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Abstract

The use of Long-Acting Reversible Contraception has been steadily increasing due to the
promotion of its benefits as a contraception choice. The most used devices are the
levonorgestrel intrauterine system (IUS) and the copper intrauterine device (IUD). Studies
have found that women can experience pain and distress in procedures, but there has been
a lack of in-depth research to investigate this further. This study explores women’s negative
experiences of lUD procedures within UK based health settings. Twenty women took part in
semi-structured interviews about their experiences. Data were analysed using thematic
analysis and found six themes: (1) clinician interpersonal skills, (2) autonomy and
vulnerability, (3) pain experiences and pain management, (4) psychosocial impact, (5)
perception of clinicians and services and (6) gender roles and empowerment. The results
provided rich, in-depth accounts of what women can find distressing or painful and how this
can be mitigated in practice. Clinical implications include detailed assessment, empowering

patients, multi-modal pain management and recommendations for trauma informed practice.

1. Introduction

1.1 Overview

This research focuses on women’s negative experiences of intrauterine device (IUD)
procedures. The epistemological positioning of the researcher is stated first, alongside an
explanation of relevant terminology. This is followed by the main body which includes several
subsections of concepts and literature relevant to women’s health, IUD experiences and

guidelines and situating this in the wider context of the NHS.
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1.2 Language and terminology

1.2.1 Women / woman

The term women/woman will be used for the purpose of this review due to it being
common terminology in the field of women’s health and gynaecology. However, this is not to
exclude people with wombs, trans women or those that identify as non-binary (Becker, 2023;
Meyer, 2015). The term is intended to encompass all women and the historical oppression
they have experienced as well as the lack of equity experienced by many today (Steen,

2020).

1.2.2 Pain

Pain can be referred to as an unpleasant sensory and emotional experience (Cohen
et al., 2018). The history of pain has been argued as biased towards women, with women’s
expressions of pain being doubted and treated differently from men. Pain can be described
as multicausal, as it can occur due to biological or psychosocial reasons (Hoffmann &
Tarzian, 2001). This term will be used to describe all types of pain experienced,
without a predominant focus on the level, due to evidence that suggests women’s pain

levels are often dismissed or minimised (Samulowitz et al., 2018; Wiggleton-Little, 2023).

1.2.3 Intrauterine devices

Intrauterine systems (IUS) and intrauterine devices (IUDs) can be used to describe
both the levonorgestrel intrauterine system, LNG-IUS, which is hormonal, in comparison with
the copper IUD, which is non-hormonal (Group, 2008). These abbreviations can be used
interchangeably in the literature. In this review, the ‘IlUD’ is being used to refer to both the
hormonal and non-hormonal (copper) IUD. Either device can also be referred to more

colloquially as the ‘coil’ (Balderstone, 2022).
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1.2.4 Negative experiences

For this study any experiences which would be described as painful, distressing or
traumatic in some way will be considered under the umbrella of being ‘negative’. Where
appropriate, distinctions will be made between these descriptions. The aim of this is to
include a variety of experiences as there is little clear evidence describing the nuances

during the procedural experience (Daniele et al., 2017).

1.3 Epistemology

My own epistemology within this topic is based on critical realism (Alderson, 2021).
Critical realism is rooted in ontological realism which posits the belief that data can tell us
about reality, but should not be seen as directly mirroring that reality (Harper, 2011). It
recognises that there are universal ‘truths’ (for example pain) but also that experiences are
situated in social constructs or in individual contexts that cannot be removed or seen in
isolation from each other (Alderson, 2021). My approach has been to recognise that there are
imperfect ways of measuring or understanding these experiences and to try to work as a
reflexive clinician to present participants’ experiences in ways that | believe depict their reality
and context (Clarke & Braun, 2021). Within my area of focus, taking a critical realist stance
means that the data have been viewed as depicting a form of reality (for example pain) but
with other factors (previous experiences of pain, history of trauma, personality types,
relationship to authority and medicine) or socially constructed ideas (gender roles, sex and
menstruation as shameful or a point of judgement) potentially influencing this experience. The
reason for taking a critical realist stance rather than a social constructionist stance was due to
the limits of constructionism when used alone, rather than in conjunction with realism. For

example, while constructionism provides opportunity for bringing forward social constructs, it
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can be difficult to operationalise and decide which constructions to focus on to bring change in
practice, a crucial step in psychological health research (Pocock, 2015).

Alongside this, | take this epistemological position with a feminist lens (Code, 2014;
Kramer, 2005; Tasca et al., 2012). This is relevant to my research due to feminist
epistemology often focusing on areas such as gynaecological examinations (Murray &
Chamberlain, 1999) and evidence that suggests women'’s experiences of healthcare
services lack equity (Gilbert et al., 2021). In addition to this, feminist theory argues the
importance of using emotions to assist in the understanding of a situation, which is
particularly relevant in this project in understanding experiences that may involve heightened
emotions and responses (Narayan, 2004). | also believe my own identity as a cis-gender
female (Cava, 2016) positions me in a way that is naturally protective towards women and

experiences of harm in healthcare.

1.4 Reflexivity and insider perspective

| was drawn to this topic area partly due to my own interests in women’s health and
inequalities, as well as my own experience of having a coil (Breen, 2007; Hill & Dao, 2021;
Mercer, 2007). While | did not experience my procedure to be traumatic, | understood and
deeply empathised with women who have had these experiences. | was aware of how these
feelings of relating to my participant group could affect the quality and integrity of the
research so | used bracketing as a technique to assess my own assumptions, often re-
examining these and any meaning that may be imposed on the data as a result (Fischer,
2009).

Reflexivity in research is defined as a process of observing our emotions and examining
our self-awareness (Trainor & Bundon, 2021). It is argued that during these processes of
deep introspection, one can deconstruct one’s own impact on the research process (Hill &
Dao, 2021; Sherry, 2013; Trainor & Bundon, 2021). | felt it was important to practice

reflexivity throughout this project in order to continually be aware of my pre-conceptions,
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knowledge and communication when approaching this topic area (Pezalla et al., 2012). This
was supported by using reflective journalling (see appendix A), meeting with both experts by
experience (EbEs) and consultants that were experts in different fields of women’s health.

The meetings provided practical opportunities to use bracketing (Fischer, 2009; Tufford &
Newman, 2012) at different stages of the research and to assess how | understood the topic and
subsequent data (see section 3.9 in methodology and appendix B for details and examples of

this).

1.5 Long-Acting Reversible Contraceptives (LARCs)

Long-Acting Reversible Contraceptives (LARCs) is an umbrella term referring to several
contraceptive types that once in place, provide consistent pregnancy prevention over months
or sometimes years. LARCs include: IUDs and IUSs, which are hormonal (LNG IUS) and non-
hormonal (copper IUD) and are inserted into the uterus; implants, which are inserted sub-
dermally (Curtis & Peipert, 2017); and injectables. Methods that are deemed to be long acting
are required to be administered less than once per cycle or month (Arrowsmith et al., 2014).

LARCs were described as early as the 1900s with initial devices being made of
contraceptive rings. Injectable devices were developed in the 1970s, with an aim to create
longer acting contraceptives that would be formulated to last between 3-6 months (Halpern
et al., 2015). LNG IUD devices were developed in 1986, becoming approved by the Food
and Drugs Administration (FDA)" in 2000 (Bilgehan et al., 2015). Similarly, copper IlUD
devices were approved in 1988 (Bahamondes et al., 2020). During the mid 1970s and

1980s, IUD use drastically decreased due to issues with specific IUDs such as the Dalkon

' The FDA is an agency of the Department of Health and Human Services in the US and are

responsible for ensuring the safety and efficacy of human and animal drugs.
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Shield, which was linked to pelvic inflammatory disease and septic abortions (Cheng, 2000).
In the UK, contraceptive implants have been licensed for use since 1991 (French et al.,
2020) and LNG IUD devices have been licensed for use since 1995 (Guidance, 2004).

The cost effectiveness of LARCs has been well-cited in literature (Mavranezouli, 2008;
Trussell et al., 2009). LARCs have also been encouraged due to their efficacy, long term
contraceptive protection and non-user dependency (Wu et al., 2018). In terms of patient
preferences of LARCs, there is evidence which suggests copper IUDs are the most
preferable due to being non-hormonal, as well as the fact that they last up to 12 years.
Implants also tend to be seen more favourably compared to IlUDs due to placement and
perception that the process of removal is less invasive (Manzer et al., 2022). Further
research has found women that tend to favour LARCs are often over the age of 30, more

likely to be white and in long-term relationships (Paul et al., 2020).

1.5.1 LARC policy initiatives

Recent figures suggest that LARC uptake in developed countries is lower than those
in developing countries (Shoupe, 2016). LARC uptake in the United Kingdom (UK)? stands
at around 12% for women aged 16-49, compared to 25% for oral contraceptives and 25%
for condom use (NICE, 2005).

LARCSs are therefore considered to be underused, and clinicians are often
encouraged to promote LARCs as a way of dealing with issues such as unplanned
pregnancies (Wu et al., 2018). This was trialled through a number of US-based initiatives
from 1999 to 2018, which were set up to encourage their use (Aligne et al., 2020; Connolly

et al., 2014; Horvath et al., 2020; Logan et al., 2022). These initiatives were created to share

2 The UK consists of England, Wales, Scotland and Northern Ireland.
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knowledge and resources for clinicians, and to help policy makers and healthcare systems,
with an overall aim to improve accessibility and increase the use of LARCs (Horvath et al.,
2020). Some initiatives focused on specific groups such as adolescents, with overarching
aims to use LARCs to help to prevent unplanned teenage pregnancy (Aligne et al., 2020) as
well as initiatives which were targeted at postpartum women (Logan et al., 2022).

Similar initiatives were set up in the UK. This included the pay for performance
scheme where primary care services were offered financial benefits if clinicians gave
information on LARCs to over 90% of patients coming in for contraceptive devices. The
impact of this programme led to a 4% increase in LARC prescribing rates (Arrowsmith et al.,
2014; Ma et al., 2020). Further schemes such as the ‘Teenage Pregnancy Strategy’ and the
National Strategy of Sexual Health and HIV were launched to modernise sexual health
services and address the fact that in the 1990’s, Britain had the highest unplanned pregnancy
rates in Western Europe. This led to fewer abortions and through additional training and

funds, increased the provision of LARC’s in primary care (Connolly et al., 2014).

1.5.2 Current guidelines on LARCs

The National Institute for Health and Care Excellent (NICE) guidelines for LARCs
state the following key points: they should be offered to all women requiring contraception
that find it acceptable, women should receive detailed verbal and written material concerning
LARC methods, counselling should be sensitive to cultural and religious needs, medical
history should be taken as part of the assessment, and women should be screened for STI
risks. In relation to staff, it states clinicians should be able to help women assess the
risk/benefit profile of the chosen LARC. Those involved in insertion or removal should be
trained clinicians who develop their skills at least once a month (NICE, 2005).

Further guidance has suggested LARC insertion can be beneficial post-partum as it

is described as convenient for both clinicians and women (Kroelinger et al., 2021). However,
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Cameron et al. (2017) found evidence that following childbirth, women felt discussions
around contraception were given too soon after their birth experience. They also suggested
women were automatically offered LARCs without proper consultation and with assumptions
made that they would experience lower pain thresholds after childbirth. There is also
evidence to suggest expulsion rates for IUD devices can be higher when inserted

immediately post-partum (NICE, 2005).

1.5.3 Clinicians’ experiences with LARCs

A review into clinicians’ experiences with LARCs found that while they routinely
included LARC as a part of their routine counselling, they prescribed oral contraceptives
more commonly (Berlan et al., 2017; Welsby et al., 2020). The LNG IUD was described to be
the second most prescribed LARC (Buhling, Klovekorn, et al., 2014), followed by
approximately half of the studies reporting prescribing the implant (Berlan et al., 2017;
Luchowski et al., 2014) and none of the studies reporting prescribing the injection (Buhling,
Klovekorn, et al., 2014; Welsby et al., 2020). Studies also reported clinicians were more
likely to refer to other services if they were not familiar with particular LARC methods as well
as if patients reported menstrual cycle concerns. Clinicians stated they often experienced
time pressures involving LARC counselling (Welsby et al., 2020).

