ovary, uterus and colon, as well as risk of 

fibroids, ovarian cysts and non-cancerous breast disease.

NEGATIVES:



Pregnancy can occur if not taken at the right time on the right days.



Pregnancy can occur if you forget to take a pill or are unwell or taking medication whilst 

you are taking it.



Some people experience side-effects – such as headaches, nausea, breast tenderness and 

mood changes, particularly in the first few months.



Can increase the risk of some cancers, blood clots and/or may increase blood pressure.



It won't protect you from picking up an STI.



Not suitable for women over 35 who smoke or women with some types of migraines.



Can’t take the combined pill when breast feeding.

Combined 

Pill

How effective?

Can be 99% 

Only if used 

correctly – if not, 

more women will 

get pregnant. (NICE 

LARC guidelines 

reported 92% 

efficacy in general 

use)


[image: image9.emf]WHAT IS IT:



Women take a small tablet (pill) each day to stop them getting 

pregnant. The pill contains progestogen only and helps to prevent 

pregnancy by thickening the mucus from the cervix, making it 

difficult for sperm to move through it and reach an egg.

POSITIVES:



It is over 99% effective in stopping pregnancy as long it is taken correctly. 



As soon as women have regular cycles they can begin using the combined pill. 



Useful for women who cannot take estrogen. 



You can use it when you are breastfeeding.



You can use it if you smoke and are over 35. 



It may help with premenstrual symptoms and painful periods. 

NEGATIVES:



Pregnancy can occur if not taken at the same time everyday.



Pregnancy can occur if you forget to take the pill, take it too late, are unwell or 

are taking some other medications.



Women may not have regular periods whilst on it – they may stop altogether, 

become irregular, light or more frequent.



Some people experience side-effects – such as headaches, nausea, spotty skin, 

breast tenderness and weight change, particularly in the first few months.



It won't protect you from STIs.

Progestogen

Only Pill 

(POP)

How effective?

Can be 99% 

Only if used 

correctly – if not, 

more women will 

get pregnant. (NICE 

LARC guideline 

reported only 92% 

efficacy in general 

use)

[image: image10.emf]WHAT IS IT:



The Intrauterine System (IUS) and Intrauterine Devices (IUDs) are both long 

acting reversible contraceptives (LARC) and so are 2 of the most effective 

contraceptive choices. They are inserted into the womb by a health 

professional.

IUS : 

Made of plastic incorporating hormone. Slowly releases progestogen making the 

lining of the uterus thinner and less likely to accept a fertilised egg and also thickens 

cervical mucus.

IUD : 

Made of copper and plastic. No hormones. The copper creates an environment in 

which sperm cannot survive, preventing them from reaching the cervix, womb, or fallopian 

tube and thus preventing fertilization and/or implantation. 

POSITIVES:



IUS works for 5 years, IUD for 5-10 years. Two of the four most effective methods.



The IUD allows some flexibility for women who cannot use any hormonal method of 

contraception (such as the Pill, patch, implant or IUS).



IUD can also be used for emergency contraception.



Normal fertility returns immediately on taking either out. 



Both can be used whilst breastfeeding.



With an IUS periods can become lighter, shorter and less painful.

NEGATIVES:



Although both are effective methods of contraception, they should be checked regularly 

to be sure it is in place. 



Some people have some side-effects. With an IUD, these may include heavier, longer or 

more painful periods. With an IUS periods are likely to be lighter, more infrequent or they 

may stop altogether. 



With an IUS there maybe hormonal side effects such as weight gain and spotty skin in the 

first few months.



Neither will protect you from STIs.

Intra-uterine

IUS/IUD

How effective?

Over 99%

(NICE LARC 

guidelines indicate 

IUS 99.9% and IUD 

99.5% efficacy in 

general use) 


[image: image11.emf]WHAT IS IT:



Diaphragm (or ‘cap’) a rubber contraceptive in the shape of a 

dish that covers the neck of the womb to stop sperm reaching 

woman's eggs. For added protection, spermicide is put into the 

bowl of the diaphragm and along its edges before inserting high 

into the vagina so it covers the cervix.



Health professional measures for diaphragm during vaginal 

exam.

POSITIVES:



The diaphragm is inserted by the woman anytime up to 6 hours before having sex -

one can plan ahead and has control. 



No hormones required. 



No serious health risks attached.

NEGATIVES:



Diaphragm must be washed, rinsed, and dried, then stored in its case. 



It should not be dusted with baby powder and should never be used with oil-based 

lubricants such as petroleum jelly, or baby oil. 



More spermicide must be used each time you have sex while wearing the diaphragm. 



After sex, the diaphragm must be left in for at least 6 hours, but no longer than 24 

hours.



It can take time to learn how to use it properly.



Some women develop Cystitis



Some people are allergic to the chemicals in latex or spermicide. 