As counselling of LARCs is often recommended to young women (Biggs et al., 2020),
clinicians reported grappling with their own perception of wishing to persuade young women
to use a LARC method while not pressuring them to do so (Biggs et al., 2020). However,
research looking at attitudes towards LARCs found paediatricians did not support LARC use
in adolescents. Some described viewing the implant more favourably than the IUD, often
citing concerns about risk and side effects of LARCs in general (Berlan et al., 2017).
Similarly, research has found clinicians often have particular concerns with LARC use in
younger women due to perceptions that they are more likely to have multiple partners and

may therefore put themselves at risk (Kavanaugh et al. 2013).
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1.5.4 Women'’s experiences with LARCs

Some evidence has shown a lack of personalised care and instances of bias in
practice (Gomez et al., 2014). Patients have reported feeling pressured to make
contraceptive decisions, experiencing little control in the decision-making process (Waller et
al., 2017). Research involving minoritised women has found that women have felt pressured
to agree to methods which conflict with their own judgment and undermine their decision
making, often leading to immediate discontinuation (Gomez & Wapman, 2017). This reduced
sense of autonomy is further shown in examples where clinicians have been reluctant to
remove |UDs when patients have requested it (Biggs et al., 2018; Manzer & Bell, 2022;
Manzer et al., 2022). There is evidence of clinicians minimising patient-reported side effects
and declining to remove IUDs for as long as up to a year, if patients reasoning isn’t deemed
to be sufficient (Amico et al., 2018; Amico et al., 2020; Biggs et al., 2020).

While there are complex social factors at play, evidence shows that unplanned
pregnancy is disproportionately higher among women from less privileged backgrounds
(Senderowicz, 2019). Women deemed to be deprived are also more likely to be prescribed
LARCs (Pasvol et al., 2022). Targeting these populations with the promotion of LARCs
needs to be thoughtfully considered as women can be discriminated against due to their
statistical profile, with little regard for their own preferences and priorities (Geronimus,
2003). Furthermore, research has shown that individuals who are white and perceived to be
of ‘high social status’ are less likely to be recommended LARCs compared to women who
are black or Latina, or deemed as ‘low status’ (Dehlendorf et al., 2010). This is concerning
given the recent history of coercion of both minoritised and poor women (Freedman, 2023;
Johnson, 2013).

Overall, while the promotion of LARCs can provide further information and options for
women across the lifespan, the sensitivity in how this is communicated and treated in

counselling by clinicians is paramount. Further research has found the current approach to
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promoting LARCs and counselling have done little to prevent unplanned pregnancies, with
rates rising among disadvantaged women in recent years (Higgins, 2014). This may give
evidence for a need to consider current approaches, particularly if they have been found to

be contradictory to the original aims.

1.6 The IUD

The IUD or IUS are long term, reversible family planning methods which either contain
copper or levonorgestrel. They prevent pregnancy for up to 12 years although the way they
do this has been difficult to identify. Literature has found a range of explanations including
copper ions being toxic to sperm, and levonorgestrel altering cervical mucus and therefore
affecting the number of sperm being able to reach the fertilisation stage. It has been
suggested that the levonorgestrel also affects the development of the embryo as well as
creating a more hostile environment for said embryo implanting (Group, 2008). Overall, [UDs
appear to act as a contraceptive at different stages of the fertilisation process, but clarifying
this is difficult to achieve with understandable ethical implications of such research (Group,
2008). The IUD is considered to be more effective than other types of contraceptives as user
compliance is not required (Mavranezouli, 2008; Rosenberg et al., 1995).

Further to contraceptive effects, the IUD has also been used to effectively treat a range
of gynaecological conditions (Salma et al., 2014), including endometriosis (drbo et al.,
2014). It has been deemed to be helpful in reducing menorrhagia (Apgar et al., 2007) and
dysmenorrhea (Imai et al., 2014) as well as providing an alternative to hormonal
contraceptive methods through the use of the copper coil (IUD) (Acuna, 2021; Sivin & Batar,
2010). A further benefit, and one of the most promoted, is the cost effectiveness of the IUD.
The IUD has been identified as a more cost-effective form of contraceptive than male
condoms or other oral contraceptives, even when accounting for short term use (due to

factors such as discontinuation) (Mavranezouli, 2008).
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However, the IUD has been cited to have some disadvantages. Depending on
healthcare systems, upfront costs of LARCs such as IUDs can be high (Mavranezouli,
2008). This may discourage or limit their use due to funding constraints for clinics or
financial constraints for patients (Boydell et al., 2022; Kavanaugh et al., 2011; Kilander et al.,
2017; Morse et al., 2012b). IUDs are also associated with a 20% increase in the risk of
ectopic pregnancy, if a pregnancy occurs with the 1UD in situ (Group, 2008).

Recent data suggests that within the UK, only around 5% of women aged between
16-49 use the IUD (Asker et al., 2006). The uptake of IUDs is also lower in the global north
compared to the global south (Mavranezouli, 2008). The IUD has a high discontinuation rate
with it being removed in up to 50% of all patients within the first 5 years of fitting (Group,
2008). Discontinuation reasons include changes in bleeding patterns, experiences of pain,
and pregnancy planning (Amico et al., 2020; Costescu et al., 2022). Further reasons for
discontinuation could involve complications related to the device and insertion procedures
including perforations, pain and expulsions. Expulsions® are most likely to occur in the first 3
months following insertion and occur in approximately 20% of women, commonly during their
menstrual cycle (Keenahan et al., 2021).

In terms of user rates in different groups, evidence suggests the IUD is less
frequently used by nulliparous* and younger women compared to parous® women and
women who are older. One reason for this may be due to expulsion rates being higher in
younger women, which may affect continuity or clinicians’ risk assessments about suitability
(Lohr et al., 2017; Madden et al., 2014). This may also be influenced by misconceptions
around who the IUD is suitable for which can be held by both patients (Daniele et al., 2017;

Kirubarajan et al., 2022) and clinicians (Tyler et al., 2012).

3 Expulsion refers to the IUD being expelled from the uterus, either partially or fully.
4 Nulliparous refers to women that have never given birth to a child.

5 Parous refers to women who have given birth to at least one child.
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General perceptions of the IUD have changed over time, possibly reflecting
developments in contraceptives (Makkonen et al., 1994). Some perceptions of the IUD are
influenced by peer factors, such as knowing someone who has had an IUD (Callegari et al.,
2013). Other factors include risks about safety, body placement and the removal process,
alongside other more general concerns about using hormonal contraception. Issues of control
being taken away from the user were also cited as factors which influenced perceptions of the

IUD as a potential method (Manzer et al., 2022).

1.6.1 Patient IUD experiences

Patient experiences of IUD procedures continues to be an under researched topic,
despite negative experiences during coil insertion receiving media attention in the last few
years (BBC, 2021; Moran, 2021). However, of the literature that does exist, the majority has
been quantitative with a lack of qualitative, in-depth evidence (Balderstone, 2022; Bayer et

al., 2012; Callahan et al., 2019).

1.6.1.1 Insertion experiences

Most of the research in this area focuses on pain experiences during insertion.
Evidence into insertion experiences found 59% of women left their appointment in pain with
34% experiencing nausea or vomiting and 34% experiencing dizziness or fainting. Further to
this, 62% of women reported they were not offered pain relief during their insertion
procedure (Balderstone, 2022). Additionally, research looking at adolescent patients found
they experienced more pain than they had expected as well as having less satisfactory pain
management, with 41% reporting their insertion procedure experience decreased the

likelihood of using the device again (Callahan et al., 2019).
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In some cases when high levels of pain at insertion were experienced, women were
described as still giving generally positive descriptions of the procedure (Brockmeyer et al.,
2008). This could indicate that women may be tolerating painful procedures for lack of a
better choice or there may be other factors that make them regard the overall procedure as
positive. A Randomised-Control Trial (RCT) looking at experiences of 200 nulliparous women
who experienced moderate pain, with higher anxiety levels being linked to higher pain levels.
Alongside this, 73.9% of patients received no pain relief prior to the procedure (Ribeiro et al.,
2021). It is worth noting that some research into IUD experiences often declares conflicts of
interest, with authors being linked to clinicians or distributers of the devices (Beckert et al.,

2020; Ribeiro et al., 2021).

1.6.1.2 Removal experiences

Recent research highlights how clinician-patient interactions are still entrenched in
hierarchical structures despite more models based on patient-centered care (Berndt & Bell,
2021). For example, research which looked at experiences of IUD removal found patients
often experienced resistance from clinicians (Amico et al., 2016; Amico et al., 2020).
Experiencing pressure to continue with their method for longer than intended caused women
considerable distress, a sense of loss of trust in their clinician (Caddy et al., 2022) and a lack
of validation, feeling that their symptoms meant removal was not warranted (Amico et al.,
2016; Higgins et al., 2016).

This has arguably led to a rise in interest of self-removal, alongside factors such as a
lack of appointment availability (Stimmel et al., 2022). Self-removal involves women taking
out their own IUDs or at times asking someone other than their clinician to remove their [lUD
in a non-medical setting. Further research has found a factor for deciding to self-remove was
due to greater feelings of control in the removal process (Foster et al., 2014) and due to

experiences of adverse symptoms (Amico et al., 2020). These ideas of control have been
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further cited by women who perceived the IUD negatively as they viewed it as restricting

their autonomy due to requiring a clinician for removal (Gomez et al., 2018).
1.6.1.3 Experiences of IUD use

Focus groups looked at adolescent perceptions of the IUD and reported a lack of
information provision, with many discontinuing the device due to experiences of adverse
symptoms (Schmidt et al., 2015). Further research reported women often waited for long durations
for adverse symptoms to ease but eventually felt the side effects they experienced outweighed the
benefits of the IUD and decide to discontinue (Caddy et al., 2022).

More recent research has focused on IUD users sharing their IUD experiences via
social media. A social media analysis of TikTok, a short video sharing platform, found videos
tagged with ‘lUD’ included mostly negative experiences, highlighting experiences such as
pain and other side effects (Wu et al., 2023). A study into YouTube, another online video
sharing platform, found one-third of videos sharing negative experiences, most often sharing
post-insertion experiences such as bleeding and pain (Nguyen & Allen, 2018). These forms
of internet outlets may show a lack of space or perceived trust to discuss these concerns
with clinicians. It is also worth considering that those who have had negative experiences
may be more likely to share this information, possibly with an aim to receive validation from
peers, if it was missing from their clinician (Cronin, 2017).

However, one study reported women found the IUD to be largely positive compared
to other methods which interfered with sex or affected their libido (Higgins et al., 2015).
Further research has also found women with favourable views of the IUD reported they
enjoyed the fact they did not have to think about the contraception once it was in place
(Gomez et al., 2018). While the evidence on IUD experiences is mixed, it demonstrates how
once the IUD is placed, some women report favourable experiences. Taking into account
high discontinuation rates (Amico et al., 2017; Kaneshiro et al., 2020), this may suggest that

either counselling practice or procedures are worth investigating in greater depth.
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Overall, there has been a lack of in-depth inquiry into clinician’s experiences of IlUDs
as the research that has been conducted has tended to focus on LARCs more generally
(Manzer & Bell 2020; Berlan et al., 2017; Biggs et al., 2013; Rubin et al., 2013). Similarly,
research on women'’s experiences of I[UDs has tended to be more quantitative (Balderstone,
2022; Bateson et al., 2016; Carr et al., 2018), with less focus on the procedures themselves

(Schmidt et al., 2015).

1.6.2 Current IUD guidelines and pain management

Recent changes in guidance for IUDs in the UK were made in May 2024. This
includes changes to the length of time IUDs can remain in situ before being replaced, from 5
years previously to 8 years currently (Nash & Thwaites, 2024). Recent changes for pain
management during IUD insertion have also been expanded to include some of the
following: paracervical blockers, intracervical LA injections, lidocaine spray and other pain-
relieving creams. These options are given while acknowledging the evidence on their
effectiveness is limited. The guidelines also state the need to discuss pain management and
for this to be patient led, with referrals onto teams being provided if specific pain relief
options aren’t available (Jefferies & Boog, 2023).

There are no current NICE recommendations for the use of analgesia, despite many
women experiencing various degrees of pain, dizziness/fainting as well as nausea and
vomiting (Balderstone, 2022). Research in the UK found that only a quarter of clinicians
routinely used local anaesthetic (LA) with a quarter never or hardly ever using LA specifically
for coil insertions (Akintomide et al., 2013). Those that do use LA are more likely to work in
specialised services compared to general practice where it was less likely to be used
(Akintomide et al., 2013). There may be several reasons for this discrepancy including lack
of specialist training, culture of services and availability of pain relief.

Cochrane reviews into pain management for the IUD have been inconclusive due to

a variety of contradicting evidence on which pain relief is the most effective to use during
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IUD procedures (Mittal & Goyal, 2015; Tangsiriwatthana et al., 2013). Most commonly
recommended analgesics such as non-steroidal anti-inflammatories (NSAIDs) were not
found to help with pain during placement but were suggested as potentially helpful for post
procedure pain (Sandoval et al., 2022). Some evidence looking at analgesic oral tablets
found both tramadol and naproxen can relive some pain during IUD insertion, with pain
scores being lower in the tramadol compared to the naproxen group (Karabayirli et al.,
2012). Similarly, a meta-analysis into paracervical lidocaine was found to reduce visual
analogue pain scores (Pergialiotis et al., 2014). However, further research into use of
naproxen with intrauterine lidocaine was not found to reduce 1UD insertion pain (Miles et al.,
2019).

Overall, the evidence for different types of analgesia is contradictory and may depend
on a range of patient characteristics. The mode of analgesia used must be carefully
considered due to the sensitivity of the area and the potential to cause pain by using
injections. It may be more beneficial to view pain management as a multi-modal approach,
combining analgesia with non-pharmacological approaches and prioritising the relationship

between patient and clinician (McCarthy, 2018; Murty, 2003).

1.7 Gynaecology and health inequity

Women’s health is an emerging area of research due to gendered inequalities that exist
in health. Gender is understood as a construct based on cultural rules and behaviours
concerning what is expected and understood to be the norm for women and men. While
biological differences play a part in health outcomes, it is argued that constructs around
gender can be the most harmful and lead to inequalities in health (Borrell et al., 2014).
Literature has suggested that even young women’s books are written in ways that suggest
they should be compliant in the face of the ‘medical gaze’, focusing on women’s own

perceptions rather than that of the clinicians that are often the ones in power (Cook, 2011;
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Morrissey, 2008).

In the UK, 1 in 20 women (aged 30-49) have reported approaching their GP for help
with gynaecological problems such as menorrhagia® and 1 in 5 women have a
hysterectomy’ before the age of 60 (Schifrin, 2001). Inequalities have been documented to
exist in both obstetrics, with black women more likely to experience adverse outcomes
(MBRRACE-UK, 2015), and within gynaecological cancers, with deprived women
experiencing higher instances of endometrial (17% higher) and cervical cancers (65%
higher) (Ptacek et al., 2021).

Previous research has outlined that women are particularly vulnerable and may
experience distress during gynaecological examinations (Glover et al. 2002; Kimmel et al.
2014). It highlights that a variety of factors such as physical pain, a lack of control (Donovan
et al., 2005), a lack of consent and information, as well as unsympathetic attitudes by
clinicians, can contribute to psychological trauma or distress (Menage, 1996). Within routine
gynaecological appointments such as pelvic exams, research suggests women can
experience anxiety which can lead to avoidance in attending appointments (Cook & Brunton,
2015; O’Laughlin et al., 2021). Research has found patients view gynaecological
examination as embarrassing (47%), painful (35%) and even traumatic (19%), with less than
50% of patients notifying their clinician of pain during examination (Tancman et al., 2022).
Further, research into women’s experiences in obstetrics and related gynaecological
appointments found they experienced care they perceived to be non-consensual and
dehumanising (Keedle et al., 2022). A need to consider trauma informed care has also been
highlighted given that women who have experienced previous sexual trauma understandably

find gynaecological exams more difficult (Huber et al., 2009). Newer models of care have

8 Menorrhagia is described as heavy or prolonged menstrual bleeding.

" A hysterectomy is a medical procedure to remove the uterus.



WOMEN’S NEGATIVE EXPERIENCES OF IlUD PROCEDURES 27

made suggestions for psychologists collaborating with gynaecologists to help with behavioural

aspects of concern and working within a patient-centered model (Poleshuck & Woods, 2014).

1.8 Pain perceptions and experiences

A variety of clinical, experimental and epidemiological studies have suggested women
experience and report higher levels of pain than men (Bernardes et al., 2008; Keogh, 2022)
and are more likely to be underdiagnosed and undertreated for their pain (Hoffmann &
Tarzian, 2001; Wiggleton-Little, 2023). Some research has suggested gendered norms can
exist in healthcare where women are labelled as ‘emotional’ and men are referred to as
‘brave’ when experiencing pain (Samulowitz et al., 2018). Research which examined nurses
beliefs reported that females tolerated pain more and are less sensitive to pain (McCaffery &
Ferrell, 1992), whereas males believed they are more tolerant to pain than females
(Bernardes et al., 2008; Robinson et al., 2001).

Regarding pain in gynaecology, studies show that women often experience delays in
diagnosis and dismissal of endometriosis and of chronic pelvic pain (Hadfield et al., 1996;
Husby et al., 2003; Ross et al., 2023). In studies looking at frequently performed procedures
such as hysteroscopies®, 45% of women reported the pain experienced as a medium or high
(Morgan et al., 2004) and pain has been reported to be severe enough to abandon the
procedure entirely (O’Flynn et al., 2011).

When considering pain relief, there is little consensus on the best pain relief options for

gynaecological procedures such as hysteroscopies, IUD insertions and endometrial ablations. This is

8 A hysteroscopy is a procedure where the inside of the uterus is examined using a narrow telescope
with a light and camera at the end. It is used to diagnose or treat certain cases of abnormal uterine

bleeding.
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significant particularly as more of these appointments are being conducted in outpatient and primary
care settings and women can experience distress from these procedures (O’Flynn et al., 2011; Riemma
et al., 2020; Tangsiriwatthana et al., 2013). Some research has also suggested pain perception can be
worsened if anxiety is heightened (Woo, 2010) with evidence also suggesting attention to painful stimuli
can worsen pain, rather than anxiety itself (Arntz et al., 1991). Studies using brain imaging has also
found activation in the brain’s opioid system even when placebo is given, suggesting even the
expectation of pain relief can help to alter ones emotional state and therefore pain receptors (Kuehn,

2005).

Further, some studies have also found clinicians to have discrepant pain ratings to their
patients (Akintomide et al., 2015). In an analysis of a randomised trial of pain assessment
during IUD insertion, clinicians rated pain as 35.5 on average using a 100-mm analogue
scale, while patients average rating was 64.8, with further weak inter-rater reliability for the
most painful point in the procedure (Maguire et al., 2014). Further evidence has found that
male obstetricians and gynaecologists often underestimate their female patients’ pain in
procedures and these effects are more pronounced among senior clinicians (Miron-Shatz et
al., 2020).

Evidence also suggests that many clinicians hold the view that many women will
decline even when offered pain medication (Sewell & Vincent, 2013). Similar results can be
found for childbirth where some women decline all pain relief and clinicians criticise the
practice of offering women a ‘pain relief menu’ as they believe it undermines them, as they
should be encouraged to work with the pain (Lally et al., 2008). This raises further cases of
inequity in women’s health which could be argued to lead to women internalising that they
must learn to experience pain without relief. This can also affect ethnically diverse women
unfairly, feeding into further well-documented stereotypes for Black women being deemed
‘strong’ (Donovan & West, 2015). These examples may further reinforce clinicians beliefs of

procedures being less painful or the discrepancies between pain assessments between
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patients and clinicians (Akintomide et al., 2015).

Overall, women face a variety of chronic conditions and gynaecological health
difficulties that affect them at different stages across the lifespan. The evidence also
suggests that women from minoritised and deprived backgrounds can be disproportionately
affected (Donovan & West, 2015). Research into pain and the disparities that clinicians and
patients report, particularly in a gynaecological setting, warrant further understanding and

investigation (Ptacek et al., 2021).

1.9 NHS context

The National Health Service (NHS) in the UK has long been described as being in
crisis. Due to funding constraints, staff recruitment and retention issues, patient care often
results in long waiting lists for both basic and specialised care (Montgomery et al., 2017).
The onset of the coronavirus pandemic led to specialisms such as gynaecology being
deprioritised for both routine and non-routine appointments. With only emergency care being
provided, waiting times for appointments and services increased significantly (Montgomery
et al., 2017).

Previous research has suggested doctors’ training can often involve assumptions that
the emotional aspects of the work should not be attended to (Pruthi & Goel, 2014). Training
doctors to have ‘detached concern’ has been described as a way of allowing them to be
empathic without becoming emotionally involved (Lief, 1963). This can however lead to a
depersonalisation of the relationship between the clinician and the patient while some argue
compassion and humanisation is key in teaching doctors how to cope with emotionally
challenging work as well as helping to reduce burnout (Halpern, 2001; Pruthi & Goel, 2014).

Within clinical practice, obstetricians and gynaecologists have been experiencing
burnout and difficulties managing wellbeing, leading to defensive practice and affecting

patient care (Bourne et al., 2019). Similar experiences have been reported by those recently
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entering the profession, with up to 30% of obstetric and gynaecology trainees leaving
specialist training due to experiences such as burnout, feeling undervalued, struggling with
toxic cultures, and a lack of professional identity (Chakrabarti & Markless, 2022). Reports of
toxic cultures were also found in research with cases of consultants in obstetrics and
gynaecology reporting bullying by those more senior to them. Further to this, 44% of
consultant doctors described feeling consistently bullied or undermined, which led to highly
concerning outcomes such as suicidal ideation and effects on health and family life
(Shabazz et al., 2016).

Current demand for outpatient appointments in both obstetrics and gynaecology have
increased and stand at roughly 120 million appointments per year. This demand, alongside
the difficulties detailed by clinicians, depict a concerning picture for the quality of patient care

in this area (Kershaw et al., 2022).

2. Systematic Literature Review

2.1 Overview

This chapter reports on a Systematic Literature Review (SLR). SLRs are a rigorous
approach to searching and synthesising evidence to answer a particular question, in a way
that is reproducible (Lame, 2019; Nightingale, 2009). This chapter details the aims of the
research alongside the methodology, synthesis and discussion, including implications of the

review.
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2.2 Aim

The aim of this SLR was to identify healthcare clinicians’ perceptions and clinical

experiences of IUDs.

Clinicians’ perceptions and experiences encompass, but are not limited to, knowledge,
attitudes and beliefs about the IUD (including about acceptability and continuation),
experiences of IUD counselling, insertion and removal, and decision making around the use
of the IUD. The review provides a quality assessment of the literature, presents a synthesis
of the most common themes, and identifies gaps for future research. The review has been
reported as recommended by the Preferred Reporting Items for Systematic reviews and
Meta-Analyses (PRISMA) guidelines (Page et al., 2021) and is registered on the

international prospective register for systematic reviews (Prospero: CRD42023480723).

2.3 Methodology

2.3.1 Scoping review

In order to understand the existing research in this broad area, an informal scoping
exercise (Munn et al., 2018) was conducted before deciding on a research question (please
see figure 1 for examples found). During this process, several information sources were used
(Google Scholar, PubMed and Prospero) to identify what the existing literature had found and
if there were any gaps in the literature. This process helped to identify a number of Prospero
registered projects specific to IUDs (CRD42016036167, CRD42022308394,
CRD42024496100) and published studies looking at specific populations such as nulliparous
women, adolescents and postpartum women, among others (Deans & Grimes, 2009;

Thompson et al., 2020; Tyler et al., 2012; Usinger et al., 2016).
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Other studies focused specifically on LARCs, mostly concerning barriers to access
and how best to increase provision (Linton et al., 2023; Welsby et al., 2020). Reviews that
were more specific to IUD topics tended to focus on patients (Buhling, Zite, et al., 2014;
Laporte et al., 2022) with some examples of combined (patients and clinicians) reviews such
as one global review focused on improving the promotion of IUDs (Daniele et al., 2017).
Overall, it appeared that most of these focused on areas such as access and barriers to
IUDs, promotion of IUDs and topics involving reaching specific populations (see Figure 1).
There was however a gap in the literature concerning clinicians’ experiences, perceptions
and challenges related to IUDs, through in-depth forms of qualitative analysis, specifically in

reference to health contexts similar to the UK.

Figure 1- The decision-making process when deciding on an SLR topic, taking into account previous SLRs and

what was missing from the existing literature.
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2.3.2 Search strategy

The review question was developed using the SPIDER question format, recommended for

qualitative or mixed methods studies as shown in Figure 2 (Cooke et al., 2012).