Diaphragm

How effective?

92 to 96% 

Only if used 

correctly – if not,  

more women will get 

pregnant

[image: image12.emf]WHAT IS IT:



The patch is a thin, beige, 4½cm square that sticks to the skin. It releases 

oestrogen and progestogen and into the bloodstream to prevent pregnancy. 



The woman puts the patch on the first day of her cycle. She places the 

patch on her skin once a week for 3 weeks in a row. (The patch should be 

applied to one of four areas: the abdomen, buttocks, upper arm, or upper 

torso - except for the breasts.) On the fourth week, no patch is worn; there 

may be a withdrawal bleed (like a light period). 



Health professional prescribes.

POSITIVES:



The patch is left on for the week and you can swim, or bath without it coming 

off.



Often makes periods regular, lighter and can reduce period pain and PMT



May reduce risk of cancer of the ovary, womb and colon, as well as fibroids, 

ovarian cysts, and non-cancerous breast disease. 

NEGATIVES: 



Pregnancy may occur if not replaced on the right day of the right week. 



If it falls off or becomes loose, you will need a back-up contraceptive method to 

avoid pregnancy. 



It is visible on the skin.



May increase blood pressure and cause some temporary side effects 

(headaches, nausea, breast tenderness and mood changes – normally go away 

within a few months).



The patch does not protect against STIs.

Patch

How effective?

Over 99% 

Only if used correctly 

– if not, more women 

will get pregnant


[image: image13.emf]WHAT IS IT:



Condoms are a barrier method of contraception and are made of 

latex (thin rubber) or polyurethane (thin plastic). They fit over a 

man's penis when it is erect and prevent sperm from meeting the 

egg.

POSITIVES:



As well as acting as a contraceptive, condoms are the only type 

of contraception which can protect you against most STIs. 



Can be bought at a wide range of shops, vending machines etc 

or can be obtained free at clinics and other local venues.



Lots of flavours, textures, shapes and sizes.



Only contraception which men use.



There are no hormones involved.

NEGATIVES: 



Men sometimes complain about using condoms as they reduce 

sensation.



Some people are sensitive to latex (but can use polyurethane).



They can split or slip off if not used correctly.



Cannot be used with oil based lubricants such as baby oil.

Condoms

How effective?

95 to 98% 

Only if used correctly 

– if not,  more 

women will get 

pregnant

[image: image14.emf]WHAT IS IT:



The implant is a long acting reversible contraceptive (LARC) and so is one of the 

four most effective contraceptive choices. The implant is a small flexible rod 

containing the hormone progestogen which is inserted under the skin in the upper 

arm of the woman. It works in 3 ways: Primarily by stopping ovulation (the release 

of an egg/eggs from the ovaries each month). It thickens the mucus of the cervix, 

making it difficult for sperm to enter the uterus. It also thins the lining of the 

womb, making it less likely to accept a fertilised egg.

POSITIVES:



Very quick to fit and once inserted lasts up to 3 years.



Very effective because of the way it works and it does not rely on user memory.



If fitted on days 1-5 of your cycle, it works immediately otherwise extra precautions are 

required for 7 days.



Suitable for women that cannot take oestrogen - similar to the progestogen only pill.



Can be removed and normal fertility will return.



You can use it whilst breastfeeding.



Offers some protection against pelvic inflammatory disease, and some protection 

against cancer of the womb. 



May reduce heavy, painful periods. 

NEGATIVES: 



Periods may stop altogether, become irregular, or in a few cases more heavy. Changes in 

mood and sex drive can occur also. 



Not suitable for use with enzyme inducing drugs (e.g. medicines used to treat HIV, 

epilepsy, tuberculosis, and St Johns Wort and some antibiotics). 



Must be inserted by a trained health professional



Doesn’t protect against STIs. 

Implants

How effective?

Over 99% 

(NICE LARC 

guidelines –

reported 99.995% 

efficacy in general 

use)


[image: image15.emf]WHAT IS IT:



A long acting revisable contraceptive and so one of the four 

most effective methods. An injection of progestogen delivered 

into the upper arm or in the buttocks once every 2-3 months to 

protect a woman from becoming pregnant. 



Progestogen works by preventing ovulation (the release of an 

egg during the monthly cycle). If a woman doesn't ovulate, she 

cannot get pregnant because there is no egg to be fertilized. It

also thickens the mucus of the cervix and thins the womb lining.

POSITIVES:



The injection works in the same way as progestogen only contraceptive pills. 



May provide some protection against cancer of the womb. 



You can use whilst breastfeeding. 



Not affected by other medicines. 



May relieve heavy periods and help with premenstrual symptoms in some 

women. 

NEGATIVES: 



Need to remember to get the next dose at the appropriate time.