Figure 2- This shows the review question initial development which helped to inform the inclusion/exclusion

criteria.

e Healthcare clinicians/clinicians

Phenomenon of
Interest

Design * Interviews, focus groups
Evaluation * Knowledge, attitudes, beliefs, experiences
Research * Qualitative

Literature search strategy

¢ Coil procedures

The search strategy was developed over several stages using Boolean operators
and truncation to improve specificity (Petticrew & Roberts, 2008). The specific terms were
adapted due to terms such as ‘coil’ crossing over with computer and technology fields. A
librarian was consulted throughout this process, and databases were discussed and trialled
for suitability and relevance in the topic area. The search strategy was adapted several
times using a variety of medical subject heading (MeSH) terms (Nightingale, 2009) to
maximise sensitivity for the research question. See Table 1 for an example of the search

terms used.
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2.3.21 Databases and grey literature

The databases chosen were relevant to the fields of health and clinical practice as
well as gynaecology. CINAHL plus, PubMed, and Scopus were all chosen due to their focus
on health research, as well as being cited in over 85% of qualitative reviews as one of the
databases used for searches (Dixon-Woods et al., 2006; Stansfield et al., 2014). Further
databases such as APA PsycArticles / Psyclnfo were searched but yielded no results despite
several consultations with expert librarians and supervisors, using a number of amended

search terms.

Table 1- The search strategy terms used

interview* OR qualitative OR qualitative AND research OR qualitative AND study

view* OR belief* OR thought* OR perspective* OR presumption* OR attitude* OR experience*
OR assumption* OR judgement* OR opinion* OR point of view* OR viewpoint* OR impression*

doctor* OR paediatrician* OR nurse* OR specialist* OR physician* OR clinician* OR obstetric*
OR gynaecology OR gynecology OR gynaecologist OR gynecologist OR health care
professional* OR health professional OR health worker OR health care worker OR medical staff
OR "OB-GYN"

coil OR "IUD" OR intrauterine system OR intrauterine device* OR "hormonal coil" OR "copper
coil"

Three database searches were conducted on 02.11.2023 and repeated for the final time on
11.02.2024 to check for any additional results within that timeframe. Table 2 shows the

results which were found across the 3 main databases used.

Table 2- The databases used and search results
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Database Results

Scopus 207 results (Search within: all fields, limit
placed)

PubMed 190 results (Search within: all fields, no
limits placed)

CINAHL Plus 68 results (no subject specific field

selected, search modes: boolean phrase
and apply equivalent subjects selected, no
limits placed)

A decision was made to include grey literature to minimise publication bias (Hopewell
et al., 2005; Nightingale, 2009), broaden the search (Mahood et al., 2014) and to reduce the
exclusion of potentially relevant research that was conducted as part of audits in healthcare
but may be less likely to be published. The inclusion of grey literature in systematic literature
reviews is important in adding a diversity of voices and for finding research which may report
negative experiences that are of less interest to commercial publications (Paez, 2017). This is
relevant for the study in question as it is looking at clinicians’ experiences of a type of
contraception that is arguably well promoted in various journals and within the medical
community.

A search of grey literature was conducted on Google scholar on 02.11.2023 (resulting
in 19,900 hits) of which the first 25 pages of results (198 hits) were included. The decision to
not use more than one information source for grey literature was due this often including
committee and government reports, conference papers and opinion pieces which did not fit
our inclusion criteria (see table 2.3.1). Please see the PRISMA Figure 3 for details on papers

found and excluded.
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Figure 3- The PRISMA diagram (Stovold et al., 2014) which shows the process of search results, screening stages and

the final extraction
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Marked as ineligible by automation tools (n = 0)
Other reasons (n =0)
A4
Studies screened (n = 598) >{ Studies excluded (n =537)
Studies sought for retrieval (n = 61) >| Studies not retrieved (n = 0)
1)
c
£ v
o
g
3 Studies assessed for eligibility (n = 61) >
Studies excluded (n = 37)
Wrong methodology (n =9)
Wrong study design (n =7)
Not specific to IUDs (n = 14)
Excluded country (n = 4)
Duplicated datasets (n=3)
A4
References from other sources (n = 3)
Studies included in review (n = 27) < Citation searching (n = 3)
Grey literature (n=0)
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2.3.3 Strategy for data synthesis

The data were transferred into Covidence (Macdonald et al., 2016), online software
used to support the process of undertaking a systematic review. First, duplicates were
removed using the software. Next, initial title and abstract screening was completed by SP
(doctoral psychologist researcher) and a second reviewer, ShP (another doctoral
psychologist researcher). Following this, a full text review was conducted by both
researchers.

Both researchers completed their initial and full text screens independently, meeting
to discuss any conflicts in decision making. During this time, any papers that were undecided
were discussed with research supervisors to ensure strict adherence to the
inclusion/exclusion criteria (see table 2.3.1). This provided extra rigour, acting to minimise
exclusion of potentially relevant studies and to reduce potential bias (Stoll et al., 2019). The
use of a use of a second reviewer was used to maximise reliability and replicability of the
search, staying consistent with guidelines for SLRs (Nightingale, 2009).

Tools such as inter-rater reliability scoring were decided against as they fit in with
more of a positivist framework (Park et al., 2020) and as such fit less with the critical realist
epistemology of this research (Alderson, 2021). Further to this, there have been criticisms of
the use of inter-rater reliability. For example, inter-rater reliability has been used in less than
11% of qualitative research and feminist theories argue that using strict reliability measures
can reduce multiple perspectives and can imply there may only be one correct way of
interpreting data which contradicts the synthesis methodology (Bardzell, 2010; Braun &

Clarke, 2006; McDonald et al., 2019; O’Connor & Joffe, 2020).

2.3.4 Inclusion/Exclusion criteria

The inclusion and exclusion criteria were carefully considered, in order to develop a review

that would look at the existing gaps in the literature.
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The Inclusion criteria were as follows:

» Clinicians from primary, secondary and third sector health organisations

» Healthcare clinicians were defined as any professionals that work within settings where they
would administer IlUDs/coils or be involved in counselling/advising and directly interacting with
patients. This would normally consist of: gynaecologists, paediatricians, general clinicians,
obstetricians, nurses, sexual health specialists but may include other similarly qualified
clinicians. If studies included focus groups or some interviews with managers, they were
included if there were clinicians also included within the sample

* High income countries (as defined by the world bank (WDI) (Galbraith et al., 2016) (including:
USA, Canada, Greenland, Guyana, Chile, Uruguay, Panama, Portugal,
Spain, France, Ireland, UK, Italy, Switzerland, Luxembourg, Netherlands, Poland,
Austria, Hungary, Lithuania, Estonia, Romania, Latvia, Sweden, Norway, Denmark,
Finland, Czech Republic, Saudi Arabia, UAE, Oman, South Korea, Japan, Australia
and New Zealand. We decided to limit to these countries as the socio-political and
healthcare systems mirror that of the UK more closely and there has been a recent
global review into IUD use (Daniele et al., 2017)

* Anyage

* Any ethnicity

+ Research which refers to clinicians’ experiences of different types of the IUD/IUS

+ Clinicians’ perceptions of IlUDs/coils

» Clinicians’ understanding and knowledge of IUDs and reasoning for use

» Clinicians’ experiences of the procedure and post procedure

+ Clinicians’ experiences or beliefs around acceptability/continuation rate

+ Clinicians’ counselling/decision making around use of the coil/lUD

* Research studies were included if their focus was on LARCs more generally as long as they
included data on IUDs

* Qualitative or mixed methods: questionnaires, surveys, self-reports, evaluation:
views, experiences, beliefs.

+ Time period within last 30 years, since the inception of IUDs.

The exclusion criteria were as follows:

+ Solely quantitative methods or analysis

+ Studies which do not refer to the experiences or perspectives of healthcare clinicians relating to
IUDs or IUD procedures — e.g. papers related solely to policy, funding or initiatives around
IUDs/LARCs or contraceptive effectiveness of IUDs

+ Clinicians not based in the high-income countries (as listed above) with comparable healthcare
systems to the UK

» Populations that only include funders or managers and therefore do not refer to direct
experiences or perspectives of IUD use or procedures

» Papers which discuss LARCs but do not make specific reference to IlUDs

+ Opinion pieces, articles authored by professional bodies providing practice recommendations,
other systematic literature reviews
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2.3.5 Search strategy results

An initial 678 papers were identified for inclusion and 80 duplicates were removed,
meaning 598 remained for screening (please see Figure 2.4.1 for details). After all the
papers were screened, further supplementary methods were used to identify additional
papers (Stansfield et al., 2014). Specifically, the reference lists of the included papers were
searched for any additional papers to add to the rigour of our search and to minimise
exclusion. This added a further 3 papers to the 24 already found. Advice was solicited from
supervisors who were subject matter experts, to identify any further papers, however this
yielded no results as these papers were already identified in our search (Horsley et al.,
2011). This was the final part of the search before extraction which was conducted on

11.02.2024.

2.3.6 Extracted studies summary

The publication dates of included studies ranged from 2009-2023. The majority of studies were
conducted in the USA (17), followed by Australia (5), Sweden (2), Canada (1), New Zealand (1) and the
UK (1). Participants were mostly different types of medical doctors but also included nurses, midwives,
health educators and advocates, and service managers. Complete demographic information about
participants was poorly reported, but where present, it indicated a tendency for more female participants
and people from white ethnicities. Sample sizes ranged from 8- 51, with a mean of 20 participants
overall. Most studies were conducted in primary care settings, but there were also a small number of
outpatient settings and specialist sexual health clinics. Data collection was largely via semi-structured
interviews with some using focus groups. Methods used were thematic analysis (13), content analysis
(1), mixed methods (2), a-priori (2), grounded theory (3), phenomenological approaches (2),
implementation science theoretical framework (1) and critical discursive analysis (1) unclear (2). See

Table 4 for details of the extracted studies.

Table 3- Data extraction table
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Title Year & Authors Aims/ Design/ Participant Results/ outcome Strengths and limitations Clinical and practical
country objectives methods characteristics implications
Taking the 2018, Jennifer To explore  Sample size: Gender: female -No routine counselling Strengths: -Counselling to ensure
clinician “outUsA R.Amico, feelings about12 Setting:  (75%) male about self-removal - + Researchers came from safety of self-removal which
of the loop:” ArianaH. IUD primary (25%), no Valuing patients' +both academic and clinical  can be a facilitator for those
patients’ and Bennett,  self- care ethnicity recorded. @utonomy in backgrounds wishing to use the 1UD
physicians’ Alison removal from Professions contraceptive care and  + Clinicians were well - Length of strings being
perspectives Karasz,  the Design: included: all self removal distributed across seniority  giscussed to reduce risks of
es about IUD Marji Gold Perspective  gemj registered -Concern about self and experience levels which .6 cive removal by
self-removal s of structured physicians removal and concern could allow for a variety of partners
physicians  jnterviews about partner coercion experiences and opinions,
(and IUD conducted in withttlhg majority |working
. mostly in women's
users) persqq with reprozi/uctive health +
physicians Participants were
Methods: compensated for taking part
inductive by being given vouchers
and Limitations:
deductive - Interviews with clinicians
content and were conducted in person and
thematic interviews with patients
analysis were conducted by telephone -

Bias potential in clinician
interviewing

- Only one researcher
recruited/interviewed physicians
whereas both researchers
recruited interviewed patients
so possibility for bias in
recruitment and for interview
style.
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- Using a clinician for
interviews may have
influenced how some
participants responded
- No ethnicity recorded
for authors or
participants - No
conflicts of interest

stated

"l wish 2017, Jennifer To examine  Sample Characteristics Results: Strengths: -Suggestions of
they could USA R. family size: 12 Gender: female -Positive attitudes + Good range of physicians ~ miscommunication
hold on a Amico, physicians’ Setting: (75%) male toward the IUD - across all stages of career, betyveen clinicians and
little Ariana perspective  primary (25%), no Patients' reasons for with most working patients _
longer”: H. sonearly care ethnicity removal focused on predominantly in women's - Showed some evidence
physicians Bennett, IUD reported. symptoms that were reproductivg health and with  that physicians can bring
' Alison removal Design — Professionals not _good experience of biases to the IUD removal
experience Karasz, qualitative,  included: family well tolerated insertions discussions which can
s with Mariji Gold semi medicine and -Clinicians responses + Confllct_s of affect access to IUD
;equeslts structured  resident to ,r.?m?le andl :_n'te:-tz?itoﬂgdosed removal and impact on
or ear : : articularly ear im : :
IUD ’ :CELV(;Z\;VS_ physicians. femoval o¥ten rr¥et with - Study setting in New York reproductive autonomy
removal . reluctance and may be less transferrable

thematic desire for continuation ~ to other settings due to

analysis ease of contraception

- Weighing autonomy
and reproductive
goals

access - Participants
knew the interviewers
which may have
affected the results -
No ethnicity records for
participants or authors
- Exclusion of nurses
and gynaecologists
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Paediatricians
Attitudes and
Beliefs about
Long- Acting
Reversible
Contraceptives
Influence
Counselling

2016,
USA

Elise D.
Berlan,

Nicole M.

Pritt and

Alison H.

Norris

To assess
LARC-
related
knowledge
and beliefs in
paediatricians
and how this
can influence
counselling
practice

Sample
size: 23
Setting:
Community
practice
Design:
Mixed
methods.
Qualitative
part used
semi-
structured
interviews.
Methods:
a-priori
methods.

Characteristics:

Gender: 74%
female, 26%
male. No
ethnicity
recorded

42

Result:

-Attitudes and
beliefs about IUDs
that express
uncertainty,
paucities of
knowledge and
unfavourable
attitudes towards
their use in
adolescents.
Some participants
expressed the
opposite view after
gaining more
understanding in
the topic. - Routine
counselling in
IUDs was
influenced by
confidence in
knowledge,
respect for patient
autonomy,
perception that
adolescents would
not want it and
concerns about
side effects.

Strengths:

+ Method appropriate for
gaining rich understanding of
participants views in an
underrepresented age group
within this topic

+ Interviews were conducted by
a research assistant with no
previous experience at the
institution, which was stated to
minimise social

desirability bias

+ Conflict of interest stated
Limitations:

- No ethnicity recorded for
authors or participants -
Participants only recruited from
one site so generalisability may
be constrained

- Easier onsite access
to IUDs would improve
access and counselling
- Improvements in
knowledge and
administration of IUDs
could influence
paediatricians
counselling and
improve choice for
adolescents
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“Birth
Control
can Easily
Take a
Back
Seat”:
Challenge
s

Providing
IUDs in
Community
Health Care
Settings

2018,
USA

M.
Antonia
Biggs,
Shelly
Kaller,
Cynthia
C. Harper,
Lori
Freedman
, Aisha R.
Mays

To assess
community
health
centers’
(CHCs)
capacity to
offer
streamlined
intrauterine
devices
(IUDs)
services

Sample size: Characteristics:
20 Setting: Gender: female
Community  (80%) male (10%)
healthcare transgender
centre (10%) Race:
white (55%),

Design: Mixed black/African
methods

survey and  Latino/a (5%),
semi Asian/Pacific
structured islander (5%),
telephone mixed race/other
interviews (10%)
Methods:

qualitative

data were

developed

through

codebooks.

American (25%),

Results
-Contraception is less
of a priority in
community health
centres when other

Strengths

+ Participants were given a
gift card for their participation
+ Authors declared no
financial or personal conflicts

health needs are of interest
deemed to be of higher  + Interviewers declared own
priority ethnicities

-Pressures to serve a high

volume of patients - Time |imitations

related challenges of 15- _qajitative data analysis

20 slots as insufficientto  meathod was not clear,
complete counselling and appeared to be based on
placement alongside other coqders and coder agreement
concerns in teams

-Inability to offer IUD as -Difficulty in generalising to
emergency other contexts due to sample
contraception or same  f CHCs and differences in
day cost

- Training on IUDs required
for all clinicians and staff -
A need for protocols on
IUD placement

- Proposals for giving
several stage
appointments for IUD prep,
counselling and
procedures

- Potential for support staff
to conduct contraceptive
screening and some
counselling and knowledge
guidance to assist with
procedure set-up
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The Fine
Line
Between
Informing
and
Coercing:
Community
Health
Center
Clinicians’
Approaches
to
Counseling
Young
People
About

IUDs

2020,
USA

M.
Antonia
Biggs,
Lucia
Tome,
Aisha
Mays,
Shelly
Kaller,
Cynthia
C. Harper
and Lori
Freedman

To explore
IUD
practice for
young
people in
community
health
centres,
considering
history of
coercion
and aims
for
empowering
young
people

Sample
size: 20
Setting:
Community
healthcare
centre

Design:
qualitative,
semi
structured
interviews

Method:
grounded
theory

Characteristics:
Gender: female
(16), male (4).
Professions
included: nurse
clinicians,
physicians
(paediatrician,
family medicine
doctor, internal
medicine
specialist) and
a physicians
assistant.
Ethnicity was
not stated.

Results:

- Overlapping
approaches to
informing patients
about contraceptives.
-Participants described
informing patients of all
options as well as
presenting information
in accordance with
their preferences.

- Counselling as a
means of empowering
patients. Participants
described how
histories of coercive
practice influence how
they approach their
work and building trust,
moving away from past
reproductive injustice

- Tension between
patient and clinician
preferences.
-Participants described
difficulties of holding
autonomy while not
wishing to stigmatise
methods that were
highly effective

- Counselling against
‘early' IUD removal.
Participants described
feeling like their
patients were asking
for removal

Strengths:
+Particularly strong
efforts were made to
protect participants
identity

+ Data collection and
analysis appeared to
be completed in a
thoughtful way with
interviewers meeting
regularly to reflect

and suggest revisions
to the interview guide
and discuss

themes

+ Participants were given
a $50 gift card for
participating
Limitations:
-Participants took part in
an [UD training prior to
the interviews which
may have

primed their interest
during or arguably may
have been there
already as they agreed
to take part in the
training

- While interviewers’
races were disclosed,
they did not reflect on
how this may have
shaped their data
collection or analysis

-A need for more
clinicians who can fit
IUDs and other
barriers such as
finances which can
affect availability for
and counselling of
IUDs

-Clinicians’ practice
could at times be
coercive which could
lead to patients have
worse outcomes and
be

less likely to continue
with their LARC or use
it in the

future

-This study supports
previous research that
suggests informing
patients of expected
side effects in advance
can make them more
likely to continue with
the 1UD rather than
dismissing patient
concerns
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prematurely due to
side effects they felt
would reduce
eventually with time.

-Participants' accounts
may have been subject
to social desirability bias
potentially leading to
more favourable
opinions about the IUD
- No conflicts of interest
were declared

Perspectives 2022, Nicola To explore Sample: 30 Characteristics: Results:- PPIUD Strengths - Information and post
of USA Boydell, the views of Setting: described as effective + Researchers described a insertion support was
obstetricians Michelle obstetrician Maternity Professions and helping to remove reflective approach to the described as being required
and Cooper, s and included: barriers to contraception  analysis, meeting regularly to minimise expulsion rates
midwives on Sharon T midwives Design - obstetricians uptake and pain in post-  to compare recurrent themes  _ |ncreased funding was
the Cameron, on groupand  gnd midwives birth insertion. Public and discuss how their required to continue to
provision ’ - individual health benefits such as  nonclinical status may ,
of Professor  providing interviews No gender or reducing abortion rates  influence interviews and provide PPUID
immediate Anna.l postpartum conducted ethnicity data and missed postnatal analysis
postpartum Glasier, intrauterine in person were disclosed. appointments + PPl involvement was
intrauterine Dr Shiona  devices and on the - Benefits of inserting sought and provided support
e devices: Coultts, (PPIUD) telephone PPIUD was seen as in study development
A Mrs within expanding nurses Limitations
qualitative Frances maternity Methods - devglopment anq -Type of thematic analysis
service McGuire,  settings thernati helping them deliver used isn't clear as themes
evaluation Jeni ematic holistic care throughout  seem to be summaries of the

Harden analysis women's pregnancy data, despite Braun and

journeys. However
PPIUD training was not
appropriate for all and
created extra workload.
Further concerns about
pain during insertion
and complications.

- A need for consistent
post insertion

Clarke citation

-Difficult to analyse datasets
that include both group and

individual interviews

- Difference in quality in
interviews conducted in
person vs via telephone
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information and support
was expressed to
minimise risk of IUD
expulsion.

- No mention of conflict of
interest or compensation of
staff

-No participant or author
demographics

"It’s a very
nuanced
discussion
with every
woman":
Health care
clinicians’
communic
ation
practices
during
contracept
ive
counseling
for patients
with
substance
use
disorders

2020,
USA

Elizabeth
Charron,

Rachel M.

Mayo,
Smith F.
Heavner-
Sullivan,
Kacey Y.
Eichelber
ger, Lori
Dickes,
Khoa D.
Truong,
Lior
Rennert

To establish
healthcare
professiona
Is practice
within
contracepti
ve
counselling
for women
who use
substances

Sample: 24
Setting:
Specialist
family
planning
clinic

Design -
qualitative,
semi
structured
interviews
with
clinicians

Methods -
thematic
analysis

Characteristics:
Gender: 92%
female, 8% male
Race: 100% white

Professions

included: medical

doctors and

advance practice

nurses

Results: - Developing
interpersonal
relationships and trust
as an integral part of
building relationships
with patients with stigma
and negative previous
experiences of health
systems - Exchanging
information and
communication around
contraception should be
tailored to the individual
and clinicians discuss
the sensitive ways they
approach this so it
doesn't come across as
judgemental or lecturing
- Autonomy in
contraceptive decision
making and directive
counselling. Clinicians

Strengths

+ No conflicts of interest
were declared

+ Useful reflections about the
history of coercion and the
results, showed clinicians
struggling to balance patient
autonomy and their beliefs
Limitations

-Participants were not
provided with compensation
for taking part

-It may have been helpful to
state the author's position in
this paper as it involves a
particularly vulnerable
population.

-There were inconsistent
terms being used as
substance use disorder
(SUDs) was the most
prevalent, some other terms
such as substance-using
patients can read as slightly

- For clinicians to continue
to be critical and reflective
of how they position certain
LARCs such as the IUD
and how this is presented
to the patient population

- Clinicians have a duty to
respect the autonomy and
right to choice of medical
treatment and particularly
so for vulnerable groups
like this patient population.
For clinicians to be aware
of how clinician

-Directed counselling can
add to continued distrust in
healthcare and damaging
trust in the community
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describe wishing to
provide women with
autonomy while using

their own clinical

judgment to assess

which methods might be

most compatible with

their lifestyle

derogatory and devoid of the
important context that was
mentioned elsewhere. It
would have been helpful to
mention preferred terms in
consultation with the patient
population

- Clinicians who were
motivated to discuss their
care for this population may
have been over-represented
leading to an
unrepresentative sample or
less of an accurate picture
of counselling practice -
There was a lack of
cultural/ethnic diversity in
the clinicians included

Clinician

Practices and SA

Young
Women’s
Experiences
with Clinician
Self-
disclosure
during
Emergency
Contraceptive
Visits

Morgan

Cheeks,

Shelly
Kaller,
Aisha
Mays,
Antonia
Biggs

To explore
clinician
perspective s
on self
disclosure

of
contraceptive
experience s
and its effect
on
contraceptive
decision
making

Sample: 18
Setting:
Community
health
centre
Design:
qualitative,
telephone
interviews
Method:
deductive
and
dedoose,
thematic
methods

Characteristics:
Gender: female
(14), male (2),
transgender Race:

white (9),
Black/African
American (1),
Asian/Pacific
islander (4),

Latina/o (1), mixed

race/other/unknown
wn (3) Professions:
physician (3), nurse

clinician
(15)

Results:

- The majority of
clinicians reported little
to no disclosure during

contraceptive

counselling. For the few
that did, they reported
either comfort with
disclosing or a difficulty
in disclosing.. Perceived
advantages and
disadvantages -

clinicians considered
how disclosure could

impact on their
relationship

Strengths:

+ Diverse gender range +
Clinicians were reimbursed
for their participation
Limitations:

-No conflicts of interest were
stated

-Researcher demographics or
positionality were not stated
-Any sampling bias which
may have occurred using
convenience sampling was
explored

-While clinicians were
reimbursed, they were given
different amounts to patients

- Clinicians should assess
the benefits of providing
PSD especially for young
people in a CHC setting -
Clinicians should consider
patient autonomy and
work to preserve the
patient clinician
relationship both when
considering self-
disclosure and in general
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School
based
healthcare
clinicians
experience
s, attitudes
and beliefs
about
intrauterin
e
contracept
ion

2014,
USA

Katie
Davis

To explore
school
based
clinicians
experience
s of
counselling
adolescent
s and to
develop
intervention
s to increase
IlUC
contracepti
ve
counselling

Sample: 8
Setting:
School
healthcare
setting

Design: semi-

structured

interviews with
school-based

healthcare
clinicians
Methods:
grounded
theory

Characteristics:
Gender: 1 man, 7
women. No

ethnicity reported.