Side Effects may include – including changes to periods, weight gain, spotty 

skin, tender breasts, changes in mood and sex drive – these side effects may 

continue for as long as the injection lasts.



Does not protect against STIs. 



Periods and fertility may take a few months to return after stopping. 



Reduces bone density during use.

Injection

How effective?

Over 99% 

(NICE LARC 

guidelines –

reported 99.9% 

efficacy in general 

use)

[image: image16.emf]WHAT IS IT:



If you've had unprotected sex and don't want to end up 

pregnant, you can: 



Have an IUD fitted up to 5 days after unprotected sex. The 

IUD is a small plastic and copper device that is put into a 

woman's womb by a specially trained doctor or a nurse. 

OR



Take an emergency hormonal contraceptive pill (also known 

as the morning after pill) up to 72 hours or three days later. 

POSITIVES:



IUD can be left in place as a contraceptive for up to 10 years.



IUD can be inserted for up to 5 days after unprotected sex.



You can get the emergency hormonal contraceptive pill from a chemist 

(you may have to pay) or free from your doctor, or NHS walk-in centre or 

sexual health clinic or A&E.

NEGATIVES: 



EHC: must be taken as soon as possible (up to 3 days). Efficacy reduces 

rapidly down to 58% after 72 hours.



EHC: the high levels of hormones may cause side effects such as nausea, 

headaches, breast tenderness and tiredness.



EHC: not recommended as a regular form of contraception.



IUD: needs to access trained professional before fitting within time limits.

Emergency 

Contraception

How effective?

• IUD up to 95% within 5 

days 

• EHC: up to 95% within 

24hrs, up to 

85% within  25-48 

hours, up to 58% if 

taken between 49-72 

hours 

Only if used correctly –

if not,  more women will 

get pregnant


[image: image17.emf]WHAT IS IT:



A female condom is made of very thin plastic. It is put into 

the vagina and loosely lines it. 

POSITIVES:



No medical side effects.



As well as acting as a contraceptive, condoms are the only 

type of contraception that can protect you against most STIs.



NEGATIVES: 



If the female condom gets pushed too far into the vagina the 

risk of pregnancy increases.



It is possible for the man’s penis to enter the vagina outside 

the female condom by mistake.



It can be damaged by sharp objects e.g. jewellery, finger nail.

Female 

Condoms

How effective?

95% 

Only if used correctly 

– if not,  more 

women will get 

pregnant

[image: image18.emf]WHAT IS IT:



The Natural Family Planning/Safe Period/Rhythm method 

is a method of birth control that uses various fertility 

indicators during the menstrual cycle to identify your 

fertile time then you make sure not to have unprotected 

sex during this time.

POSITIVES:



Self administered method once learned. 



No use of hormones.



Better awareness of fertility.



Acceptable to all faiths and cultures.

NEGATIVES: 



Cannot be guaranteed to work. 



Requires a partner willing to co-operate.



Requires a steady monthly cycle and high degree of self 

awareness.



No protection against STIs.



Can take 3-6 months to learn effectively.



Need to avoid sex or use condoms at fertile times.

‘Natural Family 

Planning’/ 

‘Safe Period’/ 

‘Rhythm method’

How effective?

Possibly, with a regular 

cycle, between 80-90% or 

maybe higher.

Not recommended for 

women with irregular 

cycles.


Message Directions

Suggested Positioning Statements

	Lots of options

Did you know there are 15 choices of contraception available?

	People don’t know how much choice there is

Did you know there are 15 sorts of contraception which are available to meet with different needs and circumstances?

	Different solutions for different people

Use the contraception that suits you and your body most – there’s lots of choice

	Different solutions for different times

The right choice of contraception depends on what you need and want now

	Women have the power to choose 

The right contraceptive option can give all sorts of advantages
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[image: image19.emf]WHAT IS IT:



Sterilisation works by stopping the egg and the sperm 

meeting. This is done by blocking, cutting or tying the 

fallopian tubes (which carry an egg from the ovary to the 

womb), in women, or the vas deferens (the tube that carries 

the sperm from the testicle to the penis) in men. 

POSITIVES:



Suitable for those who are sure they never want children or 

do not want more children. 



It does not interrupt sex and one never needs to do 

anything about contraception ever again.

NEGATIVES: 



It is possible for the tubes that carry the sperm in men and 

the eggs in women to rejoin after sterilisation – immediately 

or some years after. 



Requires a surgical procedure, cannot be easily reversed. 



Takes at least two months for a vasectomy (male 

sterilisation) to become effective



No protection against STIs



Less widely available for women than men

Sterilisation 

‘Vasectomy’ for men, 

‘Tubal occlusion’ for 

women

How effective?

About 1 in 2000 male 

sterilisations fail

For female sterilisation 

the failure rate is around 

1 in 200 (with some 

methods over time the 

failure rather decreases 

to 1 in every 333-500)