Professions
included:
midwives, nurse
clinicians, health
educators and
paediatricians.

Results:

-Barriers to IUD

counselling

-Age, lack of interest

and concerns around

perceptions of

vulnerability to sexually

transmitted diseases

due, family, perception

of pain or risk to patient.
-Facilitators to IUD

counselling - Patient

interest, clinician
knowledge, patients that
have experienced failure
or are unable to use

other methods, family

dynamics, clinician
motivation, having a
health educator or
inserter on site, -
Perception of teen
pregnancies being a
problem among patients
served due to
contraception use

varying in consistency

Strengths:

+ Detailed thematic

analysis with quantity of
themes shared across
interviews

+ Method appropriate for
sample size

+ Use of reliability

measures during coding

+ Relevant choice of
conceptual model that has
been used in IUC provision
Limitations:

-Lack of critique for IUC
being targeted at low-income
young women

-Focus of discussion seemed
to focus solely on use of IUC
as a measure to control
teenage pregnancy rates
-There was a lack of in depth
understanding of the
barriers to IUD for
parents/caregivers as this
was described to be
overcome using various
advertisements of the IUD
-Selection and social
desirability bias described

- Lack of demographics

For participants/interviewers

-Study discussed the
benefits having of health
educators/inserters on site
where increased training
and support from within the
community could be
addressed

-Clinician knowledge to be
extended to all as it was
seen to be a facilitator
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Healthcare
clinicians’
perception s
of the
challenges
and
opportunities
to engage
Chinese
migrant
women in
contraceptive
counselling:
a qualitative
interview
study

Hankiz
Dolan, Mu
Li,
Deborah
Bateson,
Rachel
Thompson
, Chun
Wah
Michael
Tam,
Carissa
Bonner
and
Lyndal
Trevena

To explore
health care
professions
experience s
of providing
contraceptive

care to
Chinese
migrant
women

Sample: 20

Setting:

Primary care

Design:

qualitative,

semi
structured
interviews
Method:
Thematic
analysis

Characteristics:
Gender: female
(20), male (2)
Professions:
general clinicians,
SRH doctors and
nurses, and one
gynaecologist.
Ethnicity was not
disclosed, just
that 7 participants
spoke both
English and
Chinese

Results:

Themes:

- ‘Are you using
contraception?’: the
case for being
proactive and
opportunistic

- Counselling advice
was often provided in
an opportunistic way
-‘Getting the message
across’: communication
compounded by
barriers

- ‘Hormones are
unnatural?’: women
favouring non-hormonal
methods

- Fears of hormonal
effect on menstruation
and worries about side
effects

-‘Word of mouth’: social
influence on methods
-Family were described
to either not discuss
methods or may advise
them against hormonal
ones, alongside
potential partner and
peer influence

Strengths:

+ Participants recruited were
representative of the patient
population being studied
Limitations:

- There was an
inconsistency with which
participants were provided
with reimbursement -
Findings may not be
representative in other
geographical locations

- Some of the participants
recruited only interacted
with a small sample of the
population of interest

- Lack of ethnicity data
disclosed for participants or
authors

-Community level
approaches are needed
to improve cultural
competency in care
provision

-Helping to provide
specialist knowledge to
the community would help
enable more informed
choices for patients
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Inclusion

of
intrauterine
device
insertion

to registered
nurses’ scope
of clinical
practice

2019,
Australia

Kirsten
Fleming,
Yan
Cheng,
Jessica
Botfield,
Mariana
Sousa,
Deborah
Bateson

To explore
nurses and
medics
attitudes to
extending
nurses scope
of practice to
include IUD
insertion

Sample: 20
Setting:
Family
planning
clinic

Design:
qualitative,
semi
structured
interviews

Methods:
Thematic
analysis

Methods:
Professions
included: nurses
and medical
officers. No other
demographics
information was
given.

Results:

Perceived benefits and
value of 1UD training
and expanded practice
for RNs - An increase
in lUD insertion
appointment availability
and a positive regard for
the skills acquired
Perceived barriers and
challenges - Concerns
about potential for
adverse reactions or
complications and the
additional responsibility
this entails for them and
the risks for their client
Factors contributing to
successful
implementation of IUD
training and expanded
practice for RNs - A
need for strong working
relationships between
nurses and doctors as
well as support from
non-clinical staff and
mentors

Strengths:

+ Useful to include themes of

feedback before and after
training to compare
differences

Limitations:

-Some descriptive data in
looking at how attitudes

change pre-post IUD training

may have been useful to
capture

-No demographics data was
collected for participants or
authors

-There was a lack of
reflection on the interviewer
being an IUD nurse
coordinator and how this

could have affected the data

- Participants were not
compensated for taking part

-Evidence suggests
nurses who are properly
trained are able to deliver
the same standard of care
as medics - Both nurses
and medics believe
expanding nurse's
responsibilities to include
IUD insertion as a positive
step

-More professionals
trained in IUD devices can
increase the scope of
access and

counselling in IUDs for
women




WOMEN’S NEGATIVE EXPERIENCES OF IUD PROCEDURES

51

Understanding 2015,
the low uptake Australia
of long acting
reversible

contracept

ion by young

women in

Australia: a

qualitative

study

Cameryn
C.
Garrett,
Louise A.
Keogh,
Anne
Kavanagh,
Jane
Tomnay,
and Jane
S.
Hocking

To explore
the barriers
to LARC
useina
population
of young
women in
Australia
and to
identify
approaches
for
increasing
knowledge
and access

Sample: 15
Setting:
Primary
care

Design:
qualitative,
semi
structured
interviews
Methods:
thematic
analysis

Characteristics:
Professions
included: general
clinicians, nurses,
medical directors,
sexual health
educator and
health advocates
Gender: Female
(14) Male (1). No
ethnicity data was
collected.

Results:

Norms - IlUDs were
described as being outside
of the norm for women and
for clinicians to suggest as
they were seen as more

common with older women.

Bodily consequences -

Professionals felt the need for

vaginal examination was a
barrier for many women.
Misconceptions - A lack of

knowledge or awareness of

IUD methods can prevent

professionals like GPs from
giving it to young people and

they

believed this is comparable

to young women's
understanding of methods
LARC access issues. -
Professionals cited long
waiting times and high
upfront costs as barriers,
giving examples of it being
common place to wait
months for an IUD
insertion.

-Limited confidence and
support

- Low uptake affected
competency in insertions

Strengths:

+ A diverse range of
professionals were
recruited to increase
diversity and a range of
perspectives Limitations:
-No conflicts of interest
were stated

-No ethnicity information
was collected for
participants or authors
-Clinician participants
were not compensated for
their participation while
patient participants were
-Use of data saturation
may have meant further
themes

could have been

missed -Staff

targeted for

recruitment had an
interest in the topic so
may be subject to bias,
may be more likely to
favour IUDs and may be
less representative of the
general professional
population's beliefs

- Potential to increase
knowledge about IUDs

and
LARCs in earlier
schooling

- Training for healthcare

clinicians about the
importance of

discussing a range of

contraceptive options
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Clinician 2018,
based UK
barriers to

provision

of intrauterine
contraception
in general
practice

Lesley
Hoggart,
Susan
Walker,
Victoria
Louise
Newton,
Mike
Parker

To examine
barriers to
IUC uptake
in UK
general
practice

Sample: 14
Setting:
General
practice

Design:
mixed
methods,
surveys
and
interviews
Methods:
thematic
analysis

Characteristics:
Professions:
General clinicians
(7) and nurses
(7). Demographic
information was
provided for the
whole study but it
is not clear how it
applies to those
that took part in
the qualitative
interviews.

Results:

Proactive selection of
women for whom IUC is
considered suitable
-Most clinicians
recommended IUC for
more women than were
currently using it,
including young women
Risk aversion -
Perceptions of risk
based on nulliparous
women were higher
and some nurses
deemed IUC to be
more risky to insert
compared to other
invasive contraception
such as the implant
Perceived and received
knowledge of 'what
women want'
-Clinicians stressed that
contraception choices
were always patient led.
- Clinicians were often
waiting a long time to
receive the training as
well as issues with

revalidation if they aren't

using these skills on a
regular basis

Strengths:

+ They used an advisory
group and piloted part of the
methods

Limitations:

-Sampling technique was
non-random due to time
constraints and budgets,
those selected may have
been subject to selection
bias as they may have been
more likely to be supportive
of IUC by choosing to opt-in
- Practices (but not

clinicians) were renumerated

for taking part in the study
- Findings may not

be generalisable

-Ethnicity data was not
provided in the overall
sample and not for authors

-Additional training for GPs
on the IUC would be helpful
in providing women with
knowledge and better ability
to make an informed
decision

-For all clinicians to be
given evidence based
information on all
contraception to help fill the
knowledge gap and support
IUC provision where
appropriate
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Long acting
Reversible
Contraception
for
Adolescents
and

Young
Adults:
Patient and
Clinician
Perspectives

2013,
USA

Megan L.
Kavanaug
h, Dr.P.H.,
Lori
Frohwirth,
B.A.a,
Jenna
Jerman,
M.P.H.a,
Ronna
Popkin,
M.S.b,
and
Kathleen
Ethier,
Ph.D.

To explore
clinician
perspective
s on
LARCs for
teens and
young
adults

Sample: 20
Setting:
Community
and inpatient
family
planning
clinics

Design: semi-
structured
interviews and
focus

groups with
staff

Methods: type
of analysis
unclear,
phenomeno-
logical
approaches
assumed

Characteristics:
Professions:
administrative
directors,
clinicians,
educators,
medical
assistants and
receptionists.
Other
demographics
information was
not provided.

Results:

Attitudes about
candidacy for IUDs and
implants - Teens, non-
monogamous women
and women who have
never given birth were
traditionally seen as
ineligible for IlUDs by
staff Pros and cons of
IUDs and implants -
Directors and other
clinicians expressed
more concern about
IUD use compared to
implant use in younger
women ldentifying and
addressing challenges
to providing LARCs to
young women - Cost
related challenges due
to perceiving young
women as being more
likely to 'give up' and
have methods removed
prematurely,
incorporating revised
guidelines into clinic
policy and improving
clinician buy-in to
address staff resistance

Strengths:

+ Conflict of interests
disclosed

+ Use of both quantitative
and reflexive reliability
measures

+ Conflicts of interest
disclosed

+ Public sites were chosen
due to providing care to the
most vulnerable women

Limitations:

-No demographics data
were provided for clinician
or participants

-While compensation was
given, there was no clear
rationale for why directors
interviewed were given
more compensation than
the other clinicians
interviewed

- Type of qualitative
analysis was not clearly
stated

-Recommendations for
staff to use open
counselling styles that are
centred around the client's
wishes rather than what is
assumed as being more or
less desirable by the
clinician

- A need to place emphasis
on respecting clients
beliefs and desires

in future training
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Doctors’
experience

of the
contraceptive
consultation:
a qualitative
study in
Australia

2017,
Australi
a

Marguerite
Kelly,
Kumiyo
Inoue,
Kirsten
Black,
Alexandra
Barratt,
Deborah
Bateson,
Alison
Rutherford,
Mary
Stewart,
Juliet
Richters

To explore
doctor's
perceptions of
how their
knowledge
and attitudes
towards
different
contraceptives
and sexuality
influenced
contraceptive
counselling
and
management

Sample: 15
Setting:
Community
and inpatient
services

Design:
qualitative,
semi
structured
interviews
Methods:
thematic
analysis

Characteristics:

Professions:
medical
doctors
working in
family
planning,
sexual health,
specialist
reproductive
health, general
practice,
university clinic
and youth
services. No
other
demographics
information
was provided.

Results:

Approach to managing a condition that is not

an
illness - difference of working in women's
health compared to other fields where
patients are more unwell Doctors’
preferences for contraceptive methods -
Many doctors described a preference for
the IUD and saw the patient doctor
relationship as a market with clients as the
customers Contraceptive counselling: the
process of excluding methods - A range of
techniques were described as being
employed to choose the right method
including using the evidence base, clinical
opinion and intuitive approaches based on
client's needs

Sexuality and the contraception
consultation:

clinicians reported these were treated as
separate within medical practice, despite
links around women's libido and the female
sexual

response

Strengths:
+Participants
were
compensated
for their
participation

+ A conflict of
interests
statement was
given

Limitations:
-A lack of
demographic

information was

provided for
participants or
authors
-Doctors who
deemed
'experts’ were
sampled and
may have less
representative
views than
others

-A
consideration
for education

around
sexuality
within
contraception
should be
incorporated
better into
medicine
training and
for those
working in
women's
health
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Contraceptive
counselling 2017,
of Sweden
women
seeking
abortion —a
qualitative
interview
study of
health
professionals
experiences

Kilander,

H.,
Salomons
son, B.,
Thor, J.,
Brynhildsen,
J.,
Alehagen,
S.

To explore
health
professionals
experiences
of providing
contraceptive
care to
women who
have had

an abortion

Sample: 21
Setting:
hospital

Design:
qualitative,
interviews
Methods:
content
analysis

Characteristics:
Gender: female
(19) male (2).
Professionals:
gynaecologists,
midwives. No
ethnicity data was
included.

Results:

Complex counselling
-Difficulty of discussing
contraception at a time
of an abortion when
patients may be
particularly vulnerable
and emotionally
exposed Elements of
counselling

-Clinicians described
this to consist of
information giving,
guiding in the choice of
contraception and
previous history of
unwanted pregnancies
as well as age Finding a
method - Challenges in
women finding a method
in the context of
abortion and limitations
in HPs knowledge and
limited access to
effective contraception

Strengths:

+ No conflicts of interest
stated

+ Participants interviewed
had experience of
counselling a range of
women from different
socioeconomic contexts

Limitations:

-Participants did not appear
to be compensated for their
time

-There were a lack of
midwives recruited in
comparison to
gynaecologists as

contraception during abortion

is performed by both
professionals

-No ethnicity data was
included for participants or
authors

-A need to develop
healthcare professionals
skills in providing sensitive
contraceptive care within
the difficult context of
abortion

-A need to evaluate and
provide feedback on the
effects of contraceptive
counselling at the time of
abortion
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(18%),

not counselled on IUD

GPs’ 2017, Gabrielle To Sample: 17 Characteristics: Results: Strengths: - A need for the reduction
perspectives  Australi  Lodge, investigate  Setting: Gender: female Misconceptions + Conflict of interest of barriers for GPs
on prescribing 3 Lena barriers General (12), male (5) No  brought to the statement given + accessing IUD training as
intrauterine Sandi, GPs face in  practice ethnicity data was ~consultation - Patients Efforts were made to well as costeffectiveness
con_traceptive Meredith  the provided. were described to improve gender mix and for both the clinician and
devices Temple- prescription Design: either have a I_ack of a diversity in terms_ of patient - Increasing
Smith of IUDs qualitative, kn_owledge or incorrect gec_)graph|cal area in patient access to GPs who
interviews misconceptions of IUDs which currently perform
MethodologV: Lack of GPs currently GPs were situated ) . helo t
. 9y: performing insertions - Insertions can help 0_ )
thematic GPs described having o reduce costs and waiting
. 7! Limitations: ; ;
analysis a lack of training n Social desirability bi times for patients and help
IUDs as well as - Social desirabiiity bias keep GPs skills in
reservations around risk as p.art|C|p_)ants knew insertion
insertion lssues that the interviewer had an
involved in the referral  interest in increasing IUC
of patients for insertion ~ Uptake - No ethnicity data
- Other contraceptives ~ Was provided for clinicians
were deemed to be or participants
easier to prescribe
rather than the lengthy
referral processes for
IUD insertion
The limitations 2022, Manzer, To explore ~ Sample: 51 Characteristics: Results: Strengths: - Clinicians are required to
of patient- USA Jamie L; processes  Setting: Ethnicity: white Withholding self- + Participants were have on-going professional
centered care: Bell, Ann  aroundthe Privateand  (74%), African removal information - compensated for taking part  development in areas like
Vv early patient X American or black Patients are strategically in the study patient-centered care and
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The case of removal of  programme Indian/Asian (6%) self-removal for the + Competing interests were  how this patients
early long long acting ~ services and Hispanic purpose of discouraging declared preferences should guide
acting reversible (2%). it Negotiating with care and not be
reversible contraceptive Design: Professions: patients - Nearly all Limitations: undermined
contracept ion (LARC) qualitative, physicians, nurse  clinicians described - Clinicians recently took part
(LARC) semi clinicians and asking the|_r patientsto  p, 5 training programme
removal structured midwives. extend their LARC use concerned with LARC
: . regardless of the . )
interviews Gender data was presenting concern, provision and reducing
Methods: not provided. treating side effects and pregnancies which may have
thematic thereby setting a influenced their attitudes
analysis delayed timeline for - No demographics data
removal. about the interviewers or
Setting removal criteria - authors was shared
Clinicians described - While there was a

removal LARC only after statement that it was not
certain criteria are met  within the scope of this
and a focus on paper, it may have been
prioritising keeping the  yseful for the interview guide
IUD due to to look into racial or ethnic
'rtg difgcia:tlveness at questioning particularly as

9 pregnancy. this is a pertinent issue as

Stalling by creating . .
inconvenience - explained in the background

exploiting patient trust to
delay or reject requests
for early IUD removal by
ordering a series of
tests that appear to
centre around the
patients concerns.
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Interdepen
dent
Barriers to
Providing
Adolescen
ts with
LongActing
Reversible
Contracept
ion:
Qualitative
Insights
from

clinicians

2016,
USA

Molly K.
Murphy,
Cindy
Stoffel,
Meghan
Nolan and
Sadia
Haider.

To identify
barriers for
healthcare
professionals
providing
adolescent

s with

LARC

Sample: 16
Setting:
Community and
school

settings

Design:
qualitative, semi-
structured
interviews
Methods:
Modified
grounded theory
approach/content
analysis using
codebooks

Characteristics:
Gender and
ethnicity data
were not
collected.
Professions:
paediatricians,
family medicine
physicians and
advance practice
nurses.

Results:

Clinician confidence in
LARC - participants
described perceiving
adolescents to be
disinterested in LARC
as well as struggling
with their own sense of
confidence in their
abilities to address
fears or misconceptions
Patient-centered
counseling — clinicians
appeared to juggle
several things such as
confronting myths
about LARCs,
identifying individual
concerns patients may
have and highlighting
the positive attributes of
LARCs in comparison
with other methods.
Support for LARC
insertion - participants
described the need for
training on insertion as
well as having available
devices, mentorship
and support when
practising these skills

Strengths:

+ Participants were
compensated for their time
+ Conflicts of interest were
reported

Limitations:

- There was a lack of
reflection about the use of an
inter-rater reliability code,
measuring 'almost perfect'
levels of reliability between
coders

-There was a lack of
demographics information
shared for participants and
authors

-Difficulties in generalising
the study findings to other
populations

-Participants response may
have been subject to social
desirability bias, for example
they may have declined to
share viewpoints that they
perceived would be viewed
negatively

-A need to increase
instrumental support for
LARC for clinicians and
services

-An increase in clinician
training on LARC to help
clinicians feel more
comfortable and to
provide it as a further
option for interested
patients
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Providing
family
planning
and
reproducti
ve
healthcare
to
Canadian
immigrant
s:
perception
s of
healthcare
clinicians

2009,
Canada

K Bruce
and
Jacquelin
e
Willinsky

To evaluate
the
experience
s of
providing
reproductive
healthcare
to
immigrants
in areas in
Canada

Sample: 9
Setting:
Family
planning

Design:
qualitative,
interviews
Methods:
Grounded
theory

Characteristics:
Professions:
sexual health
counselor, family
physicians, public
health nurses,
nurse clinician and
professor. No
ethnicity data was
given but 2
participants were
described as
immigrants.

Results:

Language barriers to
family planning and
reproductive health -
language among other
barriers such as
transportation,
accessibility and
difficulty in finding a
female physician were
cited as common
difficulties.

The role of gender in
family planning
decisions - observed
differences in power
dynamics and decision
making around
contraception in
different cultures.
Cultural

sensitivity - a

need to consider
factors around
contraception

such as IUDs that
can cause
symptoms that

can clash with
people's religious
practice or ways

of living.

Strengths:

+ Authors made efforts to
provide rigour in the analysis
procedures

+ Some references to some
of the authors being
immigrants was mentioned

Limitations: -

- This may only capture the
views of clinicians who have
had patients who are a small
sample of the immigrant
population and those who
have accessed services

-No conflicts of interest were
stated

-Limited demographics
information was provided on
interviewers and participants,
there was no data pertaining
to gender or ethnicity for
example

-To address barriers to
access care and services
for immigrants

-For clinicians to access
training in cultural
sensitivity in providing
gendered and culturally
appropriate care
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Can 2018,

Paediatricians USA
Provide Long
Acting

Reversible
Contracept

ion?

Alison
Norris,
Nicole
Pritt, Elise
D. Berlan.

To understand Sample:
Provision of 23

LARCs and  Setting:
identify Community
barriers and  care
opportunities
for its Design:
provisionin o 5jitative,
paediatricians oo i
ncommunity  girctured
practice interviews
Methods: a
prior open
coding

Characteristics:
Gender: female
(17)

male (6)
Professions:
Paediatricians

Results:

-Clinicians cited a lack
of reproductive health
experience and in terms
of specifics like pelvic
exams that can be
required in lUDs

- Lack of 1UD fittings
makes clinicians feel
less skilled and less
likely to be motivated to
offer them

- Primary care was not
seen as an appropriate
setting for IUDs, some
settings didn't have
basic equipment like
tables with stirrups

- Patients were
described as not being
accustomed to

LARC methods

Strengths:

+ Conflicts of interests stated

Limitations:

-No demographics information
about the clinicians or authors

was provided

-There may have been less
generalisability using this
method compared to a
quantitative approach as
well as being specific to one
area paediatricians worked
in

- Some reflection on a
clinical trainer's role in the
study may have been
beneficial to consider
additional bias

-Providing interested
clinicians with training to
help increase their
confidence and access for
patients

- A need to consider which
clinical environments can
be set up for IUD use and
what equipment is needed
for clinicians to be able to
provide the service
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New York
City
Physicians’
Views of
Providing
LongActing
Reversible
Contracept
ion to
Adolescen
ts

2013,
USA

Susan E.
Rubin,
Katie
Davis and
Diane
McKee

To explore
primary care
physicians’
experience
s, attitudes,
and beliefs
about
counselling
and
provision of
LARC to
adolescent s

Sample: 28 Characteristics:
Gender: 74%
female 26% male

Setting:
Primary
care

Design:
qualitative,
in-depth
telephone
interviews
Methods:
used an
implementa
tion science
theoretical
framework

Professions:

family physicians,
paediatricians and

obstetricians

gynaecologists.
No ethnicity data
were collected.

Results:

Capability - physicians
were not aware of
adolescents being
suitable IUD candidates
and were not trained to
offer to this cohort
Opportunity - the culture
of the clinic and which
contraceptives they
typically offer can vary,
with paediatricians
offering the most limited
options

Motivation - this
described clinicians
grappling with a series
of competing concerns
such as considering
STlI's, pregnancy
prevention and
concerns using IUDs
could lead to reduced
condom use.

Strengths:

+ Steps were taken to
address reliability

+ Conflicts of interest were
stated

+ Interview guide was
developed with rigour

- Training to be considered
for paediatricians and other
physicians on the suitability
of IUD use in adolescents

- A need for removing
access and financial
barriers for

IUD use

Limitations:

-No ethnicity data were
collected on participants or
authors

-Social desirability bias may
have occurred as the
interviewees knew the
interview's research interests
-All interviews were
conducted via the telephone
Rather than face to face
which may have impacted
quality
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Claims inthe 2023, Maria To explore Sample: 15 Characteristics:
clinic: A Sweden Wemrell experience s  Setting: Gender: women
qualitative and Lena of healthcare Family (100%)
group Gunnarsson Ccliniciansin  planning Professions
interview study regards to clinics included:
on navigating midwives and
healthcare conversations  pesign: gynaecologists.
communication with patients qualitative, Ethnicity: No
about concerning semi ethnicity
unestablished contesting structured demographics
side effects of medical digital group  were reported.
the copper knowledge or . .
- interviews

IUD claims about )

the Methods:

IUD thematic

analysis

Results:

Principles of evidence
based medicine (EBM)
- Clinicians expressed
feeling a sense of trust
in their professional
qualifications and a

need to following

clinical guidelines and
believed that these had
a firm evidence base
which disproved the
claims patients may
have made or heard
Principles of person-
centred care (PCC) -
Clinicians explained a
sense of obligation to
listen to and respect
the patient, aiming to
reach a level of mutual
understanding EBM vs.

PCC? -

Difficulty in navigating a
dualism in following
guidelines on best
practice as well as
respecting patients and
their perspectives

Strengths:

+ Authors declared no
conflicts of interest

+ Authors clearly stated
their epistemology and
engaged in reflexive
approaches considering
their own biases

and knowledge claims

Limitations:

- Some of the results may
not be generalisable as the
healthcare clinicians
recruited may have been
more interested in the
topic of systemic side
effects than others in their
profession

- No ethnicity data was
gathered for participants or
considered from the
authors

- Research to critically
assess and the safety of
the 1UD to provide more
robust evidence-based
practice for clinicians
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Reconciling EMB and
PCC - Clinicians
explained a need for
more research on the
copper IUD to help
support knowledge and
so they can be clear and
test some of the
perceived myths,
supporting their right to
question things

Experiences 2016,

of
Advanced
Clinicians
with
Inserting the
Copper
Intrauterine
Device

as
Emergency

Contraception

Rachel L.
Wright,
Caren J.
Frost,
David K.
Turok

To assess
the
perspective
s of
advanced
practice
clinicians
using the
copper IUD
as
emergency
contraception
(EC)

Sample: 12
Setting:
Family
planning
clinic

Design:
qualitative,
semi
structured
interviews
Methods: A
phenomeno-
logical
approach
was used
for the study
and analysis

Characteristics:
Professions:
nurse clinician /
midwives and
physician
assistants.
Gender: female

(100%). Ethnicity:

Caucasian
(100%).

Results:

Personal views toward
the copper IUD as EC -
The use of the IUD as
EC was guided by a
sense of responsibility
to protect patients from
unwanted pregnancy.
Perceived patient views
of the copper IUD as EC
— hypothesis that
knowing someone who
had an IUD to
recommend it to
patients would make
them be deemed more
favourable.

Process of presenting
the copper IUD as a
method of EC to
patients - Impacts of
clinic structure and
frequency of seeing

Strengths:
+ No conflicts of interest
were stated

Limitations:

-The author conducting all
interviews is not a clinician
and participants may have
been influenced by this -
Homogenous sample of
professionals interviewed
and as a result their
experiences may not be
generalisable

- Sharing clinician
experiences and providing
support may assist in
increasing clinicians’
comfort with the copper IUD
as emergency
contraception

-No compensation was given
to participants for taking part
-No ethnicity data of authors
disclosed
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patients who are
requesting EC.

Process of inserting the
IUD - participants
describing having a
sense of knowing if an
insertion would be
successful or not and
great care was taken to
consider risks of
perforation. Described
being guided by patients
throughout the insertion
process, being attune to
their pain thresholds.
Instances of failed
insertions - insertions
that were not able to
take place due to
difficulty measuring the
uterus for example.
Participants explained
support of access to
senior colleagues would
be helpful in these
instances.
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Postabortion

2012,

Contraception: USA

Qualitative
Interviews

On
Counselling
and Provision
of Long-
Acting
Reversible
Contraceptive
Methods

Jessica
Morse,
Lori
Freedman,
J. Joseph
Speidel,
Kirsten
M.J.
Thompson,
Laura,
Stratton
and
Cynthia

C. Harper

To explore
training,
knowledge
and
attitudes
about
LARC and
provision
post
abortion

Sample: 19
Setting:
Abortion
clinics

Design:
Mixed
methods
(quantitative
paper
published
elsewhere)

Methods:
Deductive
and
inductive

Characteristics:
Professions
included:
physicians,
advance
practice nurses
and physician
assistants No
other
demographics
informative was
given.

Results:

LARC counselling

- Tailored care given,

most patients leave with

non-LARC
contraception.

Use of follow-up visits

- Additional visits

required for IUDs and
complications around

risk of pregnancy.

- Perceptions about

method safety and risk

IUD seen as

inappropriate post
abortion and for younger

patients.

-Barriers to post-abortion
provision: cost of IUD is

high and clinic time is
limited. Expansion of

LARC provision:

conferences and training
had influenced clinicians
positively to wish to

Strengths:

+ Large sample size of a
range of clinicians from
different settings across the
country, include clinics which
offered LARC for free for low
income patients

Limitations:

- It appeared that only clinics
where 3 successful interviews
had been taken place would
received compensation, this
didn’t state if it went directly to
the participants

-No gender or ethnicity
demographics about
participants or researchers
were given

- Social desirability bias may
have influenced findings

- Clinics selected had high
rates of post abortion LARC
SO may be less
representative of services as

provide 1UDs, some clinic @ Whole

barriers still exist.

-Further training in IUDs
and other LARCs is
needed to expand offer to
patients in this group
-Difficulties patients and
services experience in
financing LARC such as
IUDs which have high
upfront costs
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“We have to
be
mythbusters”:
Clinician
attitudes
about the
legitimacy

of

patient
concerns and
dissatisfaction
with
contraception

2018,
USA

Lindsay
M.
Stevens

To explore
clinician
attitudes
regarding
common
patient
complaints
and concerns
about
contraception

Sample: 24
Setting:
hospitals,
private
practice,
clinics

Design:
qualitative,
semi-
structured
interviews

Methods:
Thematic
analysis

Characteristics:
Professionals
included:

nurses, midwives,
medical doctor

Gender:
Female ( 22)
Male (2)

Ethnicity:

White (19),
Black/African
American (2),
Asian or Pacific
Islander (1),
Hispanic (1) and
Unknown (1).

Results:

Formal and informal
knowledge

-Clinicians approaches
matched medical
literature and patients
side effects were
viewed in contradiction
to this

as ‘myths’

‘Stick with it’

-A belief that side
effects should be
tolerated and will ease
with time

Race and class in
counselling

- A perceived patient
dislike of hormones,
across class and race
demographics, in
different ways

Strengths:

+ Purposive sampling used
with an aim to reach more

clinicians who serve a
diverse range of patients

Limitations:

-Aneed to have 2 +
years in reproductive
healthcare and to be
able to prescribe may
exclude professionals
involved in counselling
or advising

- Only brief comment
about homogenous
sample with this being
described as
representative of
profession appeared to
lack critique or reflection
about author
demographics.
-Interviews were held in
person and via
telephone, no discussion
of if this impacted
quality.

- No compensation given
to

participants

-No conflict of interest
statements given

- For clinicians to
carefully assess
patients goals,
particularly around
pregnancy to support
best practice and not
assume pregnancy
prevention is always a
matched goal
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Patient
clinician
power
relations

in
counselling
on long
acting
reversible
contracept
ion: a
discursive
study of
clinician
perspectives

2023
New
Zealand

Tracy
Morison

To explore
clinicians
personal
identities
and meaning
making
when
patients
and
clinicians
have
conflicting
priorities

Sample: 22  Characteristics:

Setting:
hospitals,
clinics,
health
centres

Design:
qualitative,
semi
structured
interviews
Methods:
Critical
discursive
analysis

Gender: Female
(19)
Male (3)

Ethnicity:

Maori,
indigenous (4),
Pakeha, of settler
descent (12),
Tauiwi, resident
(6) Professions:
Nurses,
gynaecologist,
midwife, general
clinician, social
workers.

Results:

Clinician as the
promoter of responsible
choices

- Promoting and
persuading patients
that LARCs is a
responsible
contraceptive choices
Clinician as protector -
Justifying directive
counselling as
protecting patients from
unwanted pregnancy,
prioritising medical
knowledge over
embodied experience.
Clinician as ‘empowerer’
- Presenting LARCs to
women as the most
empowering option- with
the idea of liberation
and benefits to women
as the crux of the
argument.

Strengths:

+ Clearly stated
epistemology and model
driving methods that is well
aligned with the evidence on
this topic

+ No conflicts of interest
reported

+ No mention of participants
being compensated

Limitations:

- Authors demographics were
not shared and thereby bias
was not discussed

-For clinicians and services
to consider how clinics that
are under-resourced can
severely limit the capacity
for clinicians to reflect on
underlying assumptions
and biases

-For training to build on true
definitions of patient-
centred care and what this
constitutes




2.4 Quality assessment

Cochrane guidance for qualitative reviews was adhered to in writing
summaries of all the extracted articles (Henderson et al., 2010; Noyes et al.,
2018). The Critical Appraisal Skills Programme (CASP) was chosen as a
quality assessment tool as it is most commonly used in qualitative evidence,
and is recommended by both Cochrane and the World Health Organisation
(WHO) (Long et al., 2020; Noyes et al., 2018). The CASP tool was used to
evaluate the literature in a qualitative way, without ranking papers in terms of
quality or excluding them on that basis (Thomas & Harden, 2008). Using the
CASP tool and converting it into a numerical score could be seen as a
reductionist and positivist approach that fails to view studies in terms of their
own context or overall merit. No papers were therefore excluded based on a
quality score. It could be argued that excluding papers could take away from
the systematic nature and replication of the review (Dixon-Woods et al., 2006).

See table 6 for a critical appraisal of each study based on the CASP checklist (Long et
al., 2020).

2.5.1. Design and methods

The extracted articles all had clear aims, research design and recruitment
strategies. However, some studies did not provide sufficient explanation
concerning their research design and methods (Biggs et al., 2018), for
example, describing analysis as using types of coding but not clarifying the

exact methods used (Kavanaugh et al. 2013).
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2.5.2. Researcher and participant relationship

Only a few studies included reflections on relationships between the
researcher and participants (Berlan et al., 2017; Boydell et al., 2022; Manzer &
Bell, 2022; Wemrell & Gunnarsson, 2023); the majority of studies did not include
this. Of those studies that did consider the relationships between researcher and
participants, their approaches varied from considering researcher influence and
social desirability bias in interviews (Bergen & Labonté, 2020; Berlan et al., 2017),
to engaging in regular reflection both independently and within their teams

(Boydell et al., 2022).

2.5.3. Ethics

Approximately a third of studies failed to provide sufficient data on ethical
issues (Amico et al., 2017, 2018; Fleming et al., 2019b; Hoggart et al., 2018;
Morison, 2023; Morse et al., 2012a; Stevens, 2018) however the majority did
include conflicts of interests statements and did specify that they were
submitted to an ethics board, so one could presume such issues were
considered but were not elaborated on due to limited word counts in published
articles. Due to the nature of interviewing healthcare professionals on their
practice, there may have been less of a need to discuss certain ethical issues
pertaining to risk or distress which may be a further reason that ethics was not

discussed in depth.

2.5.4. Analysis and findings
All studies used analyses that were appropriate for the topic area.
However not many studies discussed if other methods were considered and the
reasoning for the choice of method selected, which for the majority was thematic
analysis. Across all studies, findings were clear and presented with appropriate

detail.
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2.5.5. Value of the research
All studies provided clear implications that mostly focused on improved
access to IUDs across the lifespan, training for clinicians, advice on coercive
practice and increased support for patients. There was clear value to the

research across all studies, with actionable clinical implications.

Table 4- Critical appraisal table
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"It's a very

nuanced Yes 'Yes 'Yes 'Yes 'Yes No 'Yes 'Yes 'Yes \Valuable,
discussion gives
with every evidence
woman": for
Health targeted
care care
providers’ given to
communic vulnerabl
ation e women
practices and the
during high risk
contracepti of

ve coercive
counseling LARC
for patients practice
with

substance

use

disorders

Provider
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School

based Yes 'Yes 'Yes 'Yes 'Yes No 'Yes 'Yes 'Yes \Valuable,
healthcare shows
providers the
experience barriers
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on
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perception in
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study
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nurses’ Ethics training
scope of
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clinical sough

practice t)

Understan

ding the Yes Yes Yes Yes Yes No Yes Yes Yes Valuable,

low uptake identifies

of long- barriers

acting to LARC

reversible access

contracepti

on 